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Abstract 
The re-conceptualisation of stroke unit provision towards acute and hyperacute 
care has been a relatively recent development in the United Kingdom. This 
hermeneutic phenomenological study aimed to explore how the acute stroke unit 
(ASU) experience, as the phenomenon of interest, was meaningfully lived from a 
human lifeworld perspective.  

Eight participants: four stroke survivors and four healthcare practitioners: took 
part in semi-structured interviews, and if they agreed, an optional creative 
element. Interviews were recorded then transcribed. Detailed hermeneutic 
analysis drawing on interpretative phenomenological analysis (IPA) was 
undertaken firstly on each person’s account, and then across the collective from 
each perspective. An additional close textual reading was developed for one 
stroke survivor and one healthcare practitioner. A particular feature of the 
analysis was its influence in generating an innovative graphic interpretation of 
the research findings.  

The stroke survivors experienced the ASU as a lived space in two differentiated 
forms. The ASU holding space, through the spatial practices of nurses, and 
others, including similar others (patients), was understood to provide them with 
protection and safe haven; holding them intimately but also at a distance, so that 
they could think, make sense, plan and work towards transition. The transitional 
space of the ASU was experienced by three of them in more disparate ways, 
and represented how they transitioned their self (for protection, necessity and for 
recovery) in response to the stroke, the hospital space and the spatial practices 
of the ASU.  

The healthcare practitioners experienced the ASU as a space that they 
produced and appropriated for themselves and others. This was intertwined with 
their work as existential project; through their relationships with others, and their 
contribution to patients’ transitional work, they were understood to experience 
authenticity and belonging. This project was always in the making, and was 
undertaken amidst the day-to-day pressures on the unit. As a result, three of the 
health practitioners looked to make sense, navigate, and survive the 
vulnerability they experienced in relation to their meaningful work, as part of their 
ASU experience. 

Further synthesis of these two horizonal1 perspectives elucidated 3 key areas of 
new insight and understanding: the spatiality of the lived experience of the acute 
stroke unit, suffering and thriving as a human being, and the intertwining of 
multiple selves in time and place. The implications of this new knowledge for 
clinical practice, education, and research are further discussed in this thesis.  

  

                                            
1 Horizonal in relation to ‘the world as experienced by a living subject in his particular 
perspective’ (Spiegelberg, 1994, p146) and developed hermeneutically through the fusion of 
horizons (Gadamer, 2004). 
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Chapter 1 
Introduction 

‘Any serious illness is a medical event, but it is lived in narrative 
terms. As religion has lost ground to secularism and the split 
between body and soul has come to feel metaphoric rather than 
literal, some people have rooted themselves in scientific 
explanations of the world, while others seek truth in art, literature 
or even political idealism. Students bifurcate early, pursuing a 
medical track or a literary/humanist one. It is as though we belong 
to different races. William Osler, writing in the late 19th century, 
observed: “It is much more important to know what sort of a 
patient has a disease than what sort of a disease a patient has.” 
We have not much heeded his call.’  

 

 

Positioning the researcher and the focus of study 
This study began with a concern. This reflected the limited ‘human picture’ of 

stroke unit services. Extensive research had been undertaken in the area but it 

was predominantly focused on the effectiveness of stroke units as a model of 

healthcare delivery. I felt that the guidelines, policy documents and research did 

little to capture the complexity, experiential and holistic meaning of the stroke 

unit as lived and experienced by particular people in particular contexts.  

As a physiotherapist, and later an academic, I often felt short-changed by 

research in the field of stroke. Methods and interventions were standardized, 

populations homogenized (so that individuals were ‘averaged out’ e.g. 

subsumed into what works best for a ‘typical stroke patient’). I felt that the 

research provided little of relevance to my own practice and the unique and 

individual people (patients) that I worked alongside. As such, I felt it was 

unsuccessful in capturing the complexity and interconnected nature of the lived 

world where I and others interacted. This led to a shift of perspective from my 

mostly positivistic undergraduate research training towards a phenomenological 



15 
 

world of meaning embodied with practical concerns and dealings encountered 

and embedded within human every-day living.  

This study was also propelled by a number of concerns regarding my own past 

experience in neuro-rehabilitation that emphasized ‘doing’ and more often than 

not, my own doing, rather than that of the patient. I had also experienced the 

progressively rigid and limited windows of opportunity provided to patients and 

their families. I had witnessed the increasingly financially driven services, the 

impacts on my own practice, and what felt like an all too real threat to 

rehabilitation opportunities for people with neurological conditions. This was 

something I had found increasingly difficult to reconcile personally and 

professionally, and consequently, I had stepped towards academia. However, I 

am all too aware that my concerns 15 years ago would be even more 

accentuated within the healthcare climate of today. As an academic, I visit 

students on placement and I talk to the clinicians and staff on site. I hear stories 

about the day-to-day challenges they experience in the work that they do. They 

seem to be ever juggling; adapting and delivering increasingly shrinking 

services. Now as an educator, I am concerned that we need to better prepare 

healthcare students and future practitioners for the vagaries and challenges they 

will experience in the workplace. All of these factors led me to my human 

concern for both patients and staff that was a starting point for this research 

journey.  

The longer I spent in academia, the more I began to think and view certain 

aspects of my clinical practice differently. My change in ‘place’ and orientation 

offered an opening and ‘safe’ space to connect with the storied accounts of 

stroke survivors and patients. I connected through conversations with them in 

the course of my work, family life, and from a distance (i.e. research papers, 

presentations, literature). Through these conversations, I became increasingly 

concerned about the movement away from what felt like the fundamentals of 

healthcare and rehabilitation; the relational and human side of health provision 

(being with); towards interventionist treatment, length of stay and technology 

(effectiveness/ outcomes/ targets) (doing). I began to consider that perhaps, in 

contrast to my previous practice, more meaningful and enduring moments were 

experiential and/or relational; when people together, connected and shared. 
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Stroke is a condition that on many levels is close to my heart (affecting close 

family and friends), and I am all too aware it may visit my own body one day. To 

some extents I and ‘stroke unit provision’ have been on a diachronic journey. I 

remember a stroke unit being introduced in the first hospital I worked in after 

qualifying. As I have continued in my professional life, developing, specializing 

and changing, so too has the stroke unit. However, whilst I was questioning, and 

reconsidering the fundamentals of my practice from a humanistic perspective; 

stroke unit provision was becoming increasingly scientifically and technologically 

driven, and changing beyond recognition. It is here at this bifurcation, where I 

and the focus of this study, are placed. 

Indicative of this, during the course of the research, significant change occurred 

within stroke unit services in the United Kingdom (UK). This groundswell 

involved the closure of traditional stroke units and the transition of others into 

hyper-acute and acute stroke units. The impetus was to improve medical acute 

management (with the introduction of thrombolysis), quicker and more 

consistent access, and shorter lengths of stay. This reconceptualization of 

stroke care was significant. Although it was clearly commendable, I was troubled 

by the implications for humanistic practice and its congruence with patient need. 

I became concerned that the systems, processes, pathways, guidelines and 

audits, had insufficiently addressed the complexity of what was being 

experienced, and the individuality, subjective, meaningful human picture of that 

experience.  

‘By putting more elaborate tools and processes between the two [hand and 
world], we face the consequences of an increased lack of intimacy 
between our human experience and the world around us. Furthermore, this 
could affect our human identity, in that we become like objects ourselves, 
trying to fit into impersonal systems and the production line’ (Todres et al., 
2007, p54). 

All of which provided further impetus for exploring and better understanding the 

ASU as the phenomenon of interest from the human lifeworld perspective. 

Healthcare inevitably unfolds as part of a human story, in narrative terms, but 

also unfolds between people: the lives, concerns, hopes, fears, expectations as 

lived and lived through, together. My concern was that attending to this had 

been lost; buried under the technological, clinical advances and objectification 
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emphasised in the acute stroke unit’s re-conceptualisation. This study therefore 

aimed to reclaim and re-discover the acute stroke unit as a human lived 

experience for deeper, more meaningful insights that could exist alongside, and 

contribute to the current agenda and evidence base. This study explored the 

experiential meaning of an acute stroke unit for the people who encountered and 

lived through it within the context of their lifeworld. As key experiencers of and 

contributors to the ASU, this study privileged stroke survivors’ and healthcare 

practitioners’ experiential meaning and how they made sense of their lives in this 

brave new clinical world. This thesis was thereby engaged in both encountering 

the phenomena intimately, as well as broadening the horizonal view, so that we 

might be better equipped to understand the ASU from a more holistic, 

phenomenological, and humanistically informed perspective. 

Going beyond the qualitative research that had been undertaken to date, this 

study looked to focus its gaze specifically and comprehensively towards the 

acute stroke unit as the phenomenon of interest. In doing so, it explored and 

uncovered unique and particular meaningful understandings of the ASU 

experience in all its texture, richness, fleshed out, living, qualitative character.  

The path to my own ontology was not straightforward. As a physiotherapist, I 

was familiar and comfortable with the ‘body’ and people’s physicality. I had used 

and emphasised my own ‘doing’ in clinical practice as a form of distance and 

protection from the emotional exposure to people’s vulnerability, I would 

otherwise feel. At various points during the research process I would revert back 

to this comfortable, safe, but less authentic way of practicing. It was only through 

dwelling with the people who took part in this study that I found I could begin to 

dwell within my own being. Although my voice and involvement in the study are 

articulated throughout this thesis, it is not until the discussion that a more 

substantial articulation of my own embodied knowing and ontology are evident. 

This reflects how I found a path through my own homelessness, to encounter 

and learn about myself, coming home to what is, and to begin to truly dwell in 

my own place and space in the world.  
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Overview of the thesis 
Chapter 2 reviews the literature regarding stroke unit provision and the current 

research base regarding stroke survivors’ and health practitioners’ experience. It 

demonstrates the fragmented and limited nature of current understanding about 

the ASU experience. It concludes by re-emphasising the contribution this study 

will make, introducing and supporting the research questions. 

Chapter 3 explicates the methodological, theoretical and philosophically 

informed framework for the study, including phenomenology, existential 

phenomenology, and the lifeworld. I justify and describe the theory of 

interpretation based on philosophical and methodological hermeneutics. I 

articulate the methodological decisions that were made in the context of the 

research questions, the epistemological and ontological principles, including 

how using and drawing on interpretative phenomenological analysis (IPA) as an 

approach, was congruent within this methodological framework.  

Chapter 4 details the methods used. This includes the approvals, recruitment, 

data gathering process and the analysis process. The congruency of the 

procedures and methodological approach are explained. Key decisions made 

and reflections are included. This chapter is brought to a close with a 

consideration of the methods used to support the empirical credibility and 

dependability of the study. 

Chapters 5-7 present the empirical findings of the study from the two horizonal 

perspectives. Chapters 5 and 6 both begin with a prologue, where one 

participant speaks at length. These prologues are used as an invitation into the 

interpretive space. They offer a sense of one individual’s ‘embodied whole’ and 

resonance. The two prologues offer an initial sense of welcome, and perhaps a 

familiar guide through the ensuing chapter of findings. Inserted throughout these 

chapters are key reflections, as well as articulation of the development in 

understanding, as part of the hermeneutic process. 

Chapter 5 focuses on the stroke survivors’ experience of the ASU as holding 

space, and transitional space, and how these were meaningfully lived, practiced 

and interconnected. This chapter introduces and explores these meaningful 
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spaces through the accounts of the stroke survivors. It describes how the stroke 

survivors’ spatial experience of the ASU was understood to be embedded, and 

encountered within other co-constituting spaces. 

Chapter 6 presents and explores the understanding developed about the 

healthcare practitioners’ experience of the ASU that reflected the ASU as 

produced space, and one that was orientated around the nexus of their work as 

existential project. Through their work as existential project (their relationships 

with others, and their contribution to patients’ transitional work), they 

experienced authenticity and belonging. This chapter explains how, amid the 

day-to-day pressures on the unit, three of them were understood to also 

experience vulnerability and looked to survive the lived space in various forms 

and ways.  

Chapter 7 includes a graphic representation in the form of physical/thematic 

maps to embody and represent the two horizonal perspectives of the lived 

through ASU experience.  

Chapter 8 discusses and synthesizes the findings of the study with theoretical 

and philosophical understanding and the existing research evidence base. This 

is orientated around three key emphases: the spatiality of the lived experience of 

the acute stroke unit, suffering and thriving as a human being, and the 

intertwining of multiple selves in time and space. The limitations of the study are 

presented alongside key methodological insights. 

Chapter 9 draws the thesis to a close by presenting the contribution the study 

has made to the field of acute stroke unit care, clinical practice and education. 

Further work and development is also presented.  
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Chapter two  
Stroke, the UK context and 
acute stroke units: a 
narrative review of current 
understanding 

‘I was so happy. I was with my family. I was going to hospital. I 
had survived. Through the window I could see the weekend world 
going on outside: shoppers crowding; cars manoeuvring through 
traffic; people with pints standing outside pubs. This world now 
seemed remote and unimportant. I had become a prisoner of ill-
health, but I had yet to discover the terms and length of my 
sentence’  

(McCrum, 2008, p12). 

 

Introduction  
Stroke can be a life-threatening crisis in the immediate. The excerpt that opens 

this chapter is used to frame the point at which, Robert McCrum begins his 

journey to hospital after his stroke. This is not a technical, healthcare-orientated 

experience, but one embodied in the moment with meaningful, human, felt, 

existential concern. It proffers a sense of his not-in-this world-ness as he begins 

to enter a ‘new world’. This thesis aims to develop unique and detailed insight of 

the acute stroke unit experience from a human lifeworld perspective that 

engages with these integral aspects of our lives as thinking, sensing, feeling, 

relating beings and our meaningful practical, unique and shared concerns in the 

world. 

This chapter introduces stroke, the UK context and the evidence base 

surrounding the experiential understanding of acute stroke unit provision. The 

review will not cover the full extent of the stroke unit literature as this study was 
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specifically concerned with the acute stroke unit and how it was meaningfully 

experienced as the phenomenon of interest. As such relevant qualitative 

research that explores the acute stroke unit or the experience of aspects of 

acute stroke unit care, are critically evaluated in the form of a narrative review. 

This provides understanding about the current body of knowledge within which 

this study is placed. It functions to both orientate and explicate the research 

questions under investigation. I will demonstrate the absence of understanding 

about the ASU as it is experienced. None of the literature had looked at this 

experience in its entirety, and from a detailed, thorough phenomenological and 

lifeworld perspective. I will contend that this study offers an original contribution 

to the evidence base by addressing this gap in knowledge.  

This review begins by defining and explicating the key concepts and contexts 

alongside noteworthy critical reflections. It provides an overview of the search 

process. The main body presents, reviews, and summarises the relevant 

research for the focus of study.  

Stroke  
Stroke is defined by the World Health Organisation (2013) as a clinical 

syndrome caused by an interruption in blood supply to the brain. A blood vessel 

ruptures (haemorrhage), or a clot is formed that occludes a cerebral artery 

(ischaemia). Due to the disrupted blood supply the brain tissue does not receive 

sufficient oxygen and nutrients, and is damaged or dies. Stroke can therefore be 

life threatening. After surviving a stroke, the most common symptom is 

contralateral weakness of the face, arm or leg, often on one side of the body 

(World Health Organization, 2013). Other clinical presentations can include 

speech problems, behavioural and cognitive impairments and sensory, balance 

and visual disturbance. People who have had a stroke can present differently 

and with a discrete or wide variety of symptoms. The entirety of our day to day 

living involves our brain. As such, a stroke can lead to significant problems in 

performing activities and participating in everyday life.  

After heart disease and cancer, stroke is the third biggest cause of death in the 

United Kingdom. In this country more than 110,000 people have a stroke each 

year. This costs the National Health Service (NHS) over £3 billion (National 
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Audit Office, 2010). Stroke is the single largest cause of disability with over a 

million people in the UK living with its effects (Stroke Association, 2012). 

However all of the above is articulated through a biomedical lens and does little 

to articulate the human and personal impact of stroke. It is sudden and a crisis 

for both the patient and their family (King and Semik, 2006). Fear, uncertainty 

and loss of control are intertwined within stroke survivors’ and family members’ 

experience of life after stroke (Lawrence and Kinn, 2013, Hunt and Smith, 2004, 

Burton, 2000). Their experience can represent their efforts to ‘adapt to an abruptly 

twisted and unfamiliar being-in-the world’ (Kitzmüller et al., 2012, p352). Stroke can 

bring about biographical disruption (Quinn et al., 2014), fundamental life change 

(Ellis-Hill et al., 2000), never ending implications for a stroke survivors’ social 

world (Burton, 2000), discontinuity in sense of self (being) (Ellis-Hill et al., 2000, 

Secrest and Thomas, 1999) and self-body split (Burton, 2000, Ellis-Hill et al., 

2000). These are implications and impacts that can continue over the longer 

term (Pallesen, 2014, Ellis-Hill et al., 2000).  

However, life after stroke can also involve recovery (Graven et al., 2013), 

personal growth, learning and development of new skills, the fashioning of a 

new identity (Pallesen, 2014), a ‘new me’ (Ahuja et al., 2013), renewed 

relationships (Arntzen et al., 2015a), reconnecting with past selves and activities 

(Pringle et al., 2013), re-establishing continuity (Ellis-Hill et al., 2009), 

reassertion of self, mastery, taking action, taking control over their lives after 

stroke (Hole et al., 2014, Peoples et al., 2011, Kessler et al., 2009), and a re-

interpretation of the life world (Kitzmüller et al., 2012). As such, personal as well 

as physiological costs, challenges and achievements are thought to be 

meaningfully intertwined, with living with stroke.  

Stroke units 
Stroke unit care in the early stages after stroke is recognised as the single most 

beneficial intervention for people following stroke (Intercollegiate Stroke Working 

Party, 2008). Specialist stroke units have been shown to improve functional 

outcome (Stroke Unit Trialists Collaboration, 1997), survival, and place of 

residence at discharge (Stroke Unit Trialists Collaboration, 2007, Stroke Unit 

Trialists Collaboration, 1997). Longer-term gains from stroke unit care in regards 
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to functional ability, survival, quality of life (Indredavik et al., 1998) and whether 

people were living at home or in an institution at 5 (Indredavik et al., 1997), and 

10 years (Indredavik et al., 1999) have been supported through high quality 

trials. Staying on a stroke unit has also been associated with significantly 

increased levels of confidence in staff, and satisfaction with numerous aspects 

of care and treatment received (Commission for Healthcare Audit and 

Inspection, 2006). 

The prevailing definition of a stroke unit is:  

‘a multi-disciplinary team that includes staff specialist in stroke that work on 
a discrete ward for designated stroke patients’ (Royal College of 
Physicians, 2015, p4).  

Stroke units are considered to have 5 key characteristics (developed by the 

Stroke Unit Trialists Collaboration (SUTC) (Intercollegiate Stroke Working Party, 

2010, p7): 

• consultant with responsibility for stroke 

• formal links with patient/ carer organisations 

• multidisciplinary (MDT) meetings at least once a week to organise 

and plan patient care 

• provision of information to patients about stroke 

• funding for external courses and uptake.      

However, stroke units have been described elsewhere as a holistic complex 

intervention (Kilbride et al., 2005). Indeed, recent advocates have extolled the 

value of considering healthcare, rehabilitation and the NHS, as complex 

adaptive systems (Kannampallil et al., 2011, Wade, 2011, Miles, 2009, Fraser 

and Greenhalgh, 2001, Plesk and Greenhalgh, 2001, Plesk and Wilson, 2001, 

Wilson and Holt, 2001), 

‘patients become rapidly subject to the influence of a multiplicity of 
processes and services as part of the healthcare system environment, few 
of which could be described as remotely simple in their nature’ (Miles, 
2009, p409). 

Paley and Eva (2011, p270) were critical; suggesting the authors in the field 

were ‘proceeding too rapidly to wild extrapolations’, and failing to accurately reflect 

the science, explanative properties and role of complexity theory. This current 
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body of work is discursive and speculative at best. However, what it does 

provide is the acknowledgement of the complicated and interconnected nature 

of healthcare that is acknowledged in this thesis. This is in contrast to the more 

traditional, reductionist thinking and organizational structures (i.e. guidelines/ 

policies/ frameworks) that are used to shape, evaluate, and implement services. 

Considering complexity in this way, provides an openness and acceptance for 

uncertainty, fluidity, tension and paradox that can never be fully resolved (Plesk 

and Greenhalgh, 2001, Wilson and Holt, 2001). Congruent with this, this thesis 

was concerned with the ‘complexities of experience’ (Tomkins and Eatough, 

2013) in a phenomenological sense, and within the acute stroke unit context. By 

including different perspectives (stroke survivor and healthcare practitioner), 

shared as well as individual, particular understanding, I aimed to embrace the 

inter-relatedness and interconnectedness of the people involved within their 

situated lived through experience, thereby looking to understand another’s 

world, and shared worlds of real people living through complex, meaningful 

situations (Todres et al., 2009).  

The UK context and the changing emphasis in stroke unit services 
Stroke care has changed considerably in the last 20-30 years in the UK. The 

most significant change was the introduction of stroke units in the 1990’s and 

more recently, thrombolysis2. The latter has been instrumental in driving the 

development of better systems to access medical management in the immediate 

phase after stroke:  

‘Thrombolysis made stroke an acute event, and thereby helped radically 
alter the practice of stroke care’ (Seneviratne et al., 2009, p1878).  

It is at the intersection of these two developments (stroke unit provision, and 

thrombolysis), where the ‘acute stroke unit’ resides. 

Despite stroke being the single biggest cause of widespread disability in the UK, 

it has historically been underfunded. The National Stroke Strategy in 2007  

(Department of Health, 2007) aimed to address this. It advocated the 

streamlining of stroke services to be implemented with additional ring-fenced 

monies available for a finite time. This re-organisation was to tackle issues 
                                            
2 Thrombolysis: use of drugs to break up a blood clot. 
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around access, service provision, consistency, to deliver more streamlined 

pathways, as well as respond to challenges that included financial and 

workforce resource issues. Leading this process of reorganisation of stroke 

services across the UK was the ‘London Model’ (development of 8 hyper acute 

stroke units (HASU) and 24 stroke units). This re-organisation reflected the 

closure and/or change of existing stroke units to hyperacute3, and acute stroke 

units4. In 2010 the stroke audit (Stroke Sentinel National Audit Programme 

[SSNAP]) showed success in thrombolysis provision (Intercollegiate Stroke 

Working Party, 2010) as did the National Audit Office’s (2010) review of 

progress in stroke. Although better, admission to stroke units remained 

problematic (Harrison et al., 2013). Subsequent audits have highlighted other 

continuing underperforming areas of practice that mostly relate to staffing 

numbers and fulfilling the 5 stroke unit characteristics (see page 23) (Royal 

College of Physicians Clinical effectiveness and evaluation unit on behalf of the 

Intercollegiate Stroke Working Party, 2014). 

In summary, since the inception of UK wide stroke unit provision, significant 

progress has been made, but there is still work to be done to improve standards, 

consistency and performance. In addition, full exploration of the implications of 

the more recent re-organisation of services is needed. Despite the extensive 

understanding about what having a stroke and living with stroke is like, I would 

argue that the re-conceptualisation of the acute stroke unit (increasingly re-

focused towards the biomedical and technical paradigm) appears to be deviating 

away from the ‘meaning’ that this elucidates.  

For example, the drive towards change, although significant in delivering the 

`stroke chain of survival` (Adams et al., 2007), might be underplaying other 

important aspects of service provision. There may be continuity of care concerns 

because of the separation of services into hyper acute, acute, rehabilitation units 

and beyond (Chan et al., 2012). Elements of service provision such as 

rehabilitation, goal setting (Chan et al., 2012) may be delayed or insufficiently 

addressed. Considering any other improvements or challenges within the 

                                            
3 Hyperacute stroke unit: providing care in the first 72 hours after stroke. 
4 Acute stroke unit: normally providing care up to 7 days. 
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context of acute stroke unit care has been largely overlooked.  

As articulated in Chapter 1 and the start of this chapter, the human side of acute 

stroke unit provision is lived in human and narrative terms. It is these 

meaningful, practical concerns encountered in the everyday lifeworld of stroke 

survivors and healthcare practitioners that this thesis attends to, and at this time 

of changing emphasis, it feels even more pertinent. I would venture that the 

instigation, auditing and shaping of acute stroke unit care, has inevitably 

emphasised standardisation, objectification, with the subjective experiential 

meaning all but eclipsed.  

‘quantitative measures could forget the qualitative ground of what the 
numbers are about – this textured, embodied, experienced world of 
coloured trees, sparking stars, alternative ways home, remembered 
seasons, happiness, joy, anguish and sadness. It is this lifeworld that any 
number (or word) refers to, without which numbers or words would have no 
meaning or living context (two what? three what?).’ (Todres, 2007, p55).  

What is an acute stroke unit? 
This is not a straightforward question to answer. Within the UK, the term acute 

stroke unit first emerged within the National Stroke Strategy (Department of 

Health, 2007), the subsequent Sentinel audit (Intercollegiate Working Party for 

Stroke, 2008) and National Clinical Stroke Guidelines (Intercollegiate Stroke 

Working Party, 2008, 2012, 2016).  

It has recently been defined as follows:  

1) ‘an acute stroke unit is one that treats patients usually in an intensive 
model of care with continuous monitoring and nurse staffing levels’ 
(Royal College of Physicians Clinical effectiveness and evaluation unit 
on behalf of the Intercollegiate Stroke Working Party, 2015, p8).  

However it has been described differently in key documents and has undergone 

albeit subtle transformations over time. A chronological overview is located in 

Appendix 1. 

Varied terminology and stroke care structures are also evident internationally. 

The different organised services include:  

• Primary stroke centres (PSC) and comprehensive stroke centres (CSC) 

(United States of America (USA))  
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• Regionale stroke centers and uberregionale stroke centres (Germany) 

• Hub and spoke model (including HASU and ASU) (London and UK) 

• Stroke neurology receiving centres (SNRC) (California- USA) (West et al., 

2013). 

Primary stroke centres and their German counterparts (regionale centers) 

appear to be focused on ischaemic stroke care and include intensive care beds 

and rehabilitation. Comprehensive centres (uberregionale) deal with more 

complex patients and have the addition of specialist neurosurgical and 

neuroscience intensive care beds. However as West et al (2013) highlighted: 

‘even in current clinical guidelines there is a lack of detail regarding the 
components of care which characterize individual stroke unit models’ 
(p48). 

As a result, I have defined what an acute stroke unit was considered to be, 

within the context of this study. This was in line with the UK policy and guideline 

documents at the time of data collection (Appendix 1): 

A service based within a discrete unit or ward within a hospital based 

setting that admits and manages patients acutely. Patients are admitted 

either immediately or shortly after stroke: (directly via Accident and 

Emergency, HASU or via other hospital wards): and discharged early: 

usually up to 7 days after admission. An ASU includes medical staff 

specially trained in the medical care of stroke patients (including 

thrombolysis), specialist nursing staff and access to imaging and 

laboratory services. The service provides stroke patients with high 

dependency care, acute monitoring, assessment, intervention, and 

information provision. It uses acute stroke pathways/ protocols and 

guidelines and regular multidisciplinary (MDT) meetings. It is a service 

provided by a multidisciplinary team that includes rehabilitation specialist 

staff, early rehabilitation and palliative care. 

An introduction to the narrative review 
This narrative review summarises, explains and interprets (Mays et al., 2005) 

the qualitative evidence into the experiential nature of acute stroke units. 
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Undertaking a review of the literature was complex because of the topic area 

and evidence base. I therefore had to decide how to work with an evidence base 

that was both vast and diminutive (see Appendix 2, Table A, i. and ii). Looking at 

all the research was not within the scope or focus of this review. Appendix 2 

provides a description of the search and decisions made, as part of this process.  

Research was excluded if it was: quantitative, not focused on experience (i.e. 

qualitative, but process orientated) or stroke unit provision; if it explored a novel 

intervention or relatives and carers’ perceptions only. If there was no clear 

reference to some form of the acute phase (i.e. acute care, early stage after 

stroke, first two weeks) in relation to the stroke unit experience, either in the 

contextual description or findings of the study, the research was not included in 

this review. 

Relevant literature was located using an established method (Flemming and 

Briggs, 2006) (see Appendix 2). This was supplemented by searching ETHOS, 

scrutinizing reference lists in papers, guidelines and systematic reviews. It also 

involved a more fluid process whereby I would encounter a textbook by chance, 

be sent a paper or discover an article whilst searching for something else.  

This review begins with the most recent and contextually relevant research. It 

then proceeds with a broadening of my net, pulling in work of relevance whilst 

articulating the insights and shortfalls5. 

The evidence base regarding the experiential nature of the acute 
stroke unit 
It became apparent that the qualitative empirical research was variable in how it 

had considered or addressed descriptions of acute settings and acute stroke 

unit services. A number of international studies had explored stroke unit 

provision without offering further detail. Others had clearly stated their focus was 

on acute stroke unit/care (Luker et al., 2014, Hubbard and Parsons, 2007), the 

acute phase (Kitson et al., 2013, Kouwenhoven et al., 2012, Arnaert et al., 
                                            
5 I present these limitations within my own understandings and interpretations of research, 
research methodologies, and theoretical and philosophical underpinnings. I wish to articulate the 
tension I feel as critic, judge that feels contrary to humanistic openness.  
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2006), aspects of an acute stroke unit service (Seneviratne et al., 2009), acute 

care hospitals (Rochette et al., 2014) or even ‘acute hospital stroke units’ 

(O'Halloran et al., 2011) without explaining the contextual parameters and the 

defining ‘acute characteristics’. Reviewing the research base and the limited (or 

non-existent) information provided; ‘acute’ ranged from the time period after 

stroke, and/ or the length of stay permitted on the unit, the aims of the service 

(assessment, treatment and referral on) or the hospital location (as an acute 

setting). All of the above reflects a muddying of the already murky waters 

surrounding acute stroke unit care. As such it was often unclear whether the 

service being investigated was contemporaneous with the acute stroke unit 

definition used in this study (page 27). Unfortunately, including the timeframe for 

data collection was also inconsistent across the evidence base as a whole. As 

already explained, this was particularly relevant due to the lack of clarity 

surrounding the varied models of stroke unit care, and the changing emphasis 

within the terminology used (see Appendix 1). 

Research that has explored the lived experience of an ASU in the UK since the 

re-organisation of stroke services has not been undertaken. Research has 

instead explored nurses lived experience of one HASU (Catangui and Roberts, 

2014), hope on an ‘acute stroke unit’ (Tutton et al., 2012), patients’ experience 

of transfer from a HASU (Brooke, 2013), rehabilitation (Gibbon, 2004), goal 

setting within an ASU (Rosewilliam et al., 2016), patient, carer and staff 

experiences of a hospital-based stroke service (that included an ASU and 2 

stroke rehabilitation wards) (Morris et al., 2007), patients’ and carers’ 

experiences of gaining access to acute stroke care (Harrison et al., 2013), 

stroke survivors’ experiences of care in the ‘in-hospital phase’ (Kitson et al., 

2013), patients’ and carers’ experiences of healthcare in Scotland after stroke 

(Salisbury et al., 2010), or the mixed sex environment on an acute stroke unit 

(Rhodes et al., 2003). 

This narrative review is structured around the UK based research. Due to the 

limited evidence base, studies that were carried out before the transition towards 

more acute and hyper acute stroke unit provision and in other countries have 

been included. Some of these findings may therefore relate to different delivery 
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models and contexts, and fragments of what may contribute to partial 

understanding about the acute stroke unit experience. 

Current understanding about the experiential nature of acute stroke 
units 
The most recent and contemporaneous qualitative research into acute stroke 

provision in the UK has explored the nurses’ experience of thrombolysis as part 

of a HASU (Catangui and Roberts, 2014), patients’ and carers’ experiences of 

accessing acute stroke care (Harrison et al., 2013) and patients’ experience of 

transfer from a HASU (including their illness beliefs) (Brooke, 2013). The nurses 

in Catangui and Roberts’s (2014) study perceived their experience of the HASU 

and thrombolytic treatment as positive for improving patient outcome and care, 

their own professional development, career and personal fulfilment. However 

they also felt a burden of increased workload, pressure, fear and anxiety. There 

were concerns regarding their own safety, that of patients, as well as limited 

understanding and support from colleagues. This was a significant study. It 

explored the lived experience since the change in service delivery and from the 

staff (nursing) perspective. Both of which are minimal within the acute stroke 

literature. It was clear, focused and well considered. Although it was important 

because of its phenomenological emphasis, this was not sufficiently justified. 

The description of Giorgi’s thematic analysis did include reference to key stages 

and free imaginative variation. However as has been acknowledged elsewhere, 

most of these stages are familiar to all qualitative research, regardless of 

theoretical and methodological stance (Vuoskoski, 2014). Despite these minor 

shortcomings, this study provided valuable insight into the nursing experience of 

working in a UK based HASU and delivery thrombolytic treatment. Although not 

specific to an ASU, nurses there too work with thrombolysis. Further research is 

needed to see whether nurses have similar or different experiences within their 

meaningful ASU experience.  

From my review of the evidence base, Harrison et al’s (2013) research was the 

most recent qualitative study regarding acute stroke care within the UK. 

Although the authors were clear in defining the stroke units involved, only a 

small proportion of their findings had direct relevance to the focus of this thesis. 
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Their results were mostly orientated around taking action when the signs and 

symptoms of the stroke occurred, emergency medical services, and the 

emergency department. However, there was information about the significant 

variability in participants ‘experiences of acute stroke care in hospital’ that 

related to whether they were admitted in or out of hours. If admitted within 

working hours the participants described positive experiences. Out of hours was 

associated with delays in scanning and treatment, with one gentleman being 

sent home until after the public holiday. Two of the participants experienced a 

second stroke that they felt was not dealt with urgently. This perceived lack of 

urgency was a source of significant concern and frustration. The recent FAST6 

campaign had raised the participants’ awareness. This meant that when they 

experienced delays they understood the implications on the ‘time to treatment’ 

window.  

In sum, this research has shown that patients were understood to have an 

increased awareness of stroke as an acute condition, and variable experiences 

when trying to access acute stroke care and acute medical treatment. The 

aforementioned research into the experience of a group of nurses from one UK-

based HASU indicated that pressure, challenge and dilemma were part of their 

experience of delivering acute interventions (thrombolysis). However both of 

these studies were orientated towards what appeared to be the hyper-acute time 

period. Nevertheless, there was a shared concern around time (and 

thrombolysis). Nurses were concerned for their own and patients’ safety. 

Although safety was not was specifically articulated by patients, some of them 

described failures in prioritising scanning and thrombolysis. There may be 

similar and different aspects of stroke survivors’ and health practitioners’ 

experience within the acute stroke unit setting that warrants specific focus 

towards their experiential claims and concerns.  

Health professionals’ acute stroke unit experience  
To expand this review, I will now bring in qualitative research that has been 

undertaken with health professionals within a stated ‘acute’ context, but outside 

                                            
6 FAST campaign: a UK based media campaign that aimed to raise stroke awareness and the 
need to call emergency services at the onset of suspected stroke. 
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of the UK, most of which has been carried out in Australia. The first explored 

how one occupational therapist (OT) and one physiotherapist (PT) worked in an 

‘acute stroke unit’. They felt that delivering patient centred care was a priority 

(Hubbard and Parsons, 2007). Three activities were thought to be central to their 

acute care: 

• the initial investigations 

• discharge planning 

• creation of hypothesis about outcome. 

However, these activities seemed in contrast to the patient-centred care and 

therapeutic interventions they discussed as part of their experience. The other 

key theme that emerged was ‘service delivery under pressure’. One of these 

pressures was having a long-term functional frame of reference in a short-term 

setting. They experienced limitations in time and staffing, and dealt with a 

constant state of change as part of acute care provision. Although the case 

study focused on just two participants, additional data (patient records, workload 

agreements) as well as an interview component were included. It was 

introduced as a pilot study and explored a complex issue. However the ‘acute 

stroke unit’ did not correspond with current UK classification: being described as 

4 high dependency stroke beds alongside general neurology beds. 

Another Australian study found speech and language therapists’ experience of 

aphasia management in the acute hospital setting (that included providing ASU 

care for 11 out of the 14 therapists), to involve a conscious awareness and 

responsibility of being the first contact with the profession (Foster et al., 2016). 

These therapists thought about the current and longer-term implications of this. 

They looked to build relationships with the stroke survivor and the family, instil 

hope and understanding, almost as groundwork for their anticipated future. The 

speech and language therapists felt it was important for them to temper 

expectations of service delivery and in some cases, recovery. In the acute 

setting, there was an emphasis on screening and assessment, information 

provision but also variable (mostly limited) therapy that was incongruent with 

recommended guidelines. The latter was represented within the dominant 

narrative of time limitations and competing priorities. As such, these speech and 
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language therapists did ‘the best I can’ and looked towards alternatives that 

included advocacy and ‘being available’. Advocacy included: being the voice for 

people with aphasia, raising awareness and understanding of aphasia in the 

acute hospital setting, and fighting for access to rehabilitation services.  

An ethnographic study undertaken in Canada in 2006 demonstrated that nursing 

on an ‘acute stroke unit’ was contextualised within three domains: space, time, 

and inter-professional practice (Seneviratne et al., 2009). Space and time were 

interconnected concepts that challenged the nurses’ practice. They were forced 

to work in close quarters, in environments that didn’t provide them with the 

space needed to perform basic care activities, rehabilitation, work collaboratively 

with their colleagues, or maintain privacy and confidentiality. Time was also a 

challenge that limited their provision of care. This involved a ‘lack of time’, 

‘preserving time’ and ‘time without space’. The former and latter restricted their 

ability to plan (i.e. care, appointments, patient transfers), work on rehabilitation, 

and sometimes meant they suffered physical injury (Seneviratne et al., 2009). 

The nurses believed that inter-professional working was fundamental for 

providing care to stroke patients, despite working in what appeared to be a 

multi-professional fashion; and although communication and collaboration were 

viewed as important for the success of the stroke unit, participation was variable. 

Different ways of relating with different members of the team also emerged. 

Working together and sharing experiences were the basis of the relationships 

formed between nurses. Relationships between nurses and therapists were 

focused around the needs of the patient, but were problematic, with the nurses 

feeling that therapists did not acknowledge the work or role they had in 

rehabilitating patients on the unit. This study provided a clear overview of the 

context and justified the methodological approach. However the setting was 

described as an ASU, but where care was provided during the acute and 

subacute phases.  

One final study, using a grounded theory methodology, explored healthcare 

professionals (n=41) experience of working with dying patients in three Swedish 

acute stroke units (Eriksson et al., 2014). Eriksson et al (2014) found that the 

ethical dilemmas the health professionals experienced reflected communication 
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barriers. The resulting consequences were non-decisions (about discontinuation 

of treatment or palliative care), and problems holding to the decision. This meant 

a lack of common standpoint and changes or confusion around decisions made. 

All the team members were affected by these ethical dilemmas with some 

experiencing insecurity, frustration or futility. Some of them felt that they were 

causing unnecessary suffering and providing undignified care for patients and 

their family. Some life-sustaining measures were thought to reflect postponing 

decisions that would result in better outcome statistics for the service. In an 

attempt to address these concerns a number of the participants would look to 

implement individually created strategies to promote good caring practice for 

dying patients. Again, time pressures were thought to have a negative influence. 

This meant there was insufficient time to communicate, discuss, make 

decisions, reflect and evaluate. 

In sum, staff experiences of hyper-acute and acute stroke care have 

demonstrated positives in regards to thrombolysis treatment from the nursing 

perspective. Speech and language therapists’ acute practice of working with 

aphasic patients was understood to involve; being available, the first contact and 

setting the scene for ongoing care and advocacy. However, acute stroke care 

may bring with it pressures, tensions, dilemmas and conflicts. Although limited in 

number, country and context, the evidence base that has focused on acute and 

hyper acute stroke unit provision, indicates that the physical environment, 

relationships with team members and limited time and resources can have 

meaningful repercussions on health professionals’ experience. Their experience 

was understood to involve an emphasis on assessment, screening and decision-

making in the acute setting. Nurses and therapists working in acute stroke units 

can therefore experience tensions and ethical dilemmas that feel in opposition to 

evidence based care, aspects of their professional philosophies of practice and 

personal moral obligations. Despite the diminutive evidence base, time seemed 

to translate across professional groups and was also meaningfully experienced 

by stroke survivors within the acute stroke unit context. 

Stroke survivors’ experience  
From the literature presented thus far, limited insight into the patient experience 
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(apart from anxiety and frustration regarding access, treatment and urgency) 

has been gleaned, that may be applicable to the acute stroke unit setting. Before 

returning to research pertaining to the UK context, I will consider the 

international evidence base that can contribute to understanding stroke 

survivors’ experience. One such study explored acute stroke patients’ 

experience during the hospitalisation period on a Brazilian acute stroke unit 

(Maniva et al., 2013). The meaning of their experience was constructed based 

on the feelings encountered. This involved fear, sadness, bewilderment, relief 

and desire for change.  

In Maniva et al (2013), the stroke patients experienced sadness in relation to the 

foreign place they found themselves, alongside strangers, and regarding the 

hospital routine. For some, this was understood to mean suffering imprisonment 

(isolation), separation from family members, loss of freedom and being confined 

to hospital beds. However, for two of the ten participants, hospital was not 

associated with sadness, pain and suffering. Instead they described how they 

appreciated the necessary care they received and their freedom from domestic 

obligations. As part of their experience, the stroke survivors explained how they 

feared the effects of the stroke, dependency, and their inability to work. From the 

moment they accepted stroke as an event in their lives they were understood to 

use social knowledge to make sense, justify the condition, and their subsequent 

experience. As they began to improve, the participants recounted feelings of 

relief and optimism. Maniva et al (2013) proposed the existence of a change and 

re-signification that constituted an awakening. This was where these stroke 

survivors revisited the cause of the stroke, looked to change their lifestyle and 

viewed the positive agent of change that was the stroke. Although a different 

healthcare and sociocultural context, using symbolic interactionism, Maniva et al 

(2013) illuminated the experience after stroke and whilst on an ASU for these 

Brazilian stroke survivors.  

Three UK based studies, including one doctoral thesis, explored stroke patients’ 

experience of being admitted to and nursed within a mixed sex environment 

(MSE) (Rhodes et al., 2003), the meaning of rehabilitation (Gibbon, 2004), and 

self-regulation and transfer anxiety (Brooke, 2013), respectively, all within the 
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context of an ‘acute stroke unit’. In both Rhodes et al’s (2003) paper and 

Brooke’s (2013) thesis, the findings presented reflected understanding that was 

broader than their original emphases. For example, Rhodes et al’s (2003) stroke 

patients talked about the importance of the specialist nature of the stroke unit 

that was represented by specialist staff and modern, highly technical equipment. 

Communication (not just about the mixed sex environment), interactions with 

staff, and their awareness of other patients (some of which meaningfully related 

to the MSE and some which didn’t), were also part of their experience. The 

timing of the data collection was not stated, and overall the findings in Rhodes et 

al (2003) (because of the above), were muddled in focus and detail. Despite 

this, the paper offered insight in two ways. It was an exemplar of some of the 

limitations within the already diminutive evidence base. Quotations inserted 

under the themes suggested potential relevance to stroke patients’ experience 

of an ASU, rather than the MSE. However although I have mentioned these 

personal insights (above), it is somewhat problematic for me to construct my 

own meaning from the brief data included.  

Brooke’s (2013) thesis provided a detailed overview of the experience of 6 

stroke patients since the UK re-organisation, using interpretative 

phenomenological analysis (IPA). Although there were only 5-6 pages (out of 30) 

within the findings that related to the original research aim, this was 

advantageous to my topic of study. Generally speaking, the themes represented 

the participants’ post stroke experience. This included a disassociation from 

being in the world, search for understanding, striving for independence, 

acceptance of support, and hope and uncertainty; with some elements 

applicable to the stroke unit context. Like Maniva et al’s (2013) study, the stroke 

survivors were searching for understanding about the cause and severity of the 

stroke and the impact it would have on their future. Within this process, they 

were thought to use comparison (upwards and downwards) with others on the 

unit, and people they knew. They reappraised and were thankful for aspects of 

their life. Their experience was also understood to involve a need for 

independence as well as an acceptance of support. The stroke survivors strove 

for independence through hard work, practice and physiotherapy. At the same 

time they were perceived as allowing others to make decisions for them 
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(primarily around discharge and returning home). One participant highlighted 

that some of the decisions made were not what she would want, but she 

accepted this as necessary due to the situation she was in, and would be in for a 

while. The final superordinate theme Brooke (2013) presented was hope and 

uncertainty, which co-existed around the stroke survivors’ future and recovery. 

This involved returning to normal, their normal lives, normal selves, whilst at the 

same time, feeling uncertain about the likelihood of this, or the time it would 

take.  

In relation to the transfer experience of these stroke survivors (the original 

research aim), very little was presented. Brooke (2013) reported that only one 

participant seemed to experience transfer anxiety and even then it was not 

directly expressed. Instead, Brooke (2013) stated that this stroke survivor 

described feeling ostracized in the acute stroke unit: ‘sent to Coventry’, cold and 

dark, with evil in the side-room where he woke after a night of vivid dreams 

about various World Wars. In regards to the stroke unit, the participants in 

Brooke’s (2013) thesis were reported to express different perceptions about its 

role and their transfer. They perceived the stroke unit to be a treatment ward 

where they received physiotherapy, and a halfway house to home. Indeed 

physiotherapy (what they did individually and with the therapists) emerged from 

their accounts as the treatment for their stroke. One participant, despite having 

physiotherapy and seeing improvement, didn’t understand why she had been 

moved to the stroke unit from the HASU. She recounted how she ‘didn’t have a 

choice’. Another explained how she was ‘shipped’ to the stroke unit. Although 

Brooke (2013) indicated that only one of the six participants experienced 

diminished control in the transfer process, the above, and the frequent 

terminology used: ‘they told me’, ‘they shot me round here’, ‘they said I would 

come to a stroke ward’: perhaps suggested otherwise. All the participants 

included in Brooke’s (2013) thesis were transferred from a HASU to two London 

stroke units. Although the latter were not termed acute, the participant 

information regarding length of stay (between 2-4 days) supported their ASU 

status. Participants were interviewed in the ‘acute phase’. Therefore the findings 

reflected a current experience and making sense process (within their present), 

that is not often captured early after stroke or the evidence base. 
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Brooke (2013) used IPA, and the study was orientated within phenomenology 

and hermeneutics. However the analysis felt somewhat superficial. The findings 

also weighed heavily on what Brooke (2013) termed the stroke patients’ 

‘experience post stroke’, and less on the stroke unit experience that this thesis 

will address, as the phenomenon of interest. Brooke’s (2013) and Maniva et al’s 

(2013) findings demonstrated that the acute post stroke experience incorporated 

a need to search for understanding. This supports the unique contribution of 

hermeneutic phenomenology in this context. This thesis, using a hermeneutic 

phenomenological methodology, will thereby elicit how people ‘make sense’ of 

their experience, and an experience which involves a meaningful need to ‘make 

sense’. 

Gibbon (2004) explored the meaning of rehabilitation on an acute stroke unit 

based in the UK. Similar to Brooke (2013) and Rhodes et al (2003), the 

experience of the 15 stroke survivors in Gibbon’s (2004) study included their 

exposure to other stroke patients. This again seemed to elicit mixed emotions 

around hope, fear and optimism. In regards to their rehabilitation, three of the 

participants explained how they received all of it solely on the ASU, but 

perceived it as minimal, and focused on assessment. Despite their physical 

recovery, three stroke survivors expressed fear and under-confidence in their 

abilities, and for the future. For other participants, their experience involved an 

unexpected protracted recovery process, and limited understanding of the 

process of rehabilitation that they were involved in. Although positive, in that the 

study included an ASU that reflected the more contemporaneous definition, the 

findings were quite a superficial representation of the stroke survivors’ 

experience of rehabilitation, and moreover, focused on only one potential 

component part of the ASU experience.  

Another UK based study (Kitson et al., 2013) explored the experience of acute 

hospital care settings from the stroke survivors’ perspective. This included stroke 

unit provision in the acute stages, but not exclusively. Kitson et al (2013) 

performed secondary analysis grounded in ‘interpretative phenomenology’ on 

data collected from 15 stroke survivors. This was to explore experiences of the 

‘fundamentals of care’ within multiple in-hospital care settings (i.e. acute general 
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medical, stroke unit, rehabilitation unit). The authors selected stroke survivors 

with moderate to high impairment and with accounts that included ‘rich data’ of 

hospital-based experiences and ‘fundamentals of care’. Their analysis used a 

template previously developed. This included a number of constructs that were 

related to activities, self-care and person-centred practice. When introducing the 

template they stated:  

‘Fundamentals of care are embedded in our conceptualization of patient-
centred care and what constitutes healthcare quality’ (Kitson et al., 2013, 
p394). 

Patient-centred care and care are inherently complex theoretical constructs, 

both of which the authors failed to effectively navigate. Although they were open 

to new insights, they talked about this in relation to developing the ‘theoretical 

refinement of the construct’. As such, the study seemed more orientated within a 

grounded theory paradigm than the interpretative phenomenology proposed. 

This was also reflected in the findings, which were structured around the 

interdependencies of the physical, psychosocial and relational dimensions within 

which the ‘fundamentals of care’ were experienced. These dimensions were 

presented alongside reference to the original fundamentals of care ‘activities’ 

(for example: mobility, elimination, dignity, privacy and respecting choice). This 

meant they insufficiently conveyed the lived experience, its meaning and 

resonance. As such, exploring stroke survivors’ acute care experience in the true 

phenomenological sense and expanding their (and my) thinking much beyond 

this frame of reference was limited. More meaningful nuggets of understanding 

were presented, but within the content rather than the forefront of the findings. 

For example under the ‘Psychosocial aspects of fundamentals of care’, and 

‘Dignity’ sub-section: 

‘It was as if respondents had to struggle by themselves to protect their 
dignity and saw the whole hospital process as a battlefield where they 
were in danger of losing their identity and dignity’ (Kitson et al., 2013, 
p309). 

Despite these limitations, the findings did assist in extending the domain of care 

beyond that of the nurse and proposed a blurred, fused or possibly intertwining 

of the physical, psychosocial and relational for stroke survivors’ experiences of 

the fundamentals of care. They demonstrated the inter-relational nature of stroke 
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survivors’ experience within the hospital setting. The study also seemed to offer 

tentative insight into interactional and relational practice (hospital stroke care), 

that could perhaps contribute negatively or positively towards sustaining and 

maintaining the stroke survivor in the acute phase after stroke.    

Another research study used interviews and IPA to explore stroke survivors’ and 

their relatives’ experience of healthcare after stroke in Scotland (Salisbury et al., 

2010). An overarching theme: after the stroke: emerged. The subthemes related 

to chronological points that the participants focused on (for example: ‘What is 

wrong?’, ‘Help came quickly’, ‘Something is still wrong’, ‘In the hospital’, I’m 

taking them home’). The findings supported the impact of stroke and how 

everything changed. However the main subthemes developed focused on 

stages after stroke and didn’t provide sufficient insight into the meaning of the 

experience. The authors found that there was broad variability in the hospital 

care accessed, and the participants’ views. In contrast to the carers, the patients 

had limited recall of the acute period. They talked (albeit briefly) about 

processes: tests, scans and medication they received as part of their ‘in the 

hospital’ experience. Instead, what emerged from their accounts at that time 

were instances (some significant) of awareness of recovery and physiotherapy. 

The data were collected in 2007 and the cohort were a considerable time post 

stroke (range 2-9 years, average 4.6), thereby limiting the ‘current-ness’ of the 

findings. In addition, there was limited detail regarding the different services 

accessed. The hospitalisation period varied extensively, and the participants 

appeared to have been admitted to various types of stroke units: ASUs, 

rehabilitation stroke units (RSUs), and comprehensive stroke units (CSUs)7. 

Although exploring the healthcare experience of patients and carers after stroke 

was relevant, the detail, depth and resonance within the lived through 

experience felt insufficiently captured.  

A Swedish study had a similar focus; exploring stroke patients’ and family 

members’ experience of stroke, their hospital stay, discharge, needs and 

contacts after (Olofsson et al., 2005). Although the title of the paper referred to 

                                            
7 ASU: intensive model of care, usually discharging within 7 days. CSU: accepts patients acutely 
and also provides rehabilitation for a more extended time. RSU: takes patients after the acute 
phase (7 days) and focuses on rehabilitation. 
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the ‘emergency stay in hospital’, the participants were recruited from a ‘stroke 

centre’. Other than that, little additional contextual description was proffered. 

Three themes emerged following the analysis process, the first and last of which 

reflected their experience of accessing healthcare, and being back at home. As 

such the middle theme: ‘depersonalized object for caring measures’ will be 

explained in light of their stay in hospital (assuming this represents the stroke 

centre experience). For some of the stroke patients, this was understood to be a 

confusing time that was represented by brief, less detailed accounts (similar to 

Salisbury et al, 2010). The stroke patients experienced this time passively, 

without expectations or demands. Whether they chose passivity or whether it 

was a result of their circumstances and/or environment was not clear. As part of 

their hospital experience, the stroke survivors reported variable information 

provision. Most were told what had happened, some, what to expect later. 

Related to this, they felt that the nurses’ ability to provide information and 

answer questions was reduced because of their workload and insufficient time. 

Limited involvement and participation in discharge planning was also evident, as 

was understanding about how their stay in hospital connected with other 

services (i.e. family doctor). Although I have indicated that the final theme ‘the 

striving for repersonalization and autonomy’ related to being at home, there was 

also an indication that it was only in this familiar ‘home’ environment (not the 

hospital), where they could regain control, responsibility and recover.  

One final study investigated barriers to accessing information, as perceived by 

patients’ and carers’ recruited from an Australian ‘acute stroke unit’ (Eames et 

al., 2010). One of the categories that emerged was ‘the hospital environment’. 

Relevant understandings within other categories were also apparent. However, 

because the participants had been interviewed before and after discharge, 

discerning the most pertinent content to the acute stroke unit was problematic. 

Nevertheless, the findings suggested a deficiency in the availability, suitability, 

and accessibility of information provided. Most participants needed time to 

become more aware and assimilate, before they knew what to ask and what 

they needed to know. In the hospital environment, day-to-day influences seemed 

to reduce access to information. This included limited time and access to staff 

(because of changing shifts and rotating staff members). However, the 
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participants also acknowledged how their own characteristics and circumstances 

influenced this process. Sometimes they chose not to seek out information, 

adopted a passive role, or assumed they were told what they needed to know. 

Other times, they felt reluctant to approach staff or were intimidated by the 

hospital environment. Although this study was not undertaken in the UK, and the 

stroke unit specific findings were difficult to differentiate, it provided 

understanding about the varied needs and responses of patients in accessing 

information in the acute phase after stroke. It illuminated the inter-related 

influences that included: communication, the hospital environment, professional, 

and personal factors. There may be a specific need to revisit or delay 

information provided in the acute phase after stroke. There may also be a 

requirement to better understand patients’ passivity at this time (Eames et al., 

2010, Olofsson et al., 2005), and consider how it is experienced and understood 

within the stroke unit setting and the acute stage after stroke.  

Multi-perspective research exploring the acute stroke unit 
experience  
Minimal research has explored different perspectives (i.e. staff and patients) 

within the UK context. These studies exist at either end of a spectrum that has 

implications for their relevance. A few have concentrated on a specific aspect of 

experience or provision i.e. patients’ and staff perspectives of hope (Tutton et al., 

2012), and goal setting (Rosewilliam et al., 2016) on an acute stroke unit. One 

study explored a much broader experience (a hospital stroke pathway) from 

multiple perspectives (Morris et al., 2007). As a result Morris et al’s (2007) 

findings were not specific to just acute stroke unit care. I proceed by reviewing 

this evidence base. Additional non UK based research will be included 

alongside, when relevant. 

Tutton et al (2012) explored the concept of hope on an ‘acute stroke unit’ from 

the perspective of patients and staff. Hope was contextualised within the 

patients’ experience of suffering and the impact the stroke had on their body and 

lives. There was a clear contrast between patients who were hopeful, and those 

who struggled to have any hope for recovery. The latter was associated with a 

slippery slope to despair that both staff and patients struggled with. Hope for 
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recovery included determination and motivation to return to normal, find new 

ways of living, appreciation of life in the present and reappraisal. It appeared 

that the final theme: realistic hopefulness: was grounded within observational 

data, staff interviews, and not patient accounts. The data had been collected 4-5 

years previously and the acute stroke unit insufficiently described. However, it 

offered meaningful understanding into the significance of hope in the acute 

phase. Staff described attempting to balance giving and taking away hope on a 

day-to-day basis (Tutton et al., 2012). This may elucidate a specific realism ‘lens’ 

and paternalistic power over hope that sat firmly within the acute stroke unit staff 

experience.  

Although only focusing on patients, Arnaert et al (2006) too explored perceptions 

of hope in the ‘acute phase’ on a ‘stroke ward’8. Unfortunately there was 

incomplete contextual detail about the setting provided, what was considered 

the ‘acute care phase’, and justification for the case study methodology. Despite 

these limitations, the findings did provide insight into Canadian stroke survivors’ 

visions (attributes) of hope, which for all of them (like Tutton et al’s (2011) 

participants), meant returning to their ‘normal’, pre-stroke life. For some of the 

stroke survivors, hope meant an optimistic looking towards the future (Arnaert et 

al., 2006). For two individuals, hope was orientated and formed through their 

inner strength and ‘self’. It was perceived as related to having a spiritual 

connectedness with others, nature, God, and social connectedness with family, 

friends and personnel. Out of the eight participants, three were reported as more 

passive in their ‘type of hope’. These individuals’ accounts weighed heavily on 

external loci (like health professionals), were orientated within the present, and 

dominated by frustrations, worries and concerns. They also had extensive past 

experiences with illness and the healthcare system. The remaining 5 

participants’ active style of hoping reflected an internal hopefulness within the 

self, instances of hope within the present, and its role in their self-healing work. 

These Canadian stroke patients acknowledged the role of others (including 

health practitioners) for keeping going and remaining hopeful. This was not 

articulated in Tutton et al’s (2012) cohort of patients. 

                                            
8 This study, although not multi-perspective, has been included here because of its relevance to 
Tutton et al’s (2012) topic under investigation: hope. 
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In both studies, there was a clear distinction between those who were hopeful 

and those who were not, and evidence of the perceived value and power of 

hope after stroke. Participants could all articulate a vision of hope but varied in 

their ability to act upon it. Arnaert et al (2006) illuminated the possible 

intertwining of temporality and self within hopefulness. Their findings might also 

suggest that repetitive illness or hospital admissions could play a role in eroding 

these elements9. In Arnaert et al. (2006), the findings began with the articulation 

of ‘storytelling’. There was an indication (perhaps similar to Rhodes et al, 2003), 

that the participants needed to tell their story regardless of the research focus. 

This may link to stroke patients’ need to ‘make sense’ and ‘search for 

understanding’ articulated earlier, and its relevance in the acute phase after 

stroke (Brooke, 2013, Maniva et al., 2013). 

Rosewilliam et al (2016) explored patients’ and healthcare professionals’ 

perceptions and beliefs about goal setting in an acute stroke unit between 2010-

2011. Comprehensive data collection involved interviews, observations and 

analysis of case notes, and demonstarted limited adoption of patient-centred 

goal setting. This was a result of deficiencies in patient empowerment and 

broken therapeutic relationships between the health care professionals and 

patients (i.e. misunderstandings and differing perceptions). There were 

incongruities in the setting and communicating of goals, with certain needs (for 

example, emotional needs), not being prioritised. Patients felt disempowered 

within goal setting scenarios due to personal and extrinsic factors. These were 

thought to include limited understanding and visibility of the process, and their 

empathy with staff busyness. They articulated a need to conform and a concern 

not to be viewed as a ‘bad patient’. At the same time, they experienced 

uncertainty and powerlessness generally that had implications for their 

involvement. The enablement of a positive therapeutic relationship for goal 

setting was associated with some clinicians’ characteristics and working 

practices. This involved the health professionals’ attitudes, beliefs and 

knowledge, how they instilled hope, considered the patient holistically, and 

worked with their family. However, there were also observations of a biomedical 

emphasis to working practices and differing staff perceptions of patient centred 
                                            
9 Hope, self and/or temporality, however, this is a tentative suggestion on my part. 
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practice. In addition, both the professionals and patients also perceived goal 

setting as negatively influenced by environmental constraints (that reduced 

privacy), staff shortages, time pressures, and a focus on early discharge. This 

reflected:  

‘A hurried approach which focused on continual assessments, referrals 
and shorter stays’ (Rosewilliam et al., 2016, p515). 

Tutton et al (2012) and Arnaert et al (2006) used ethnography (observations and 

interviews) to explore the context of hope and a ‘qualitative case study’ of 

perceptions of hope, respectively. Both raised awareness and articulated the 

importance of hope from the perspective of patients and practitioners. 

Rosewilliam et al (2016) used interviews, observations and case note analysis. 

All three studies demonstrated the variability and multitude of meaningful 

aspects experienced in relation to hope and the goal setting process in specific 

acute stroke unit settings.  

A study into a UK hospital-based stroke service generated understanding of the 

experience from the patient, carer and staff perspective throughout a hospital 

stroke pathway (Morris et al., 2007). This included an acute stroke unit and two 

additional stroke rehabilitation wards based on a separate site. Patients were 

generally positive about the attitude of staff with whom they interacted in the 

hospital pathway, and their high level of commitment. At the same time, they 

noticed visible staff shortages (particularly of nursing staff), that limited the 

service’s ability to provide care and treatment. There was also a perceived need 

for more therapy to avoid setbacks in recovery. Information provision ranged 

from ‘fantastic’ to non-existent. Information about specific topics: stroke, 

treatment, what to expect after discharge: was problematic, and contributed to 

feelings of anxiety. There were also instances of awareness and empathy with 

the staff, with some of the participants recounting how they seemed under 

‘incredible pressure’ and commenting, ‘I just wanted to sympathise with them’ (p108). 

In addition, as part of their experience, patients felt their broader, human needs 

were not effectively met, Rather than being seen as people, they felt they were 

viewed as ‘just patients’. Maintenance of family contact and a stimulating 

environment (for keeping them engaged and motivated), were considered 

another needed development. Although not articulated under this theme (instead 
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the availability of care/treatment theme), instances of indignity (around toileting) 

were also encountered by some of the stroke survivors who took part.  

Morris et al (2007) also explored the staff perspective. The staff members’ 

perceived the value of their particular specialist service, but also reported 

difficulties concerning joint working, different staff philosophies, communication, 

consistency of care, availability of nursing staff, and how the availability of 

nurses influenced rehabilitation. They felt that patients benefitted from the 

specialist service, specialist staff, and from being on a dedicated ward with other 

stroke survivors. They considered the latter provided an important source of 

support. For some staff members, their experience involved a struggle to work 

within and across different philosophies of care. From the supporting quotations, 

this seemed to relate to issues between nurses and physiotherapists, and 

difficulties with the medical team’s physical focus. Significant benefits were 

experienced when staff members worked flexibly, across units (as with the 

stroke co-ordinator role), and within blurred boundaries. Like the patients and 

carers, the staff participants were also concerned about the availability of care 

and nursing staff. However, this was perceived to impact on the patients’ 

rehabilitation more than anything else; nurses were unable to prepare patients 

for their physiotherapy sessions in time, and implement rehabilitation within their 

nursing practice. A desire for change that could address the difficulties emerged 

from a subsequent verification session with the staff. All three staff groups 

(rehabilitation therapists, acute unit staff, rehabilitation doctors and nurses) 

reported a sense of powerlessness, but experienced it differently. Therapists 

experienced powerlessness due to the hierarchical structure, their limited 

recognition and reduced involvement in decision-making. Nurses experienced a 

sense of powerless that was associated with staffing shortages and their limited 

opportunity to use their skills, even to ‘just do the basics’ (p109)10.  

The staff members shared some of the themes highlighted by the patients and 

carers, particularly around the availability of care (Morris et al., 2007). However, 

the reported overlap (accommodation of individual needs and considering the 

whole person in context) was not apparent from the findings presented in the 

                                            
10 How the acute unit staff experienced powerlessness was not explained in the paper. 
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paper. Although emergent themes were shared by patients and carers, there 

were unique, significant and slight variations in the accounts. For example, 

although patients, carers and staff were all concerned about staffing levels and 

the shortage of nurses, there were differences in the meaningful implications.   

Morris et al (2007) made a considered attempt to explore the complexities of the 

experience of an individual service pathway (including an ‘acute stroke unit’) 

within the UK from multiple perspectives, but further detail regarding the 

methodological framework would have been useful. It was also unclear when the 

study was carried out and what understandings were specific to the ASU. The 

authors (Morris et al., 2007) used focus groups and explored a singular pathway 

within one healthcare Trust. Although advantageous in numerous ways, focus 

groups do not extract the detailed, individual narratives (Braun and Clarke, 

2013) that interviews, implemented within a phenomenological methodology, 

would provide. 

Summary 
From the research reviewed, certain aspects of experiential understanding 

regarding stroke survivors’ and health practitioners’ acute stroke unit experience 

have been illuminated. However, this represents fragments of understanding 

that are limited, and in the most part superficial. With this proviso in mind, I will 

now summarize the contribution in understanding this review has made.  

Stroke survivors’ acute stroke unit experience was variable within and across 

studies. For some, being on an acute stroke unit represented a less aware and 

confusing time that involved limited understanding, disassociation, uncertainty, 

passivity, diminished control and disempowerment. This could be experienced 

emotionally; incorporating fear, distress, anxiety and suffering. All of which, were 

understood to be intertwined and fused with their post stroke experience. 

However in the acute stroke unit, experience was also changeable. It could 

include appreciation (regarding life and care received), reappraisal and a 

significant need to make sense and search for understanding. Hope, 

physiotherapy and instances of recovery seemed to signify meaningful aspects 

of stroke survivors’ time on an acute stroke unit. Uncertainty appeared to be 

present within this experience, and although rehabilitation was felt to be 
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important, it could also be limited or missing. The stroke unit could be 

experienced as a strange, unfamiliar place that represented isolation and 

confinement. It was also experienced as a place where stroke survivors 

described encountering others with stroke, who they compared themselves to as 

part of their making sense process. The stroke unit was where they were 

understood to strive for independence (work and practice), accept support, 

and/or experience passivity within the hospital setting. Some of these studies 

showed an awareness of the specialist staff, technical equipment, and an 

appreciation of relationships, staff attitudes, and commitment as meaningful 

parts of patients’ ASU experience. Within a number of research studies included 

in this review, stroke survivors also articulated an awareness of time exigency 

(for thrombolysis) but also limited time, staffing and workload issues within their 

experiential accounts of the acute stroke unit setting. Some stroke survivors 

were understood to feel sympathy and empathy towards the nurses in particular, 

because of this.  

Staff members were found to experience challenges, dilemmas and pressures 

within the acute stroke unit. This was understood to reflect competing priorities, 

reduced time, space, resources, and staffing. There was evidence that some 

health professionals adapted their practice and interactions in response. They 

described tempering patients’ expectations or implementing their own strategies 

to minimize the negative effects. Working within the acute stroke unit was 

understood to mean a focus on assessment and decision-making, with less 

emphasis and time for rehabilitation. For some health professionals, their 

experience was understood to mean conflict between best practice, actual 

practice and their obligations to patients. In some cases, they reported 

experiencing powerlessness, ethical dilemmas and physical and emotional 

effects as a result. The evidence base also suggests that some stroke unit staff 

members may actively balance ‘hopefulness’ (adopting a ‘realism’ lens). Some 

could struggle with challenging working relationships, and nurses in particular, 

seemed to experience a daily struggle to undertake the ‘basics’ of their working 

practice. 

The qualitative research that has been undertaken is limited in number and has 
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varied in its focus, methodology and methods. Although some of the evidence 

discussed here utilised phenomenology and IPA, none focused on the acute 

stroke unit experience as the phenomenon of interest, and since the UK re-

organisation. Limitations with the focus, depth of analysis, and subsequent 

understanding produced, were also evident. A number of high quality 

phenomenological studies have been undertaken in the stroke field, but these 

have explored the experience of living with stroke, (for example see Pallesen, 

2014, Kitzmüller et al., 2012, Kvigne and Kirkevold, 2003), recovery (Arntzen et 

al., 2015a) or key transitions (Pringle et al., 2010). The reviewed work in this 

chapter, in the most part, has not effectively captured or conveyed the acute 

stroke unit experience phenomenologically. It has insufficiently addressed 

existential issues11 and the human lifeworld of the participants12. Addressing 

these gaps and shortcomings in the evidence base is therefore both necessitous 

and timely. 

Conclusion and research questions 
As explained in Chapter 1, and at the beginning of this chapter, the focus of 

acute stroke unit provision has been directed towards the medical and acute 

management of stroke. This research proceeds from the view that it is timely to 

examine the phenomenon of the acute stroke unit experience in the context of 

this re-conceptualisation of stroke care, and the concerns regarding the human 

side of this experience.   

Despite the overwhelming evidence for the benefits of stroke unit care, no 

research has explored this experience as the phenomenon of interest as it is 

lived, and from the perspective of stroke survivors and stroke unit staff. There 

has been limited dialogue about the meaningful components that may contribute 

to acute stroke unit care, and minimal examples of ‘giving voice’ to the people 

who experience it directly. A fuller, richer more detailed and nuanced ‘human 

picture’ of this experience as lived through is required.  

                                            
11 For example: lived space, lived body, lived time and lived relations, embodiment and the 
intertwining of self, body and world (Finlay, 2011). 
12 Lifeworld: as a core phenomenological concept, directly given in our experience, 
fundamentally characterised by meaning (Vuoskoski et al, 2017). 
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This study uses hermeneutic phenomenology to develop understanding that 

would articulate the existential and lifeworld meanings of the ASU as it was 

encountered through stroke survivors’ and healthcare practitioners’ experiential 

accounts. This provides understanding applicable to the everyday experience of 

patients and healthcare practitioners that meaningfully encounter the ASU within 

their lifeworld. 

This thesis explores the experience of the ASU in its entirety as the 

phenomenon of interest. As such understanding that can expand and deepen 

what is known about what constitutes this experience will be produced. Through 

the use of hermeneutic phenomenology, this thesis brings into the open both the 

familiar and recognisable, as well as the less visible, unarticulated lived 

experience (that which may sit below the surface or beyond the ‘horizon of 

understanding’). As such, it provides an opportunity for the development of 

unconsidered or new insights as well as complexity, variability, ambiguity and 

nuance; all of which are intertwined within the lived experience but often absent 

from research reports. Detailed interpretations, thick, rich descriptions, 

idiographic and shared understanding will be of relevance to stroke survivors, 

other ASUs and the people involved in the provision of ASU care.  

This chapter has presented the existing evidence base, gaps in understanding, 

and articulated a need for detailed, thorough phenomenological enquiry from the 

human lifeworld perspective. This research study addressed the following 

questions underpinned by the gaps in the evidence base and arguments 

presented: 

• In what way is being on an acute stroke unit experienced meaningfully by 

stroke survivors and healthcare practitioners?  

o What is the lived through acute stroke unit experience of stroke 

survivors’ who were there after having a stroke? 

o What is the lived through acute stroke unit experience of 

healthcare practitioners’ who worked there? 
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The following chapter develops the argument further; articulating the case for 

hermeneutic phenomenological understanding of stroke survivors’ and 

healthcare practitioners’ acute stroke unit experience, and the methodological 

framework to acquire this understanding. 
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Chapter 3 
A methodological framework 
for understanding stroke 
survivors’ and healthcare 
practitioners’ acute stroke 
unit experience 

‘The everyday world in which we hunger and make love is hardly 
the mathematically determined “object” toward which the sciences 
direct themselves. Despite all the mechanical artefacts that now 
surround us, the world in which we find ourselves before we set 
out to calculate and measure it is not an inert or mechanical 
object but a living field, an open and dynamic landscape subject 
to its own moods and metamorphoses’  

(Abram, 1997, p33). 

 

Introduction  
In the preceding chapters I explicated my concern about the increasing drive 

towards technical, biomedical objectification of stroke unit provision with specific 

reference to the re-organisation and reconceptualization of acute stroke unit 

care. I have explained how this focus appears to have parted company with the 

world of people, and peoples’ meaningful and practical concerns.  

In the narrative review, I highlighted how research has not been undertaken into 

the lived experience of the ASU since this reconceptualization. I demonstrated 

that the research that has been carried out provides only fragments of insight 

and that the majority has been limited in the depth of analysis, thereby the 

understanding produced. This study proceeds from a concern to understand the 

acute stroke unit experience as the phenomenon of interest, in the context of the 
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everyday world; the meaningful, embodied, existential lifeworld; of stroke 

survivors and health practitioners. This focus governed the methods and 

processes that were used.  

This study adopted a hermeneutic phenomenological methodology, which drew 

on hermeneutics and phenomenology and was consonant with the research 

questions. This approach looked to provide a human lifeworld research 

perspective that would add to the established biomedical discourse about acute 

stroke unit care. This was linked to the rationale and philosophical assumptions 

that underpinned the research study, the methods used and the particular form 

in which they were employed. This chapter will articulate the methodological 

considerations surrounding: 

1. the methodological, theoretical and philosophical framework for the study, 

including phenomenology, existential phenomenology, and the lifeworld. 

2. a justification and description of the theory of interpretation based on 

philosophical and methodological hermeneutics. 

3. how interpretative phenomenological analysis (IPA) as an approach was 

congruent to be drawn on and applied within this methodological context. 

There are a number of schools of thought that could be relevant to this 

methodology. For example, there are several different types of 

phenomenological inquiry (all of which share a common interest in 

understanding the human condition), and each draws on the foundational 

philosophies in a slightly different way. It is not within the scope of this chapter to 

provide an overview of the entirety of this body of work. Instead, I attempt to 

show key frames of reference and their congruence with the research topic and 

the methodological framework developed.  

The Husserlian roots of phenomenology 
Husserl, the German philosopher, believed that the research of his time and the 

emphasis on the natural sciences had become removed and detached from the 

fabric and reality of human experience (Mapp, 2008). He was instrumental in re-

establishing human experience and its contribution and relevance; that every 

theoretical and scientific practice  
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‘grows out of and remains supported by the forgotten ground of our directly 
felt and lived experience’ (Abram, 1997, p43).  

Husserlian phenomenology is the study of structures as ‘givens’ (noema- unities 

of meaning) and the acts of consciousness to which the ‘givens’ present 

themselves (noesis- intentional acts). The latter is what Crowell (2006) 

distinguishes as the most distinctive aspect of phenomenological inquiry: its 

reflective character. Thus, Husserlian phenomenology systematically attends to 

this interdependent neosis-noema correlation (structural and holistic relation), 

considering it an essential feature of intentionality (Mohanty, 2006), and 

intentionality as an essential feature of consciousness (Giorgi, 1997). 

Phenomenology is therefore interested in experience, but from Husserl’s 

proposition, what essentially belongs and characterises that in particular, and 

how it is given in that experience. 

Husserl proposed phenomenology as a systematic, empirical endeavour to 

describe experience as it is present to consciousness, free from prejudice, 

through the adoption of the phenomenological attitude and reduction (Giorgi, 

2009). For the researcher, it is only by separating from the natural (pre-

reflective) everyday attitude and pre-understanding, associations, meanings and 

knowing, that a unified and essential structure is developed (Giorgi, 1997). This 

reflects a separation and bracketing (epoché) of self and world. Giorgi (1997) 

articulates, 

‘No work can be consider [sic] to be phenomenological if some sense of 
the reduction is not articulated and utilised’ (p240). 

This means that the phenomenon can present itself in all its character and 

‘isness’ (Giorgi, 1997). Crowell (2006) therefore posits phenomenology from a 

Husserlian position as describing ‘meaning as encountered directly in the world of 

our practical and perceptual life’ (p11). 

In a philosophical context, the lifeworld is considered lived (erlebt), experienced, 

meaningfully, in meaningful relation with others, and a valid way in which to 

acquire, for Husserl, truth: 

‘Thus in whatever way we may be conscious of the world as universal 
horizon, as coherent universe of existing objects, we, each “I-the-man” and 
all of us together, belong to the world as living with one another in the 
world; and the world is our world, valid for our consciousness as existing 
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precisely through this ‘living together’. We, as living in wakeful world-
consciousness, are constantly active on the basis of our passive having of 
the world’ (Husserl, 1970, p108) 

‘Obviously this is true not only for me, the individual ego; rather we, in 
living together, have the world pre-given in this “together”, belong, the 
world as world for all, pre-given with this ontic meaning.’ ….‘the we-
subjectivity, somehow constantly functioning’ (Husserl, 1970, p109). 

The existence of the lifeworld thereby justifies phenomenological inquiry and 

thinking. It is the necessary pre-requisite for experience, and for experiential 

meaning. This study considers the lived experience of the acute stroke unit as 

the phenomenon of interest. As such I looked to recruit people who had 

experienced the ASU within their lifeworld. This in part governed my decision to 

include both stroke survivors and healthcare practitioners. To address the 

phenomenological nature of the study I asked for people’s accounts and 

meaning making of their ASU experience, whilst paying specific attention to the 

phenomenological attitude (see Giorgi, (1997) above). The subjective accounts 

of healthcare practitioners and stroke survivors are understood to be the primary 

method through which beginning to understand the subjective and varied 

meanings of the ASU’s experiential everyday-ness is possible. Husserl’s 

growing recognition of the embodied lifeworld; a holistic, intersubjective realm; 

that encompassed horizonal perspectives; I, we and us (see above); was of 

direct relevance to this methodology. This indicates the conditions within which 

we can understand in this realm. Where Husserl’s original emphases proposed 

consciousness, pre-reflective accounts and the validity offered by the 

phenomenological attitude and reduction, this study, with its emphasis on 

knowledge through understanding, adopts a hermeneutic rather than descriptive 

(Husserlian) phenomenological methodology. This methodological framework is 

underpinned by intersubjectivity alongside the relational, dialogical nature of 

understanding:  

‘it allows the foreign to become one’s own, not by destroying it critically or 
by reproducing it uncritically, but by explicating it within one’s own horizons 
with one’s own concepts and thus giving it new validity’ (Gadamer, 2008, 
p94). 

Key methodological concerns such as the phenomena of embodiment, inter-

subjectivity, (Crowell, 2006) as well as the situated, relational and existential 

concerns of the lifeworld (Han-Pile, 2006) will be considered further. Alongside 
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Husserl; Heidegger, Merleau-Ponty, and Gadamer were contributing to thinking 

and theory development of the time, and are pertinent to include in this 

methodology.  

Heidegger  
Heidegger’s principle concern was ontological, that of Dasein (man’s Being) 

already with other beings, and being in the world (Mohanty, 2006). He argued 

phenomenology to be the science of the Being of entities (its meanings, its 

modifications, and derivatives), and thereby that  

‘only as phenomenology, is ontology possible’ (Heidegger, 2008, p60).  

Heidegger, distinct from Husserl, posited that the manifest; that which shows 

itself phenomenologically; may not show itself at all, or perhaps as ‘appearance’.  

‘Manifestly, it is something that proximally and for the most part does not 
show itself at all: it is something that lies hidden, in contrast to that which 
proximally and for the most part does show itself; but at the same time it is 
something that belongs to what thus shows itself, and it belongs to it so 
essentially as to constitute its meaning and its ground.’ (Heidegger, 2008, 
p59).  

This demonstrates both the hermeneutic emphases in Heidegger’s thinking, and 

that he considered understanding ourselves and Being through reflection 

unobtainable methodologically (Wrathall, 2006). This is because it removes us 

twofold: from being in the world, and from the ontological nature of Being. Thus, 

Heidegger’s interpretive emphasis, temporal, concernful, practical dealings 

(Moran, 2000), and bodily being-in-the-world are compatible with my interest in 

practical relations, and the theoretical assumptions regarding understanding 

embedded within this methodology.  

Existential phenomenology 
This study employs a human lifeworld research perspective, one that considers 

the lifeworld as encompassing temporality, spatiality, intersubjectivity, 

embodiment, mood or emotional attunement (Todres, 2007). A lifeworld of 

existentials; lived space, lived body, lived time and lived relations (Finlay, 2011). 

This study looked to provide a phenomenology of everyday life, through a 

detailed development of understanding of the ASU as lived in all its qualitative 

character (Dahlberg et al., 2009). Without this detailed exploration the 
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applicability of the research will be limited in relevance to the actualities of 

practice and to meaningful, practical living (Heidegger, 2008).  

Although Heidegger was considered to have rejected any associations with 

phenomenology or existentialism, Wrathall (2006) states he described ‘his 

approach to phenomenology in Being and Time as an ‘“analytic of existence” (Existenz)’ 

(p31).  

In Heidegger’s (2008) translated text, phenomenology is articulated as ‘the 

analysis of what constitutes existence’ (p33). Existential phenomenology has been 

proposed as what was common to the philosophy of mostly, but not exclusively, 

Heidegger, and the French existentialists: Sartre and Merleau-Ponty (Wrathall, 

2006). Although there are nuanced and significant differences in their thinking, 

these philosophers are often considered together because of the commonalities 

in the phenomenon on which they focused, as well as their approach to the 

phenomenological method (Wrathall, 2006). Wrathall and Dreyfus (2006) have 

stated that existentialism starts with an:  

‘involved stance within an individual’s experience of the world’ (p4).  

Although this is not distinct to other phenomenological modes of thought, 

Wrathall and Dreyfus (2006) also articulated four additional principles which they 

consider phenomenology and existentialism share: 

‘1. A concern with providing a description of human existence and the 
human world that reveals it as it is, without the distortion of any scientific 
presuppositions. 

This leads to: 

2. A heightened awareness of the non-rational dimensions of human 
existence, including habits, non-conscious practices, moods, and passions. 

3. A focus on the degree to which the world is cut to the measure of our 
intellect, and a willingness to consider the possibility that our concepts and 
categories fail to capture the world as it presents itself to us in experience. 

4. A belief that what it is to be human cannot be reduced to any set of 
features about us (whether biological, sociological, anthropological, or 
logical). To be human is to transcend facticity.’ (Wrathall and Dreyfus, 
2006, p5). 

What seems apparent for both Heidegger and Merleau-Ponty was a meaningful 

concern towards ‘the pre-reflective, pre-conscious mode of being in the world’ 
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(Wrathall, 2006, p41). Also, that we are constituted as entities through our 

engagement with things (wordly things) in the world, practically, relationally 

(Heidegger) (Wrathall, 2006) and from Merleau-Ponty’s perspective, through our 

lived body and bodily being in the world (Moran, 2000). Merleau-Ponty was 

orientated and concerned with the perceptual world (unified and dynamic field of 

perspectives and horizons), Heidegger focused on the unified setting of action 

and work (as well as other emphases) (Wrathall, 2006), but as previously 

highlighted, for ontological knowing. What is relevant in the context of this study 

is an interest towards the individual, uncovering what was unique and 

meaningful to that individual, and the broadening of meaning through the 

affective and embodied aspects of experience (Wrathall and Dreyfus, 2006) (not 

purely the rational consciousness), all of which are relevant to the ASU 

experience as the phenomenon of interest. Thus, in adopting an existential 

phenomenological school of thought, meaning is encountered, accessible and 

constituted through bodily being in the world (inseparable from the world), and 

the existential, relational and situational understanding of experience: 

‘According to the existential phenomenologists, we are not primarily 
thinking beings, but rather embodied active beings in the world’ (Wrathall, 
2006, p38). 

The aim of this research study was to understand the acute stroke unit as 

experienced. This methodological framework accepts the notion that 

understanding is embedded within the cultural, external context, the personal 

and subjective perceptions, perspectives and practical concerns of myself, and 

the people who took part within our individual and collective lifeworld. This 

hermeneutic phenomenological study is possible because of the notion of 

intersubjectivity; as the collective field of experience. As such the ASU is viewed 

as an intersubjective phenomenon ‘experienced by a multiplicity of sensing subjects’ 

(Abram, 1997, p38). In adopting an existential view of the lifeworld, an involved, 

immersive approach is needed to move beyond the accounts of the stroke 

survivors and healthcare practitioners; that which is present to them, and which 

they present to me. Taking all of the above into account, this methodological 

framework acknowledges the deep, rich levels of understanding and both 

explicit and hidden meaning of everyday life, that are inseparable from the world 

in which we live and our situated-ness and inter-relatedness within it. It is now 
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pertinent to focus on Gadamer’s philosophical thinking, and other hermeneutists, 

from which key emphases are drawn. 

Gadamer  
The methodology for this study aligns itself with understanding lived, and lived 

through experience that connects the past, present and future, our tradition and 

historicity (see Gadamer, 2004). This includes how I and the people who took 

part in the study looked to understand each other, ourselves, our role in the 

world, how this changed, and continues to change as we look to and interact 

with our future, our own, and others’ dynamic horizons. The alignment of these 

ideas is of direct relevance within the context of this study; to stroke survivors 

(who come face to face with mortality, experience biographical disruption, 

discontinuity, change and threats to identity and roles as a result of the stroke 

and in relation to their lifeworld) (Hole et al., 2014, Ellis-Hill et al., 2009, Ellis-Hill 

et al., 2000, Ellis-Hill and Horn, 2000, Secrest and Thomas, 1999), to stroke 

provision, the people working together in ASU settings, the practical, relational 

and interactional nature of healthcare, and the understanding needed. It 

corresponds with the historicity and transient, dynamic nature of the lifeworld, its 

constituent parts, and the understanding we can acquire about it. In this 

methodology, I assume the existence of multiple, local, specific realities in place 

and time (relativist ontology). These cannot be known, but can be understood 

(inter-subjectively) within their particular situated, temporal frame. Hence, the 

methodological assumptions that underpin this study are that:  

1. understanding the lifeworld is possible  

2. this task is interpretive and hermeneutic in nature 

3. hermeneutic understanding presupposes the multiplicity of possibilities, 

horizonal perspectives, and meanings. 

Gadamer was distinct from Husserl in relation to the interpretive emphasis in his 

philosophical approach and the significance of language within his project:  

‘Language is not to be conceived as a preliminary projection of the world 
by subjectivity, either as the subjectivity of individual consciousness or as 
that of the spirit of a people.’ (Gadamer, 2008, p79) 

‘[Language] is by itself the game of interpretation that we all are engaged 
in every day’ (Gadamer, 2008, p32). 
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Key emphases for Gadamer were therefore his methodological and ontological 

concern with language, within his philosophical hermeneutics (see later).  
‘Language is the fundamental mode of operation of our being-in-the-world 
and the all embracing form of the constitution of the world.’ (Gadamer, 
2008, p3)  

‘language is the real medium of human being, if we only see it in the realm 
that it alone fills out, the realm of human being-together, the realm of 
common understanding, of ever-replenished common agreement – a realm 
as indispensible to human life as the air we breathe.’ (Gadamer, 2008, 
p68).   

In acknowledging Gadamer’s thought in the context of this study, language and 

dialogue are considered the far-reaching, on-going medium through which I can 

access the lifeworld and look to understand the lived experience of the ASU 

perspectively and hermeneutically (epistemologically). This relates to my 

philosophical conceptualization regarding life as dialogue (conversation), but 

also, as is indicated below, the temporal, reciprocity, and potential life of 

dialogue that is relevant to the hermeneutic process 
‘when one enters into a dialogue with another person and then is carried 
on further by the dialogue, it is no longer the will of the individual person 
holding itself back or exposing itself, that is determinative. Rather, the law 
of the subject matter is at issue in the dialogue and elicits statement and 
counterstatement and in the end plays them into each other’ (Gadamer, 
2008, p66). 

It is important to ensure that the methods employed in the study are congruent 

with this approach. For example, it is on these terms that I adopt the position of 

the research interview as ‘conversation’; a way of entering into dialogue, not in 

an un-attentive or superficial way, but in all its reciprocal potentiality. In addition, 

from a lifeworld, hermeneutic perspective I consider the ‘game of interpretation’ 

(see Gadamer (2008), above); the dialogue (language in all its ways and forms) 

to be underway and in-play before the interview begins. 

Hermeneutics  
In the previous section I introduced Gadamer’s (2008) ‘game of interpretation’. 

This in combination with Heidegger’s practical dealings, practical concerns, 

furthers the notion of hermeneutics as part of the natural attitude and every-day, 

as well as the basis for meaning and existential concerns, our way of making 

sense, understanding, and constituting our being-in-the world. All of which are 

accepted as pertinent and inherent within this methodological framework.  
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Heidegger’s and Gadamer’s interpretive shift drew on hermeneutics which was 

the traditional science of interpretation of biblical texts (de Witt and Ploeg, 2006). 

Hermeneutics was named after Hermes, the wing footed messenger of God, 

who transmitted what was beyond the understanding of humans into a form that 

could be understood (Pascoe, 1996). However as previously indicated, 

Heidegger did not believe that hermeneutics was merely a science of 

interpretation. Rather he considered it a process of interpretation about being 

and existing in the world, a more transcendental ontology and primordial 

knowing (Gadamer, 2008, Gadamer, 2004). Gadamer (2008) on the other hand 

articulates his philosophical hermeneutics as the linguistic tool through which 

our common understanding of the world was played, played out and constituted 

(see previous page).  

Traditionally hermeneutics used textual material of human agents that was 

constructed self-consciously for public purpose at a historical distance from the 

analysts (Smith, 2007). The contemporary application of hermeneutics to the 

human sciences uses a real time text, and different forms of text (Smith, 2007) 

that focus on personal experience. The theologian Schleiermacher (1998), at the 

turn of the nineteenth century proposed that his grammatical, psychological, 

technical, detailed, individual, and comprehensive interpretation could offer 

understanding of the author [person], and that this was needed to gain fullest 

understanding of the meaning of the text:  

‘For because we have no immediate knowledge of what is in him, we must 
seek to bring much to consciousness that can remain unconscious to him, 
except to the extent to which he himself reflectively becomes his own 
reader.’ (Schleiermacher, 1998, p23)  

‘the technical understanding of the sentences rests on the knowledge of 
the individuality of the utterer as their inner unity’ (p254) 

‘Understanding has a dual direction, towards the language and towards the 
thought. 

1. The language is the embodiment of everything that can be 
thought in it, because it is a closed whole and relates to a 
particular manner of thinking. Everything particular in it must 
be able to be understood from out of the totality. 

2. Every utterance corresponds to a sequence of thoughts of the 
utterer, and must therefore be able to be completely 
understood via the nature of the utterer, his mood, his aim. 
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The former [i.e. 1.] we call grammatical, the latter technical 
interpretation.’ (Schleiermacher, 1998, p229).   

In this study, the research interviews with participants are used as the way to 1) 

begin engaging with life as dialogue and life of dialogue and 2) produce forms of 

language/ text. The texts are considered to encompass recordings of interviews, 

subsequent transcriptions, reflections on my interactions with the people who 

take part (including non-verbal forms of communication in the interview) and the 

analysis process. Through dialogue with the text, the conscious and ‘given’ as 

well as that which may not be as fully formed in thought, or as evident to the 

‘utterer’ in their pre-reflective, natural attitude, is accessible. This provides the 

medium for understanding the ASU as lived, the person, and the particular 

within their lifeworld.   

When considering the nature and role of language and dialogue as well as the 

pre-reflective, natural attitude, another methodical decision is relevant to explain. 

An optional creative activity prior to the main interview was included in this 

study. As indicated by others (Mannay, 2010, White et al., 2010) I hoped it 

would function to shift power and control towards the participant within the 

interviews, thereby enhancing the dialogue between us. I also thought it would 

offer time and an opportunity for participants to dialogue with themselves about 

the focus of the study; practically engaging with their own thinking, perhaps 

reflectively (Gauntlett and Holzwarth, 2006, Radley and Taylor, 2003). 

Gadamer’s theses includes the aesthetic-hermeneutic significance of art as a 

medium that provides mutual accessibility and recognition, not necessarily about 

what is familiar, instead that which leads to knowing more, knowing differently 

and (historic) self-understanding (Gadamer, 2004). Art as the  

‘world presented in play of presentation does not stand like a copy next to 
the real world but is that world in the heightened truth of being’ (Gadamer, 
2004, p132).  

Thus an aspect of creative inquiry was incorporated to offer an opportunity to 

see and feel the experience differently, a heightened sensing for more dynamic, 

embodied understanding (Biley and Galvin, 2007, Simons and McCormack, 

2007). In line with the existentialist and lifeworld perspective within this study’s 

methodological framework, using art and creativity as a bodily-engaged activity, 

was a way in which to attempt to broaden the access to experiential meaning 
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that may not have been easily ‘articulated’ or fully-formed. For example tacit, 

abstract, symbolic, messy, contradictory, ambiguous, sensory, affective or 

emotional aspects of experience (Lilja and Hellzen, 2007, Gauntlett and 

Holzwarth, 2006, Edgar, 1999, Stuhlmiller and Thorsen, 1997). Perhaps due to 

all of the above, creativity and the arts have also been proposed as offering a 

more humanistic approach, applicable for re-engaging and assisting us in 

rediscovering the person and accessing the personal in healthcare (Biley and 

Galvin, 2007). All of these issues were congruent with the human lifeworld 

perspective and the epistemological concerns of this study.   

This methodology acknowledges that the development of hermeneutic 

understanding is directed towards the individual, and played out within their 

story and related texts. It posits that through this process, what is produced is 

one version albeit it a systematic, thorough one that I approach from various 

angles, sensitively and empathically. I as the researcher (and as I) cannot be 

separated from the conscious act of understanding. Through my open 

immersion, dwelling, phenomenological attitude, and through the hermeneutic 

circle (discussed below), emergent understanding about the lived through 

experience of the ASU will develop, perhaps like Schleiermacher and later Smith 

et al (2009) suggest, beyond that of the participant and text, but most likely and 

definitely, other. This provides the potential for seeing and understanding the 

ASU differently.  

The theory of interpretation within the context of hermeneutics 
This section addresses the theory of interpretation applied in this methodology, 

more explicitly in the context of hermeneutics (and phenomenology). Two key 

emphases are explained: the hermeneutic circle and the fusion of horizons. 

The hermeneutic circle 

Schleiermacher (1998) considered the art of hermeneutics to require a 

complementary ‘living awareness of language’, ‘talent for knowledge of individual 

people’ (p11), and comprehensive attention to the whole and the particular,  

‘Understanding results when both operations complete each other, the 
image of the whole becomes more complete via the understanding of the 
particular, and the particular is more and more completely understood the 
more one gets an overall view of the whole.’ (Schleiermacher, 1998, p232). 



64 
 

Through this ongoing circular movement between part and whole, understanding 

becomes more complete (Schleiermacher, 1998) (Figure 1). Gadamer (2004) 

advances that when encountering each part, the reader is at once and then 

continuously projecting towards the whole. This projection is towards the horizon 

of another, but from the reader’s own position (horizon) of fore-understanding 

and prejudices (Gadamer, 2004). 

The hermeneutic ‘circle of understanding’ for Heidegger involved the anticipatory 

movement of fore-understanding/ fore-structure as the expression of existential 

Dasein (Being) itself (Heidegger, 2008, p195). Gadamer (2004) articulates it as 

the movement and interplay between interpreter, their fore-understanding, and 

tradition that governs not the procedure or method, but the way in which 

understanding takes place. This is Gadamer’s thesis; his philosophical 

hermeneutics; within which he articulates the enabling function of prejudices, 

including the fundamental prejudice of completeness:  

‘that a text should completely express its meaning- but also that what it 
says should be the complete truth.’ (Gadamer, 2004, p294). 

Thus, in reading a text, Gadamer asserts that the foundational, natural 

assumption of completeness (i.e. in relation to expression and validity), and the 

text’s subsequent failure to deliver, is the impetus for entering the hermeneutic 

circle. It is important to articulate how these philosophical foundations are 

applied methodologically.  

Within the context of this study, the hermeneutic circle is therefore deemed an 

on-going process that attends to the whole, parts, and whole through a cycle of 

interpretation and reinterpretation (Stenner et al., 2016) (Figure 1). The part and 

whole exist on a series of levels: the single word within the sentence in which it 

is embedded, the single extract within the complete text, the particular text within 

the complete oeuvre, the single episode within the complete life/ person (Smith 

et al., 2009, Palmer, 1969). In the undertaking of this process understanding 

becomes more and more complete, what some have termed the hermeneutic 

spiral (Conroy, 2003) (Figure 1).  

‘The task is to expand in concentric circles the unity of the understood 
meaning. Harmonizing all the particulars with the whole is at each stage 
the criterion of correct understanding.’ (Gadamer, 1988, p68). 
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Figure 1:  The hermeneutic circle and hermeneutic spiral 

 

 

a) The hermeneutic circle: part and   b) the hermeneutic spiral: 
whole on a series of levels: towards    expanding understanding; working  
changed and developed understanding. towards a harmonious, unified  

meaning.  
 

In this study, the texts begin as those produced with particular people. However 

as the hermeneutic circle and analysis progresses, these texts will become 

detailed idiographic analyses. These analyses (alongside their related texts and 

hermeneutic circle) will contribute to a collective whole, of which they will then 

be part. This whole and part within the broader hermeneutic circle will continue, 

as will the hermeneutic circle/s that relate to each individual person. All of which 

will remain connected, intertwined, and dynamically in flux. 

Schleiermacher (1998) advances that the whole and part are applied in relation 

to the temporal, spatial, lifeworld of the person and also as a ‘people’.  

‘In the same way every utterance is to be understood only via the whole life 
to which it belongs, i.e., because every utterance can only be recognised 
as a moment of the life of the language-user in the determinedness of all 
the moments of their life, and this only from the totality of their 
environments, via which their development and continued existence are 
determined, every language user can only be understood via their 
nationality and their era’ (Schleiermacher, 1998, p9).  

Gadamer (2008), that hermeneutical understanding is historical, and specific in 

its relation to tradition:  

part 

whole 
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‘For language is not only an object in our hands, it is the reservoir of 
tradition and the medium in and through which we exist and perceive the 
world’ (Gadamer, 2008, p29). 

Gadamer’s emphasis here is not methodological. His notions of tradition and 

historicity although still pertinent in relation to the temporal nature and historicity 

of understanding, are not the primary emphases in this present study. Rather, 

the theory of understanding adopted here provides the philosophical and 

theoretical foundation for the methodological application of hermeneutics 

empirically and heuristically. This foundational framework upholds 

Schleiermacher’s emphasis on the person and their particularity. It also 

acknowledges that the story as a whole gives meaning to a particular event, 

which gives meaning to the whole. This remains congruent with the lifeworld and 

existential perspective, with experience as lived, embedded in the narrative, life 

histories of individuals (Finlay and Molano-Fisher, 2008) as well as in part, the 

broader, cultural, temporal frame.  

Fusion and merging of horizons 

This thesis adopts the position that understanding represents the fusion of 

horizons (Gadamer, 2004). Gadamer provides a philosophical description of the 

nature and process of understanding (Moran, 2000). He denotes universality; 

the common human consciousness and communal sense; as the pre-requisite 

for understanding (Dowling, 2007). He describes how this is formed from 

communities, social and moral being, linked to historicity, tradition, embedded in 

everyday life, and what it is to be human (Gadamer, 2004). Gadamer proposes 

that this shared, temporal, communal ground provides the possibility to get to 

know the horizon of another. As such this study proceeds from the view that 

knowledge is not known directly. In line with philosophical hermeneutics it is 

produced by the creative process of interpretation and is always relative to the 

individuals’ horizon of understanding. Gadamer’s pre-judgement, prejudices, 

and Heidegger’s fore-structures relate to these horizons of meaning that are part 

of our linguistic experience and dialogue with the text, ourselves, others, and the 

world. In relation to prejudices, Gadamer (2008) explains: 

‘This formulation certainly does not mean that we are enclosed within a 
wall of prejudices and only let through narrow portals those things that can 
produce a pass saying “Nothing new will be said here.” Instead we 
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welcome just that guest who promises something new to our curiosity.’ 
(p9). 

Mine and the research participants’ experience and understanding provides a 

lens through which we view the past, reshape the present view of the past and 

our current experiences and interactions, to gain linguistic temporality and 

historicity of understanding (Gadamer, 2008). These workings within the play of 

understanding are transformative but also temporal. Life as dialogue and the 

hermeneutic act of interpretation are the shifter and catalyst for the opening, 

closing, widening and fusing of horizons (Gadamer, 2008), horizons that can be 

distinct, proximate, shared or with nuanced differences in the inter-subjective 

realm. As the researcher, I am both inherently involved and immersed within the 

conversations and text. These are the means by which I can access the lived 

experience as expressed (or not) by the people who take part; my opportunity to 

engage dialogically and hermeneutically. I am the vantage point from which the 

horizon becomes visible through my persistent work of thinking. As such I use 

my horizon, its alterity, and hermeneutic reflection, as the mediums through 

which to understand stroke survivors’ and healthcare practitioners’ ASU 

experience. Therefore, whilst consciously attending to the experience of others, 

understanding of my own horizons (pre-understanding) is necessary. To 

consider this as only the vantage/ starting point is too simplistic. Indeed Smith 

(2007) indicates that it is only during or after the researcher engages with the 

text that their horizons alterity may become apparent (Smith, 2007).  

Within this methodological framework horizons of understanding are 

acknowledged as dynamic landscapes that are always shifting and changing. In 

assuming Heidegger’s and Gadamer’s Being-in-the-world, fore-structures and 

horizons of understanding, I look to encounter the ASU experience as the 

phenomenon of interest, freshly and openly within the hermeneutic sphere of the 

inter-subjective world. This involves the intersubjective space between myself 

and each person (Finlay, 2011) and between the horizonal perspectives of the 

ASU experience as the phenomenon of interest. This does not assume or look 

for the familiar, but through a rigorous, systematic hermeneutic process, 

searches and interrogates for understanding, 
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‘[Phenomenologists] long to smash the fetters and engage with the world 
in new ways to construct new understandings.  

Research, for phenomenologists, is this very attempt to break free and see 
the world afresh.’ (Crotty, 2004, p86). 

Hence this hermeneutic phenomenological methodology recognises that 

attention needs to be paid to what is said, as it is given, but also the how in the 

dialogue (Murray and Holmes, 2014) (text), the definite, indefinite (Dahlberg and 

Dahlberg, 2003), that which is hidden, as well as that which is felt. The latter, 

what Todres and Galvin (2008) refer to as a more aesthetic phenomenology that 

requires  

‘the lived body to facilitate interpretation as a textured practice that is alive 
with ‘more than words can say’.’ (p574).  

As already indicated, hermeneutics is thought to be able to uncover that which is 

not visible, said, or brought to the fore. However, this is not its solitary aim; all 

remains intentionally and hermeneutically connected: 

‘Nothing that is said has its truth simply in itself, but refers instead 
backward and forward to what is unsaid’. (Gadamer, 2008, p67); 

and there are remnants that remain, that are lasting and ‘true’ (Gadamer, 2004). 

Thus, in this study, adopting a hermeneutic phenomenological methodology 

necessitated considering and employing the following holistically-related 

principles:  

1. the hermeneutic circle  

2. the application of hermeneutic reflection as part of the hermeneutic circle 

and analysis process 

3. an interpretive phenomenological attitude. 

Applying a phenomenological attitude within an interpretive paradigm 

To empirically explore lived experience, the phenomenological attitude (a 

special reflective act of consciousness) and not the natural attitude, must be 

adopted, 

‘The understanding of perception, lifeworld and intentionality explains why 
the natural attitude cannot be the main attitude of scientific work.’ 
(Dahlberg and Dahlberg, 2004, p271). 
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This chapter has articulated how the philosophical and interpretive 

epistemological framework positions the ‘knower’ as inseparable from the 

process of understanding, and that this understanding is hermeneutical. 

Applying these philosophical arguments methodologically in research demands 

a degree of ‘foundation labour’ (Giorgi, 2000), with the phenomenological 

attitude and reduction requiring specific attention. The phenomenological 

attitude I adopted corresponds with horizons of lived meanings, prejudgements 

(Gadamer, 2008), Heidegger’s fore-structures, and the hermeneutic process: 

‘A hermeneutically trained consciousness must be, from the start, sensitive 
to the text’s alterity. But this kind of sensitivity involves neither “neutrality” 
with respect to content nor the extinction of one’s self, but the 
foregrounding and appropriation of one’s own fore-meanings and 
prejudices. The important thing is to be aware of one’s own bias, so that 
the text can present itself in all its otherness and thus assert its own truth 
against one’s own fore-meanings’ (Gadamer, 2004, p271-2). 

In this context, hermeneutics was an inter-relational activity between myself, the 

participants, myself, the text; the on-going dialogue that occurred in these 

moments in time. As such, reflexivity and self-reflection were essential aspects 

of the research process and phenomenological attitude:  

‘the elbow room that is needed if we want to make clear what is going on in 
the encounter between ourselves and the world’ (Dahlberg and Dahlberg, 
2003, p47).  

Reflection is therefore used in part to explicate the process of hermeneutic 

interpretation; the dialogue and fusing of horizons between people, 

phenomenon, myself and the participants (Finlay, 2014). As part of the research 

process, I looked to concern myself with this relational process of understanding 

within the shared inter-subjective space of the research encounter (Finlay, 2006, 

Finlay, 2002) and the inter-subjective space that continues beyond. From a 

hermeneutic and phenomenological perspective, I attend to the 

phenomenological attitude and explicate the how in this study through 

hermeneutic reflection on my role in interpretation. I make visible the fore-

meaning and horizons of understanding as I move through and engage with the 

research process.  
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Using interpretative phenomenological analysis (IPA) within this 
methodological context 
Jonathan Smith in developing interpretative phenomenological analysis has 

been proposed as operationalising hermeneutic phenomenology (Pringle et al., 

2011). IPA research is focused on sense making activities and our involvement 

in the world by  

‘exploring, describing, interpreting, and situating the means by which our 
participants make sense of their experiences’ (Larkin et al., 2006, p110).  

It has become a popular approach but there are debates surrounding its 

epistemological, theoretical (Chamberlain, 2011), methodological and 

methodical status. Smith et al (2009) articulates three central theoretical 

perspectives: phenomenology, hermeneutics and idiography. Congruent with 

this proposition, IPA has been advocated as a methodology rooted within the 

human sciences, psychology and the phenomenological and existential 

perspectives of Heidegger, Merleau-Ponty and Sartre (Shinebourne, 2011). As a 

methodology it has been argued to have a unique openness that can facilitate 

the development of intrinsic richness (exploring discursive, affective and 

cognitive dimensions), whilst ensuring that the phenomenological account is 

both central and contextualised (Larkin et al., 2006). This is what Larkin et al 

(2006) termed IPA’s ‘phenomenological core’ (person-in-context) combined with 

an interpretive account (meaning of claims and concerns). However, Smith et al 

(2009) in their seminal text, ranged from describing IPA as an approach to 

qualitative, experiential and psychological research, and elsewhere a ‘particular 

form of qualitative analysis’ (Smith et al., 1999, p218). The present study 

employs a hermeneutic phenomenological methodology from a human lifeworld 

perspective. It utilises and draws on IPA as an approach, in combination with 

other methodical decisions (articulated within this chapter and the next), for 

operationalising this methodological framework. 

Congruent with Gadamer and Schleiermacher, IPA looks at the text, this life as 

dialogue, as a close reading (Eatough and Smith, 2006) using the hermeneutic 

circle. The language, grammatical, psychological interpretation13, images and 

                                            
13 Psychological in relation to Schleiermacher’s (1998) emphasis and not in relation to a specific 
theoretical, disciplinary focus of the study. 
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metaphors used, that come to mind are part of this close reading. This can 

illuminate ambivalence, ambiguity, difficulties and contradictions (Finlay and 

Molano-Fisher, 2008). In this study, this complex, dynamic hermeneutic process 

looked to produce understanding about how the research participants made 

sense of their lived through experience, what it meant to them and in turn how I 

made sense of their making sense making, that which Smith et al (2009) term 

the double hermeneutic. In line with the philosophical and theoretical 

perspective of this study, this process was understood as incorporating the 

participants’ dialogue with themselves, their experience, text, my dialogue with 

each of them, myself, their texts, and what then constituted an on-going virtual, 

interpretive dialogue (Smith, 2007).  

Although Smith et al (2009) emphasise IPA’s distinct idiographic focus, this 

chapter has shown that this in fact corresponds with a human lifeworld 

perspective, existential phenomenology, and particularly Schleiermacher's 

(1998) hermeneutics. Giorgi (2011) in his communications with Smith has been 

critical of IPA’s underpinning foundations and assumptions. In his opinion these 

have reflected key omissions or lack of articulation surrounding: 

• the philosophy and its convergence/ divergence with IPA; justification is 

needed for deviations from tradition 

• the justification for the human science perspective and psychological in 

IPA 

• addressing and explicating what is phenomenological in IPA14 

• clarifying the role and the phenomenological reduction that is occurring in 

IPA 

• systematic and rigorous procedure.  

I have looked to address most of these criticisms in this chapter by developing 

the philosophical, theoretical and methodological framework for this study on its 

own terms. IPA was considered appropriate to apply and congruent with the 

philosophical, methodological and theoretical foundations described here. I have 

articulated the phenomenological attitude applied in this study and the key 
                                            
14 Although Smith et al (2009) indicated phenomenology relates to both the experiential ‘content’ 
(lived experience, experience in the lifeworld) and is achieved through phenomenological 
reflection, Giorgi (2011) argues that this is not the basis of phenomenology. 
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emphases, mostly their convergence, but at times their divergence, within this 

study’s philosophical framework. The following chapter will explicate the 

systematic and rigorous procedure undertaken. This was congruent with the IPA 

approach but was also developed in line with the study’s methodological 

foundations. 

Revisiting the methodology within the context of the phenomenon of 
interest 
This thesis proposes the methodology as congruent with the phenomenon of 

interest and the ontological and epistemological concerns of the study. 

Healthcare is about people: those that provide it, access it, their interactions 

together, their embodied, practical concerns, meaningful relations in time and 

place, encountered, embedded and made sense of within the human lifeworld. 

There is no single, ‘real’ truth about this world. Rather there are multiple realities 

that are understood relatively, perceptually and perspectively. Methodologically I 

recognise that the story produced by this research will be one of possible 

versions, albeit it a systematic, thorough one that I approach empathically and 

sensitively from various angles.  

The hermeneutic phenomenological methodology adopted in this study provides 

an opportunity to engage extensively in understanding the experiential meaning 

of the ASU in relation to particular people’s situated experience. This 

methodology is aligned with developing emergent understanding about the ASU 

experience that captures the integral aspects inherent in our lives as thinking, 

feeling, sensing and relating beings. It ensures exploration of the embodied, 

affective, cognitive, psychological aspects of healthcare practitioners’ and stroke 

survivors’ experience of the ASU through a detailed and thorough hermeneutic 

analysis. As key experiencers of, and contributors to the ASU, privileging their 

experiences and how they made sense of them, was essential to develop a 

perspectival picture of the ASU as lived and understood by the stroke survivors 

and healthcare practitioners (and me). Hermeneutic phenomenology and IPA, 

with their roots in human sciences and psychology, have application for stroke 

care and stroke survivors. In the stroke unit context, policies and procedures 

have predominantly focused on the interventional and physical rehabilitation of 
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people living with stroke rather than the subjective nature of their experience, 

and that of the healthcare practitioners who they encounter and share the space 

of the ASU with, within their lifeworld.  

Hermeneutics and IPA have a number of shared emphases: 1) exploring the 

individual and particular within the lifeworld context, 2) an attention to the 

psychological, and 3) a concern towards the sensing and ‘making sense’ 

process (of lived experience). Congruent with this, Chapter 2 demonstrated how 

making sense was understood to be relevant to people after stroke (who may 

experience a changed and different life, body, self, world, relations) whilst on the 

ASU. However, although IPA acknowledges its psychological roots and is often 

used in psychological research, it is not limited to that unitary discipline. It has 

become increasingly popular across a broad range of fields that has 

encompassed physiotherapy, occupational therapy and other health related 

fields (Finlay, 2011). Whilst my professional background is physiotherapy, I do 

not choose to adopt a disciplinary framework or formal theoretical position other 

than the human lifeworld within which to conceptualise this study. This is in line 

with the methodological framework, aims of the study, and ensures that I and it 

are open, sensitive and welcoming to whatever, ‘on its own terms’ (Larkin et al., 

2011, p108), will emerge. 

This study is concerned with the person, and persons, their unique lived 

experience, what it means to them and how they (and I) make sense of their 

experience. The hermeneutic process of understanding the text and the 

meaning making within it (from inside) means that I (we): 

‘transpose ourselves into the perspective within which he has formed his 
views’ (Gadamer, 2004, p242).  

This study aims to explore the acute stroke unit as lived and experienced by 

stroke survivors and healthcare practitioners, that is, in what way the ASU was 

lived and experienced meaningfully from two horizonal meaning perspectives. 

As evidenced in the narrative review, the qualitative research undertaken to date 

regarding the acute stroke unit experience is insufficient, and for the most part, 

limited methodologically and phenomenologically. Maniva et al’s (2013) study 

explored the meaning of the experience of the acute stroke patient and was 
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undertaken in an acute stroke unit, but within the Brazilian context, using a 

qualitative design based on a symbolic interactionism framework. Other studies 

included in Chapter 2 utilised IPA and interpretative phenomenology, but with 

varying degrees of success and congruence (Kitson et al., 2013, Salisbury et al., 

2010). Foster et al (2016) and Catangui and Roberts (2014) were considered 

methodologically consistent (interpretive and descriptive phenomenology 

respectively), but focused on a small, potentially related aspect of the 

experience, i.e. nurses’ experience of thrombolysis on a HASU, and speech and 

language therapists’ experience of aphasia management in the Australian acute 

hospital setting (part of which related to stroke units). There has been research 

that adopted an existential, lifeworld phenomenological perspective in the field of 

stroke. However, these have included studies orientated towards the following 

phenomena of interest: women living with stroke (the embodiment of the 

experience) (Kvigne and Kirkevold, 2003), couples’ long-term experience of 

living with stroke (Kitzmüller et al., 2012), the long-term impact on the self 

(Pallesen, 2014), illness trajectory (Kirkevold, 2002), sexual relationships 

(Kitzmüller and Ervik, 2015), family members’ experiences of stroke (Lawrence 

and Kinn, 2013), assisted devices (Pettersson et al., 2007), crisis phenomena 

after stroke (Nilsson et al., 1999), recovery and transitions (Arntzen et al., 

2015a, Arntzen et al., 2015b). There has been no research that has explored the 

lived experience of the acute stroke unit since its re-conceptualisation and 

introduction in the UK from the stroke survivor and healthcare practitioner 

perspective. The research to date has ineffectively captured and conveyed the 

experience phenomenologically and from an existential and human lifeworld 

perspective, in all its meaningful every-day particularity, richness, texture, 

ambiguity and fine-grained detail. 

The idiographic nature of hermeneutic phenomenology holds particular 

resonance for healthcare and stroke provision, both humanistic, complex 

practices involving multiple, varied individuals with their own history, context, 

beliefs, understanding and meaning making. As a methodology, hermeneutic 

phenomenology provides an opportunity to engage in complexity from the 

idiographic and uniquely individualised perspective. As Mugerauer (2010) has 

indicated, healthcare practitioners need understanding of individuals’ 
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‘particularity’ in relation to themselves and their life histories, not just 

generalised, categorical knowledge. The development of hermeneutic 

understanding in the context of this study is considered as directed towards the 

individual, played out within their story and their related texts. As introduced in 

Chapter 1, my experience in clinical practice and academia instigated a concern 

for the personal and the particular. Hermeneutics and IPA offer a firmer 

idiographic sensibility to engage in understanding individual people and their 

personal experience in particular contexts.  

Hermeneutic phenomenology as a methodology offers access to detailed, 

embodied, humanistic, contextualised understanding about the lived-through 

ASU experience. Otherwise much of what is significant to stroke survivors’ and 

healthcare practitioners’ experience of the ASU may remain hidden and 

undocumented. Indeed, the intricacies and thickness of living are thought to 

provide hermeneutic understanding that is relationally alive, open but also on-

going and unfinished (Todres, 2008). Healthcare and stroke unit provision have 

become scientifically and technologically driven. It is my belief that the systems, 

processes, pathways, guidelines and audits that relate to the acute stroke unit 

setting have insufficiently addressed the complexity of what is being 

experienced, and the individuality, subjective, meaningful human picture of that 

experience. Todres et al (2009) have proposed that although necessary, the 

focus on specialisation and technology can obscure the human dimensions of 

healthcare. Specialised and technical discourses can distract and 

underemphasise the sensuous world of ordinary living (Abram, 1997), that which 

is less visible (Ellis-Hill et al., 2008) and/ or quantifiable. Qualitative research in 

particular can  

‘illuminate the complexity, depth and range of living situations relevant to 
the more humanized forms of care’ (Todres et al., 2009, p75).  

This is why a hermeneutic phenomenological study from a human lifeworld 

perspective, in particular, was needed. This relates to my concern about the 

increasingly emphasis towards the technicalisation and objectification of stroke 

unit care, and for understanding the lived experience of the ASU as the 

phenomenon of interest. 
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The participants in the present study all experienced the ASU. This 

corresponded with the aims of the study, to produce understanding about the 

ASU and peoples’ experience of it, but understanding relevant and pertinent to 

the actualities of practice and the people who directly encountered the ASU 

within their lifeworld. Adopting Abram’s (1997) ‘living field, an open and dynamic 

landscape’ (p34) and ‘collective field of experience’ (p39), this study provides entry 

points and varying perspectives of the ASU experiential landscape. It looks to 

present the stroke survivors’ and healthcare practitioners’ experience; its 

particularity, complexity and key meaning relation, providing insight into the 

horizons of understanding, horizonal space between individuals and individual 

meaning making processes (Borg Xuereb et al., 2016) about their lived through 

experience of the ASU. Finally, this thesis details the development of this 

hermeneutically-created landscape. 

In hermeneutics thinking is everything; thinking is a bodily–being in the world 

experience. Todres (2008) takes Gadamer’s ‘play’ and discusses play of 

understanding that helps us crystallise how embodied relational understanding 

(ERU) is relevant to healthcare practice. To understand is to understand 

differences, differently and in living situations. Like Todres (2008), Rolfe (2002) 

suggests that understanding needs to emerge from the midst of life experience. 

Meanings should resonate, reverberate and reflect. In line with these concerns, 

and methodologically, the story produced by this research study aims to enliven 

the senses: 

‘A story that makes sense is one that stirs the senses from their slumber, 
one that opens the eyes and the ears to their real surroundings, tuning the 
tongue to the actual tastes in the air and sending chills of recognition along 
the surface of the skin. To make sense is to release the body from the 
constraints imposed by outworn ways of speaking, and hence to renew 
and rejuvenate one’s felt awareness of the world. It is to make the senses 
wake up to where they are.’ (Abram, 1997, p265)  

Summary 
In this chapter I have articulated the philosophical and methodological 

framework for the study. I have explained how a phenomenological approach 

from a human lifeworld perspective was consistent with the research questions 

and study context. It committed the study to focus on lived experience and the 

existential concerns of the lifeworld in an open and rigorous way. I have 
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provided an overview of the theoretical and philosophical assumptions that 

underpinned the methodology, including hermeneutics as appropriate for 

understanding the phenomenon of interest. This involved the dialogue and 

hermeneutic ‘work’, play of understanding and fusion/merging of horizons. 

Hermeneutics, the hermeneutic circle and the adoption of an interpretive 

phenomenological attitude, provided the medium through which I could commit 

to and engage with understanding the ASU experience from a holistic, lifeworld 

perspective, relationally in all its richness, detail, complexity, intricacy, texture, 

ambiguity and particularity. In this chapter, hermeneutic phenomenology was 

discussed in light of its points of contact and convergence with philosophical, 

theoretical and methodological standpoints. The application of IPA was also 

justified in light of methodological concerns and congruence. The following 

chapter will describe the methods utilised within the study that were consistent 

with this methodology.  
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Chapter 4                     
Methods   

‘The etymology of the word “method” links it to the images of a 
path and a journey. A method is a way into one’s work. It is a way 
of going to work on one’s work, the making of a path that one 
follow’s into one’s work. When one designs a method, one is 
mapping out the journey that one will take from that place of not 
knowing one’s topic to that place of coming to know it. And, as 
with all other journeys, how one goes along the path informs what 
one will experience of the topos- the topic or place- where one 
arrives, and how one will experience it.’    

(Romanyshyn, 2013, p215) 

 

Introduction  
Identifying my theoretical path was the basis for my research design in which I 

sought to map out the imagined journey. Originally I had planned to explore care 

and rehabilitation from the patient, carer and staff perspective. However my 

gaze and attention became increasingly focused towards the experience of the 

acute stroke unit as the phenomenon of interest. It became appropriate to shift 

from what was my original concern (orientated within my physiotherapist lens): 

and truly ‘dwell’ within the lived experience of the ASU as it was given by the 

people who experienced it (stroke survivors and healthcare practitioners). This 

meant that the phenomenon could be encountered openly within the inter-

subjective space, rather than funnelled towards my own pre-understanding. 

Since my central concern was to understand what it meant to experience an 

acute stroke unit as the phenomenon of interest, I decided to invite participants 

to share their experiences in two ways. On one hand I conducted semi-

structured interviews using a loosely structured topic guide that would allow 

scope for participants’ subjectivity to reveal itself, and allow flexibility in terms of 

an interpretive strategy. I also asked participants to produce a creative artefact 

that could facilitate their entry into the hermeneutic analytic process, and provide 
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thicker description within the interview. However, as this and subsequent 

chapters reveal, the path that eventually opened up before me was not always 

the same territory as that depicted by my original map. Consonant with 

phenomenological principles and an interpretive (hermeneutic) perspective, 

several changes were made at points in the ensuing journey. 

‘…the central goal of phenomenology is to approach and deal with any 
object of our attention in just such a way that it is allowed maximal 
opportunity to show itself ‘as itself’’..’  ‘If the empathic treatment of our 
subject-matter is central to our approach, and we are prepared to adjust 
our ideas and assumptions in response to the promptings of that subject-
matter, then we are on the way to developing a Heideggerian 
phenomenology.’ (Larkin et al., 2006, p108).  

The phenomenological nature of the research questions for this study explicated 

in Chapter 2 demanded a particular research approach. The purpose of this 

chapter is to explicate this approach and it’s alignment with the research 

questions and methodology. 

Research procedure 
Ethical approvals for the study were obtained from the University of Brighton 

Faculty of Health and Social Science Faculty Research Ethics and Governance 

Committee (FREGC) (Appendix 3 and 4). The project was also submitted to the 

National Research Ethics Committee and approved (Appendix 5). The key 

stages of the research procedure are summarised in Figure 2. 

Location of the research 

This study explored the lived through experience orientated within a specific 

setting and place, from the perspective of stroke patients (who were there after 

they had a stroke), and the healthcare practitioners who worked there. As such 

information that explicates the context of the ‘place’ as well as the ‘people’ is 

important. This has been balanced alongside the anonymity of the participants 

involved. The Trust involved was selected for pragmatic reasons. It was 

accessible to me and there was support for the study from key members of staff.  

The Trust covered a region that included over 500,000 people and employed 

over 7,000 staff. Approximately 800 stroke survivors were treated each year. 
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There was a dedicated stroke unit at each of the two district hospitals (ASU1 

and ASU2). Each had approximately 20 beds. Working practices included joint 

documentation and multidisciplinary meetings but each ASU differed in staffing 

levels. They were both classified as ASUs and worked with the same policies 

and pathways. The 2010 Sentinel audit had highlighted underperformance in 

ASU1 and ASU2 compared to the national average. Both were considered to 

have 4/5 of the stroke unit characteristics and neither provided 7-day therapy or 

an early supported discharge15 (ESD) service. At the time of data collection and 

in line with the national picture, the two stroke units were going through a 

process of change that reflected the national move towards acute provision and 

reduced length of stay. Considerable re-organisation was also taking place. A 

review across multiple areas of service delivery (that included stroke) and an 

extensive consultation process had been implemented. This began in 2011 and 

was completed towards the end of the study (late 2012) when one of the units 

was selected to close. 

Recruitment of participants 

The people who took part were health practitioners who worked on one ASU (at 

the time of the study there were two ASUs within the Trust) and stroke survivors 

who had been admitted to either ASU.  

Recruitment was undertaken using a number of approaches. In the first 

instance, this involved displaying posters on the unit, and the distribution of 

leaflets, by the named person there. I did not approach individuals directly, and 

they made contact with me only if interested in taking part. They were then 

provided with a detailed participant information sheet. Separate information 

sheets for stroke survivors and staff were produced and tested for readability. 

Other formats were available (see Appendix 6 for an example participant 

information sheet and the other recruitment material used [poster and leaflet]).  

However, recruitment was problematic. It became apparent that the creative 

component was discouraging people from volunteering. To rectify this, the 

documentation was modified to explain that this part of the study was optional. 

                                            
15 ESD: a team offering rehabilitation in the community that replicates the stroke unit care; this 
enables earlier home discharge than would be possible if the team was not available.  
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Information packs were also sent to recently discharged patients that met the 

inclusion criteria. This pack included a covering letter, participant information 

sheet, consent form, reply slip and a stamped addressed envelope. Four 

healthcare practitioners and one stroke survivor were recruited through these 

methods.  

After a number of months it became apparent that further options needed to be 

considered. I attempted to obtain permission to recruit stroke survivors who had 

been transferred to the community rehabilitation unit (CRU). However, despite 

having the necessary ethical and research governance approvals in place, the 

manager of the Primary Care Trust did not support this. I then approached the 

organisers of seven stroke groups via letter, email or telephone. I was invited to 

one group, where I went to speak to the members informally, as well as explain 

about the study. This correspondence was extensive, but did not result in any 

further uptake. Finally, a private physiotherapist was asked to distribute 

information packs (in the same form as those distributed by the named member 

of staff on the unit), to people they knew that might meet the inclusion criteria. 

Three further stroke survivors were recruited in this way.  

The inclusion criteria were broad and inclusive (Appendix 7). Anyone who was a 

permanent member of staff on the ASU or a patient on one of the ASUs during 

the timeframe (September 2010-December 2012) was able to take part. Stroke 

survivors had to have had their stroke within the last 2 years, needed to be able 

to participate in the interview and provide informed consent (see Appendix 7 for 

further detail). The time since stroke was modified after difficulties recruiting in 

the acute admission period became apparent. The first eight volunteers (4 stroke 

survivors, and 4 healthcare practitioners) who met the inclusion criteria were 

purposively recruited to take part. 

Obtaining consent 

Interested parties were provided with the information sheet that explained the 

project and their part in it, and which gave clear details regarding subsequent 

data management and protection. Each person was given time to decide if s/he 

wanted to take part. Written informed consent was obtained from all participants 

who agreed to take part (see Appendix 8 for checklist). 
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Data management and protection  

Personal identifiable information about the participants was known only by 

myself. It was held on a password protected computer and in a locked filing 

cabinet, both in a locked office on University premises. All electronically 

collected data were stored on a password protected computer, the password 

known only to me. All information gathered within the interviews and research 

sessions upheld confidentiality and anonymity. Pseudonyms were used for the 

people who took part and all names, places and identifying information were 

removed from transcripts. The amount of contextual detail provided for the 

setting and people involved was minimized in the write up to ensure anonymity 

was maintained.  

Safety considerations  

Potential risks in taking part in the study and health and safety concerns were 

thoroughly considered, with the following procedures applied. I was aware that 

the research interviews might elicit the sharing of emotional aspects of peoples’ 

experience. I therefore explained in the participant information sheet and at the 

start of each session that they did not have to disclose, or talk about anything 

that they did not wish to. If, during our conversations, people became upset or 

distressed, I was prepared to ask if they wanted to stop, pause, whether they 

were comfortable with continuing, and if they would like to speak to someone 

about what they had been discussing, for example: a named person on site, or 

other possible avenues for support (i.e. general practitioner, Stroke Association, 

Headway, Carers UK, local stroke support group, or Patient Advice and Liaison 

Service [PALS]). None of these actions were required. 

Previous research had highlighted ethical and procedural issues when using 

creative and artistic methods (Spouse, 2000, Edgar, 1999). To manage these 

matters, I reiterated that the artistic merit of the created artefact was not of 

concern, and I warned that they could sometimes expose emotional and 

unexpected aspects of peoples’ experience. I further ensured the safety of the 

people taking part by: 

• offering shorter 20-30 minute sessions if needed  

• monitoring for signs of tiredness or distress 
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• reminding the people taking part that they could stop at any time  

• offering stroke survivors the option to have their carer/partner present  

• ensuring that I was respectful of the person and their home at all times. 

I also debriefed on a regular basis with my research supervisors in case any 

issues arose that were upsetting to me, or the people who took part. Finally, I 

had considered what my course of action would be if anything was divulged in 

the sessions that required a breach of confidentiality. This was clearly explained 

in the participant information sheet, included in the consent form, but did not 

need to be implemented in response to anything disclosed.   

Data gathering process 
The first person recruited from each group: Jane (stroke survivor) and Helen 

(healthcare practitioner) were invited to pilot the information provided, method of 

obtaining consent and data collection, and to feedback on the practicability and 

comprehensibility of process. I also undertook my own evaluation. Minor 

modifications around starting the creative activity and reassuring participants 

about what was produced were addressed. The creative activity was intended to 

give participants time and engagement with their thinking. However, it is worth 

noting at this point that I underestimated the time and preparation needed to 

introduce people to this type of activity. Since my priority was to find out about 

peoples’ experience of the ASU, in whichever way they felt most comfortable, 

the documentation was modified to explain that this was an optional part of the 

study. Both sets of pilot data were retained and included in the final analysis with 

the participants’ consent. 

Gathering the data was a one or a two-stage process contingent upon the 

participant’s decision whether or not to create an artefact to represent their 

experience (Figure 2). If the option was taken up then the first session focused 

on production of the artefact, but also included conversation and dialogue at the 

start and sometimes during the activity. Photographs were taken of the artefact 

but these were not analysed (Appendix 10). Congruent with Gadamer’s notion 

that as the ‘form’ gives us access it withdraws from prominence (2004, pxv), the 

creative item was used as a point of entry into a second session, at a 
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subsequent time, when it was interpreted and made sense of by the person who 

produced it16. This second session was taken up with the semi-structured 

interview, supported as required by a loosely structured topic guide (Appendix 

9). If the creative option was not taken up, then only a single interview session 

was conducted. At the end of each session I produced my own reflective 

account of the interaction. The recorded interviews were transcribed verbatim 

(see Appendix 12 for an exemplar transcript).   

Facilitating the creative activity 
As indicated in Chapter 3, the reasoning behind asking people to produce a 

creative artefact included its potential to help access tacit, messy, emotional, 

symbolic, and pre-conscious forms of knowing, and thinking, that might not have 

been easily expressed through language alone. I hoped that it would offer both a 

period of time and a more embodied way in which the stroke survivors and 

healthcare practitioners could engage with their experience. Finally, I reasoned 

that it would influence the dynamics of the interview as conversation in a positive 

way; shifting the control and emphasis away from me asking questions, towards 

the participants, as they talked about the artefact they had created. 

I began this session by talking with the participant; sharing a bit about myself, as 

well as asking about them, their background, and their experience. I checked 

that they were happy to do the creative activity and I explained what the aim of it 

was. I explained that it was sometimes hard to start, and then once started, 

difficult to stop. I made clear that I would be here, at the side, keeping myself 

busy, but also monitoring the time. I therefore aimed to be present, there if 

needed, but not in a way that was pressurising or overtly observational.  

The creative equipment available included: paints, felt tip pens, crayons, 

watercolour pencils, modelling clay, paper and card in different sizes and 

colours, scissors, pens, glue, sticky-tape, a variety of magazines, and equipment 

such as non-slip mats, an angled desk top easel and adapted paintbrushes and 

scissors. In the first session with Helen (healthcare practitioner), I had laid all the 

equipment out, around the table and explained all her possible options. I came 

                                            
16 The photographs were referred to later if something articulated about the item (i.e. in the 
transcript or recording) needed clarification. 
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to realise that this could easily overwhelm others. I therefore adapted my 

approach in subsequent sessions; describing the tools I had with me in my 

creative suitcase, and then asking each person what they were drawn to, or 

would like to try.  

Additional methods I employed included:  

• At the start, recommending they make a mark or draw a squiggle on the 

paper/card to overcome the inertia of the blank page. 

• If anyone remained anxious I would explain about the theme board 

approach to see if this would feel a more comfortable method for them to 

engage in.  

• If using the magazines, I suggested that they flick through, and cut or tear 

out whatever caught their eye. I asked them to not think too much about 

what they selected, to try and look for images not just words, and that if 

they wanted to stop and read the magazines in the session (or keep them 

afterwards), they could.  

• I sensitively warned them if time was coming to an end, and always 

positively affirmed what they had produced. 

Monitoring and responding to each person’s needs were important. I followed 

their lead in relation to talking about the artefact. Some people explained 

what they were doing as they were producing the item, others seemed to 

want to talk about it as soon as the session was drawing to a close. It was 

also important that the artefact was seen as ‘theirs’. This meant that I did not 

take it with me, even if they offered. Instead, I asked whether I could take 

photographs of it, and prompted them to keep the equipment they had used 

in case they wanted to continue with their creativity.  
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Figure 2:  Stages of the research procedure 
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The interview as conversation 
The topic guide described (Appendix 9) was used to support the hermeneutic 

and phenomenological principles of the research interview as conversation. In 

fact, the conversation began before the interview insofar as all communication 

and interactions were important, and functioned to set the scene for further 

dialogue. Rather than focusing on individual topics, the interview schedule was 

used to introduce multiple ways in which to approach the same question. For 

example: ‘Can you tell me about your time on the stroke unit? What is the ASU 

like? What is like to work there? What does it mean to you?’ I chose not to pre-

empt what I thought would be the important constituting components of the ASU 

experience. Instead I worked with what the participants said within the interview 

to guide and direct the conversation further.  

Participants were free to talk and expand without interrupting. I summarised 

when needed and then asked whether there was anything further. Once their 

conversation slowed and ceased I revisited points and comments participants 

made: ‘You mentioned…[that] – can you tell me more about that? Why do you 

think that was important?’ I used prompts and probes to ask and explore 

meaning. Where participants had produced the creative item, this was used to 

begin the conversation as openly as possible. I asked them to talk about what 

they had produced and, when prompts were needed, what it meant. I made sure 

I asked whether there was anything it didn’t or couldn’t capture. Reflections on 

the use of the creative element will be discussed in ensuing chapters.  

The function of my reflective accounts 

The following extract serves to illustrate my embedded-ness in the hermeneutic 

process and the influence of my pre-understandings within the conversation. 

I began the study thinking I would be ‘present’ and open, but professional and 

unbiased within the conversational interview. This reflected my past comfort 

zone of ‘doing’, rather than ‘being’ and ‘being with’. My naivety surrounding this 

aim soon became apparent. My horizon of understanding from a hermeneutic 

perspective is impossible to ‘discard’ as if an item of clothing. This is congruent 

with how Moran (2000) articulates Heidegger’s critique of Hussel’s 

intentionality. That ‘understanding is interpretative from the very start and that 

interpretative involvement with things need not be at a level of cognition, but 
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more usually comes in concernful, practical dealings’ (Moran, 2000, p231). My 

assumptions and pre-understanding are a part of me, ever present 

(consciously and unconsciously) during my practical engagement with others 

and the world. How could I possibly be present without allowing myself to be 

present? How could I expect people to share with me if I was unwilling to open 

and share of myself? How could I understand unless I was attempting to 

engage and interact within the inter-subjective space of the conversation and 

beyond? 

Within the context of the ‘interview as conversation’ I felt a responsibility to be 

receptive and inquisitive about the lifeworld of the people who took part. As 

such I did not stop participants (and redirect them to focus on the ASU) if I 

sensed they were talking about something important. This was particularly 

pertinent for Sally and Jane. Jane’s session began with a compelling need for 

her to recount a recent and significantly damaging interaction with a consultant. 

My conversation with Sally was extensive but occupied with how completely 

and utterly changed her life was since the stroke. ‘Being with’ her and her story 

meant I experienced feelings that ‘overwhelmed’ me in the interview (as well as 

the analysis). I wanted to step away from the loss she shared and protect 

myself. I felt concern for her too. As I result, when something emerged in the 

conversation that was meaningful (but not specific to her life after stroke) I 

asked about it further. These were significant aspects of her life. On reflection I 

was functioning to provide respite. I was however also enquiring about whom 

she was, her lifeworld and her constituting ‘whole’. It felt even more important 

to do this in light of her account. I felt a responsibility to listen, pay attention 

and enquire what was meaningful to all the people involved, within their own 

unique life histories and worlds. Indeed at the end of our session Sally 

explained:  

‘It’s nice to have somebody here.  Because that is the thing, life is very 
boring, sitting here every day’ (p43). 

 This was the right thing to do, to follow her story, where the conversation took 

us and ‘be’ with her. Each time we talked about the ASU- she quickly returned 

to her meaningful present of change and loss. After the session my initial 

reaction was anxiety- ‘I can’t use it- there’s not enough there, I didn’t do a good 

job.’ I started unpicking my thoughts and thinking. I still needed to commit 

thoroughly to analysing her account and dwell with her story as I would 

anyone’s. I instead recognised this interview as reflecting my ‘concernful, 
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practical dealings’ articulated earlier (Moran 2000): where I had prioritised 

listening- ‘being with’ (as a person) above ‘doing’ (as researcher). 

Hermeneutically I was also emphasising my commitment to the ‘whole’ for 

more nuanced understanding of the ‘part’. 

Analysis and interpretation 

Smith et al (2009) have provided a comprehensive overview of how to 

operationalize IPA. This includes: detailed, close line-by-line analysis, 

identification of themes and their emergent patterns (i.e. convergence, 

divergence, commonality and nuance), a dialogue between the texts and the 

people involved, psychological focus on personal meaning making (Smith et al 

2009) within each individual’s experiential account before working across the 

multiple cases (accounts). IPA’s analytic focus:  

‘directs our analytic attention towards our participants’ attempts to make 
sense of their experience’ (Smith et al., 2009, p79).  

As such IPA begins with the individual and their accounts. However, Smith et al 

(2009) acknowledge it is not a definitive procedure. Rather one that can be 

applied flexibly and innovatively whilst upholding its essential processes and 

principles. For ease the analysis process is divided here into two key stages - 

analysis of individual accounts, and analysis across the collective ‘whole’ – 

adapting the IPA framework responsively, where flexibility and fluidity were 

required. 

My initial foray into hermeneutics and interpretive analysis was unsatisfactory.  I 

worked at length through the process. I reflected that it felt as if I was 

‘rephrasing’; becoming engrossed in the terminology I was selecting and its 

resonance. I had been complacent, reverted to ‘doing’ and lost sight of ‘being 

with’ the participants’ accounts. As a result, the analysis I undertook was not 

hermeneutic and did not produce depth of understanding. I had to revisit the 

data and the process.  

The method for producing the individual analysis for each participant is 

summarised in Figure 3. The subsequent development of two ‘close textual 
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readings’ (Eatough and Smith, 2006) is explained. Figure 4 demonstrates how 

the analysis across the collective ‘whole’ was undertaken. 

Analysis of individual accounts 

Detailed analysis was carried out for each individual (Figure 3) using the 

hermeneutic circle (Table 1).  

 
 

 

 

 

 

 

 

Table 1: An overview of the part and whole within the hermeneutic circle 
(Smith, 2007) 

As part of the process I returned several times to the participants’ accounts to 

clarify and question. Where necessary, I re-annotated and added to the analysis 

table (in red text). I would interact with the dialogue that had taken on a life of its 

own inside my head. Despite this I never lost sight of the original conversation. 

Abstraction (identifying patterns between emergent themes to develop a main 

theme) and subsumption (an emergent theme becoming a main theme) 

continued right up to, and until, the idiographic document was finalised (such as 

it can ever be final) (see Appendix 13). Each iteration developed understanding 

further. Appendix 13 uses one person’s account to demonstrate the process 

undertaken. 

  

 
The part  
 

 
The whole 

 
The single word 
    
 
The single extract  
    
The particular text  
    
The single episode 
 

 
The sentence in which it is 
embedded 
 
The complete text 
 
The complete oeuvre 
 
The complete life (person) 
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17Figure 3: A summary of the analysis process undertaken for the  
 individual accounts 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                            
17 Stage iii was not explicitly articulated by Smith et al (2009) however it was deemed necessary 
to assist in the hermeneutic circle (part and whole) (Table 1).  
vi) Contextualisation: considering contextual and narrative elements that emerged in each 
person’s account.  
Polarization: examination of oppositional relationships between emergent themes (focusing on 
difference rather than similarity). 
Inserting exploratory comments (vii) alongside excerpts was also included to effectively capture 
aspects of the ‘whole’. 

i •Reading, re-reading and listening to the recordings of the interview

ii •Noting: including notations on the transcript, writing and diagrams to 
express my initial thoughts and interpretations of the text

i.e.

iii
•Working with the initial noting to produce an overview of the whole as 
understood (interpreted) at this stage.

iv
•The full transcript was inserted into a table. Detailed line by line analysis 
with initial noting was completed- with specific reference to descriptive, 
linguistic and conceptual forms of exploratory comments (considering 
both part and whole [Table 1]).

v
•Developing preliminary themes whilst attending to part and whole on all 
levels. The transcript was removed from the table. My attention was 
directed to the exploratory comments and the hermeneutic understanding 
they provided access to. Preliminary themes were inserted into the left 
hand column of the table. 

vi

•The themes were printed and cut out. I interacted with them- organising 
and arranging them to form clusters and groups. This process involved 
abstraction, subsumption, contextualisation and polarisation, and 
continued at length until main themes and their contributing subthemes 
were formed.

vii

•A final idiographic document was produced. This included a summary of 
the idiographic understanding developed alongside key contextual 
information and reflection. A single table presented the main themes and 
contributing subthemes. Individual tables for each theme included all 
relevant verbatim extracts. Exploratory comments were inserted when the 
'whole' could not be articulated by individual excerpts alone.
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Each amended document was saved as a numbered version to track the theme 

development and document the analysis trail. This process was used for all eight 

participants. A summary of each individual’s analysis and examples of the 

themes developed from the individual accounts are presented in Appendices 14, 

16, 17 (stroke survivors), and Appendices 20, 21 (healthcare practitioners). 

Time, attention, focus and engagement were essential throughout all stages of 

the analysis process. It was necessary that I explicated what was a subjective, 

internal and at times unconscious and/or embodied experience. To that end I 

offer an excerpt from my reflective diary. This demonstrates my hermeneutic 

consciousness ‘in training’. 

22nd July 2015: Listening and connecting with the text, the person, the 

recording and my self requires a commitment, space, time and openness. It 

can’t be hurried or forced. But it can be worked on and it can be …It is almost 

mindfulness- where I feel, where I become sensitively aware of thoughts and 

distractions that enter my mind, my body or space. I shake them off, or allow 

them to enter and play out- questioning the why and relevance of their arrival.  

I am developing ways to connect, reconnect and approach from different 

angles. I listen to the recording when I struggle to engage with the text, I 

change the place and space in which I look at the transcript. I approach a 

different page, a different section. I use colours, pictures, diagrams, drawings, 

writing, when I find myself staring blankly. Some work, some don’t. When they 

don’t I asked myself why. 

 I draw something when working with Sarah’s account: 
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It doesn’t feel right; it feels forced. I look again and at the transcript. What isn’t 

right? The nursing part (left hand side) feels such a small part of what she is 

saying about her experience and the nurses. It speaks to me because of my 

thoughts and perceptions about the stress and demands the nurses were 

under and what the nurse participants have shared with me. I revisit the 

recording and transcript. I think more about what I feel and what I sense Sarah 

is saying and expressing. This is when her mother’s love and disappointment 

emerges. When I look at the picture again, I open myself up and feel love and 

understanding. I feel the empathy and understanding Sarah expresses for the 

nurses on the stroke unit, but also because she is the mother of a nurse. They 

feel a little as if they are her daughters. There is something from the picture 

that shows a complete separation of home and hospital, movement forwards 

and back, something about the stroke, being at home, and the stroke entering 

the marital bed at night (like a burglar), perhaps something about the security 

of home. 

I question and think further. What emerges is the hospital- but as a separate 

place where she adopts a different persona. I go back to the transcript to see 

what comes to the fore again. The burglar feels like an echo from another 

transcript. It has crept into my thoughts-unconsciously looking for connections- 

but relevant to be discarded. There are remnants that remain: about danger, 

security and safety and I take these ‘shadow unformed thoughts’ with me for 

my next foray into the transcript and my thinking. I allow and permit time away.  

Despite this it isn’t as if I leave thinking or the dialogue behind, it comes with 

me and I embrace the companionship and what plays out inside my head. I 

leave the text and walk. I play with the thoughts in my head that continue. I 

return back to the text. I ask questions of myself and it: 

What is she saying here? Is that what she’s really saying? Or is that my lens/ 

thinking?  

When I shut my eyes what am I seeing? When I read and hear this, what am I 

feeling? How does that relate to what she is saying?  

What is going on here? What does this mean? What was this like? What is she 

saying here? 

I become conscious of what I feel, how my body responds when I read or hear 

the recording, when I leave, return and stay. 
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Developing the close textual reading 

I went on to develop a ‘close textual reading’ for the first stroke survivor (Sarah) 

and healthcare practitioner (Clare) (Eatough and Smith, 2006) (see Appendix 11 

and 19). This involved the same process explained in Figure 3. After stage vii 

(Figure 3), the development of a detailed textual reading was completed. 

Within this process I revisited the transcript and all the aforementioned versions 

of the data. I established where I was describing, interpreting and where there 

was complexity, inter-relatedness and ambiguity. I continued to annotate/ 

amend/ figuratively work with the data and tables. Each close reading ensured 

the detail and ambiguity within these two accounts and in relation to their lives, 

(the contextual and narrative elements that emerged within the analysis of each 

participant) were presented in all their complexity at a highly nuanced and 

interpretive level (Eatough, 2005). They looked to demonstrate a clear 

articulation of the levels and interpretation (hermeneutically) that had taken 

place (Eatough and Smith, 2006), as well as provide a rich experiential account 

and interrogation of their sense making (Eatough, 2005).   

Smith et al (2009) indicates that each account (case) should be analysed on its 

own terms. However each individual’s analysis altered and changed my horizon. 

It was from this perspective and position that I analysed the next. At the same 

time, by adopting the phenomenological attitude, I remained open to each 

person and their experiential account on their own terms, whilst acknowledging 

my thinking and understanding.  

The two textual readings were the product of the detailed analysis I undertook 

for the first participant from each group. They reflected an interpretive ‘lens’ 

through which I experienced heightened sensitivity, awareness, different points 

of access and understanding within the other participants’ accounts. I 

documented how this ‘lens’ functioned hermeneutically as I worked on each 

subsequent analysis, and how it was altered and shaped in the process. 

Contextualised examples from my reflective diary are provided in ensuing 

chapters. They reflect the ‘dance’ involved in gaining access to the 

phenomenon:  
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‘In a context of tension and contradictory motions, the researcher slides 
between striving for reductive focus and reflexive self-awareness; between 
bracketing pre-understandings and exploiting them as a source of insight. 
Caught up in the dance, researchers must wage a continuous, iterative 
struggle to become aware of, and then manage, pre-understandings and 
habitualities that inevitably linger’ (Finlay, 2008, p1).   

Moving from the individual analysis to a collective analysis and 
interpretation  
Subsequent analysis across accounts in the prevailing IPA tradition was then 

undertaken (Figure 4) (see Appendix 15 for further detail). As with the individual 

analysis, time, commitment and dwelling were required. I found a room. In each 

corner I placed the complete colour-coded analysis for each person, the cut up 

themes and sections and their transcripts. I moved from person to person, 

reading, thinking and remembering. Sometimes I lay down and closed my eyes; 

sometimes I sat or stood, talked to myself, to them. I left the room and returned. 

Nothing magically ‘came to me’ - but I was eliciting the ‘space’ needed, and the 

commitment to allow and trust in the process. This was not without challenge. 

The cognitive requirements were significant and I was unprepared for the 

physical and emotional demands. As various points I became overwhelmed. 

This happened early in the process for the stroke survivors’ collective analysis 

and later with the health practitioners. I was immediately struck by how unique 

and disparate the stroke survivors’ accounts and themes appeared. I became 

pre-occupied by the ‘doing’ articulated within the healthcare practitioners’ 

accounts, and although the themes and idiographic analysis felt less varied in 

regards to breadth, I was swamped by the complexity and depth of data 

beneath. In both cases I had to trust in the process and constantly look 

hermeneutically for the phenomenological. This allowed me to work in a detailed 

and thoughtful way on the ‘phenomenological core’ (Larkin et al., 2006). 

Appendix 15 provides examples of key developments in understanding. The 

analysis and writing up process were not separate and this account was always 

in progress. The themes continued to be modified, subsumed or abstracted; 

hermeneutic understanding developed (Appendix 15).  
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Figure 4: A summary of the analysis undertaken for the collective (across 
the accounts as a whole) for each group (stroke survivors and healthcare 

practitioners) 

I moved from person to person, searching for ways towards the centre of the 

room. I interacted with the cut up pieces of paper. I began to form patterns and 

connections (ii and iii).  

  

i

• The complete text of each relevant person's idiographic analysis was 
colour coded (the parts of the collective whole).

• Two copies were made- one was kept complete, the other cut into 
sections and themes.

ii • Reading, re-reading and dwelling. 

iii
• 'Playing' with the themes and deconstructed sections; exploring 

patterns and connections, spaces, clusters and grouping (part).

iv
• Producing preliminary main and contributing subthemes for the 

whole.

vi

• Articulating the shared themes via the preliminary development of a 
findings chapter.v

• Revisiting the idiographic accounts (parts)- further development of 
main themes and subthemes (whole). 

• Producing supporting tables with all relevant excerpts from across 
the group as a whole (further modifications to themes).

vii

• Revisiting and re-reading the idiographic analysis for each relevant 
individual (part). Checking for coverage and understanding. 
Inserting particularly and singularity within the text of the findings 
and further 'fine tuning' of themes. 

• Continued movement of understanding, working between part and 
whole.
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At this stage (v, Figure 4) I had produced an overview of ‘shared meaning’. I 

returned to the individual analysis for each person. This performed a triple 

function. It provided another layer of ‘trying out’, further developed 

understanding, and meant that the individual and particular within the findings 

were inserted. Themes were removed and/or developed (Appendix 15). Further 

exploration of the relationships and connections between themes was 

undertaken. I produced the supporting tables for each, and as before, they 

contributed to further development (see Appendix 18 for an example of one of 

these tables). I went back again to the individual analyses, focusing on nuance 

and meaning. This indicates the hermeneutic development of understanding as 

well as IPA’s  

‘dual quality-pointing to ways in which participants represent unique 
idiosyncratic instances but also shared higher order qualities’ (Smith et al., 
2009, p101). 

This corresponds with the hermeneutic circle of understanding, through the 

movement between the individual analyses and the collective whole, of which 

they were part. For example, I would leave one circle and enter another, return 

and work within the new changed alterity. This work within multiple hermeneutic 

circles (Figure 5) continued as my understanding changed, expanded and/or 

deepened. 

I continued to include additional content that reflected the singularity, 

contradiction and ambiguity where relevant. I made sure that the wording I used 

was carefully considered to accurately reflect the levels of interpretation 

represented, being careful to reflect as I went along. 

As I worked with the analysis, my original assumption that care and 

rehabilitation (as two separate, but not unconnected meaningful strands of the 

ASU experience), became apparent. This assumption sat with mind-body 

dualism that represented my professional practice and thinking at the time. 

What became evident was that I believed ‘caring’ would encompass the 

meaningful experience for the stroke survivors psychologically, and 

rehabilitation, physically. The significance and complexity of the psychological 

(that was more expansive than caring), emerged within the analysis process. 

As did the self, the self as the loci of transition, and transition, rather than 
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recovery; all of which were absent and significantly different from my original 

pre-understandings about the experience of the ASU.   

 

Figure 5: A figurative representation of working with multiple hermeneutic 
circles (individual and collective) 

 

 
Key: i) individual analysis feeds into the collective hermeneutic circle 
ii) the collective hermeneutic circle: part (individual analyses) and whole 
iii) movement between i) and ii)- re-entering the individual circle. 
iv) this ongoing hermeneutic work leads to a more complete understanding for the 
collective. 

whole

part 

i) 

ii) 

iii) 

iv) 
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Appendices 16, 17 and 21 provide an overview of the themes developed from 

each individual’s analysis and how they contributed to the final emergent themes 

across the accounts as a whole. 

One final activity was undertaken as part of the hermeneutic analysis in 

response to the understanding that emerged. This was the development of 

figurative maps to represent my interpretation and understanding of the stroke 

survivors’ and healthcare practitioners’ lived through ASU experience. Producing 

them offered an additional opportunity to enter and work within the hermeneutic 

circle (see Appendix 22). The method of their production involved numerous 

drawings as I attempted to ‘map’ the ASU experience. I considered absence, 

presence, background, foreground, relationships, connections, and positioning 

with respect to the experiential concerns and phenomenological insights 

acquired. The maps produced are presented in the final chapter of findings as 

an aesthetic offering, an opportunity to dwell and to dialogue further. 

Within this section I have described how the analysis across the collective was 

applied. Although just as complex, and perhaps even more challenging, this is 

often insufficiently explained. Developing hermeneutic understanding about the 

ASU experience reflected movement from (and between) my understanding of 

the particular (individual) experience, to what was ‘shared’, to re-visiting and re-

incorporating the individual and particular, within the collective ‘whole’, and so it 

continued. This reflected a process of movement within and between multiple 

hermeneutic circles (individually and collectively) (Figure 5). 

Quality indicators related to the research  
Sensitivity to context, commitment and rigour, transparency, coherence, impact 

and importance have been described as integral to high quality qualitative 

research (Yardley, 2008). This framework has been applied and adopted within 

the IPA community (Shinebourne, 2011, Smith et al., 2009). Rigour is 

considered as integral not just to analysis and data collection (Shinebourne, 

2011), but all stages of the research (conception, development, method, 

findings, and subsequent write up and presentation).  
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deWitt and Ploeg (2006) presented a framework for rigorous interpretive 

phenomenology that articulated goodness of fit between philosophy, topic, 

researcher, researched, methods and findings. The framework included the 

need for openness, concreteness, resonance and actualization, and was 

specific and coherent to that of interpretive phenomenology (de Witt and Ploeg, 

2006). Holloway and Todres (2003) have highlighted the pitfalls of flexibility in 

qualitative research that have sometimes resulted in a lack of coherence. This 

supports the need to attend to consistency and goodness of fit. To address all of 

these concerns the criteria employed within the methods and this study as a 

whole are displayed in Figure 618. 

This detailed description of the methods used demonstrates their situatedness 

within the context of the study as a whole, and their alignment with its 

philosophical, epistemological, ontological, methodological and ethical 

foundations. How this study has been developed, designed, implemented and 

finally constructed reflects a commitment to sensitivity (towards myself, others 

and the context), coherence, congruence, rigour, openness and the 

phenomenological and hermeneutical within the lived experience of the ASU.  

  

                                            
18 In slight contrast to Smith (2011)4, density of evidence for each theme was not always across 
participants, but sometimes related to density of evidence within a single individual’s data.  
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Figure 6: A summary of the quality dimensions addressed in this study using the criteria developed by Yardley (2000)6 
and in relation to interpretive phenomenology (DeWitt and Ploeg, 2006)5  and IPA (Shinebourne, 20111, Smith et al, 

20092, Cassidy et al, 20113, Smith, 20114)  
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Summary  
This chapter presents an overview of the methods used to answer the research 

questions, uphold the interpretive and hermeneutic principles of the study, and 

address the quality indicators for interpretive, hermeneutic phenomenological 

research. Noteworthy reflections are included. They provide insight: ‘flesh’ and 

texture to what would otherwise reflect mere procedural ‘method’. This chapter 

aims to convey the intertwined, inter-relational nature of the research process: 

the stories of participants the ‘transitional phenomena’ that, 

‘are part of an ongoing conversation between private and public worlds, 
between interviewer and interviewee, and between the discovery and co-
creation of meanings and subjectivities’ (Todres, 2007, p44).  

The next chapters present an opportunity to meet the people; the stroke 

survivors and practitioners who shared their ASU experience. The following 

three chapters present the findings of the study. Chapter 5 focuses on the stroke 

survivors’ lived experience of the ASU. Chapter 6 examines the lived through 

experience of the ASU from the healthcare practitioners’ perspective. As a 

prelude to each chapter one participant speaks at length. This invites the reader 

to enter the interpretive space by hearing the voice of Sarah at the start of 

Chapter 5, and Clare at the beginning of Chapter 6. It provides an embodied 

sense of these individuals’ stories as a whole, offering an opportunity to begin to 

dwell with each of them. Each prologue offers a sense of Sarah’s, and Clare’s 

account that will then be visible throughout/heard within the proceeding chapter. 

They function to provide an introduction, sense of authenticity, and anchorage 

for the subsequent findings that inevitably fracture each individual’s story and 

account. 

Chapter 7 serves as a prologue for the discussion and includes an aesthetic 

offering to further encounter and dwell within the understanding of the lived 

experience of the ASU, interpreted and developed from the perspective of these 

particular stroke survivors and healthcare practitioners. These three chapters 

are offered as a co-created version and possible reading of the ASU experience 

as lived from these particular perspectives. 
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Prologue to Chapter 5 

Sarah 

After having a stroke, Sarah was taken to hospital. She was moved between 
three wards before being assessed by a doctor to go to ASU1, where she 
initially stayed for 7-10 days.  

Fundamental disruption within her lifeworld after stroke 

Sarah was understood to experience fundamental disruption within her 
lifeworld after stroke: ‘and to go from that…to this’ (p9). The temporal, bodily, 
and biographical disruption that she was thought to experience was played 
out in the ASU and continued after she left. Aspects of being on the ASU 
were felt to emphasise or contribute to her disruption, others to reduce or 
assist. As part of this disruption she was felt to experience an intimate and 
heightened sense of fragility of the life giving body: hers, but also those 
around her after the stroke. She was thought to experience and witness 
vulnerability and the possibility of tragedy intimately, in close quarters, on 
the ASU:  

‘one day she [another patient] was very, very ill, she started to be sick and was 
obviously very poorly’ ‘We were all afraid she would choke, you know, when she 
was being sick’ (p16). 

Feeling disrupted in place, as well as by the place (hospital/ ASU situation) 
also emerged as a meaningful part of her ASU experience:  

‘you have to be realistic and accept’ (p21), ‘dinner or lunch is going to be a little bit 
late some days’ (p22), ‘it’ll be a long time before they come and get you up or 
something’ (p21).  

These statements reflected what was understood to be a combined sense of 
loss of choice or surrender of control of her own routines and habits, but 
also perhaps hinted towards what she may have perceived as underlying 
disorganization and/or particular deficiencies, especially in relation to the 
limited number of nurses on the ASU:  

‘Lot of patients in there, and sometimes it would only be like one staff nurse and 
three health care assistants on for the whole ward’ (p13). 

Complex process of transition of self and making sense in response to 
disruption 

Sarah described undergoing a process of responding to, and making sense 
of the combined and ongoing disruption she experienced. She was 
understood to respond to the disruption brought about by the situation/ 
place by using knowledge she had accrued through her own, and her 
daughter’s experience (a nurse), and by adopting a hospital persona: 
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‘Also of course I have had, before that, had some long stays in hospital, with other 
things, so I was used to the system and the routine in hospital, I knew what to 
expect and when it was happening and er... you just have to learn patience in 
hospital, you know, things can’t happen the minute you want, they do the best they 
can, but you know, you sometimes have to be prepared to wait. And of course 
some people aren’t prepared to wait.’ (p21-22).  

This was thought to reflect Sarah’s temporary (active) transformation of self; 
by reducing her expectations, considering the broader community of the 
ASU, and relinquishing control. In doing this, she was understood to regain 
power over the situation, feel more agentive, and perhaps protect her self 
from the vagaries and disappointment she would otherwise feel. As such 
there was a narrative thread of identity and self within her account. She used 
her self and different ways of being in combination with others on the ASU, 
to survive the hospital and her life after stroke. These were understood to 
be in play at points within her narrative: her ‘me self’ that she continued to 
articulate and uphold, aspects of her ‘past self’ that had to be left behind 
after the stroke, and her ‘not me self’ (for example, her hospital persona, 
and her perception of self, in comparison to other patients):  

‘I can always motivate myself to do more. And I think that’s important, I think 
some people give in so easily and just think oh well that’s it,’ (p23). 

As such her experience and interactions with others were understood to 
provide her with an opportunity to distinguish and differentiate her self. She 
was not someone who gave up, expected too much from the nurses, and 
who didn’t understand. This was thought to shore up her self-belief and 
sense of self after the stroke and whilst on the ASU. As part of Sarah’s 
complex process of responding to disruption, she was understood to make 
sense (temporally, spatially and relationally) in regards to her recovery, 
ongoing disruption, and the co-existing, sometimes paradoxical emotions 
she felt alongside (thankfulness, disappointment, acceptance, hope and 
defiance). 

Responding and transitioning through a social process of rebuilding within a 
community of strangers 

Sarah explained how she didn’t make sense or respond to the disruption 
she experienced because of the ASU and stroke, in isolation. She was 
thought to do this through her interactions with others: a social process of 
rebuilding within a community of strangers that included nurses, 
physiotherapists, and the patients with her in the hospital bay. In the 
hospital bay, she and the patients forged a temporary community; 
inhabiting, enacting, but also practicing the space. It was thought to be here 
that the staff visited:  

‘They [nurses] said we love coming into this bay because you’re all such fun. And 
we did. We had a laugh’ (p9).  

Sarah explained how she and the patients assisted each other and 
compensated for their bodily deficiencies:  

‘if one of us needed something and couldn’t do it, one of the others would’ 
(p17).  
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In relation to her friend opposite her, she recounted:  

‘but I learnt to interpret her hand gestures and her facial expressions.’… ‘she was 
such fun and if she needed something, you know, she’d look across to me and 
she’d go ??? and I’d say ‘what do you want? Do you want this doing?’’ (p15). 

Perhaps even more significantly, claims and feelings of responsibility and 
care for their similar others emerged within her account. Sarah described 
how she needed to be able to see this same friend, who was suffering and at 
risk. It was her, not the nurses who took watch: 

‘when they [nurses] were seeing to her I said don’t close the curtains round her, I 
said, I want to watch her, and I said I’ll let you know if she needs anything else.’….. 
‘I said I can sleep but I said leave the curtains, I need to see her’ (p16). 

Sarah was very thankful for the care, assistance, and encouragement she 
received from the nurses:  

‘You feel cared for, that if you press your button there’s always somebody there 
who’ll come and help you with whatever you need help with and look after you’ 
(p11).  

However at times, alongside her appreciation, she was thought to 
experience fundamental disappointment and concern:  

‘We dreaded nights because we knew there was not going to be anywhere near 
enough staff on duty and we all used to say to each other, ‘try not to need anybody, 
because you won’t get anybody!’ [laughs]’ (p17).  

Her position as a mother of a nurse (and a grateful recipient of NHS care) 
was thought to make her reluctant to criticize and state this outright. The 
contradictions and ambiguities within Sarah’s account provided access to 
understanding a fundamental tension that she seemed to feel, and might 
have been wrestling with; telling me about her experience and concerns, 
whilst also trying to protect her daughter’s profession and the NHS.  

Within the ASU, Sarah’s experience of physiotherapy was understood to be 
significant for responding to the disruption brought about by stroke. She 
perceived it as synonymous with the progress she made over a short time 
whilst there, and meaningful for offering her a sense of agency, self-belief, 
and hope for the future: ‘it meant you were on the to recovery’ (p15). The 
perceived significance of this, and the ASU community of strangers, became 
more apparent over time:  

‘You miss the fact that when you come home and there’s just you…and your 
husband, and there’s nobody else there’ (p12).  

As Sarah continued to experience disruption without access to this 
community, her expression of disappointment seemed to be a more visible 
and tangible part of her life after stroke19.  

                                            
19 The unabridged version of Sarah’s close textual reading can be found in Appendix 11. 
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Chapter 5 
Stroke survivors’ experience 
of the acute stroke unit 

‘All places are spaces, but spaces far exceed any particular place. 
Space includes the ideas that helped map out the space, the 
practical ordering of the space, and the symbolic meaning of the 
space and its objects’  

(Barina, 2015, p94).  

 

Introduction  
The abridged version of Sarah’s close textual reading that precedes this chapter 

invites the reader to enter the interpretive space, and to encounter the horizon of 

understanding that developed from my analysis. Its intention is to offer Sarah’s 

experience as a whole in an embodied sense, before moving to the unavoidable, 

but somewhat fractured text that forms this first chapter of findings. It looks to 

provide a reference and sense of authenticity, on which to engage with my 

interpretation and understanding of the experience of the ASU as the 

phenomenon of interest from the stroke survivors’ perspective as a whole.  

In the previous chapter, I described three foci of attention for my analysis of the 

stroke survivors’ and the health professionals’ narratives. First, I paid attention to 

their individual accounts. This involved an iterative engagement around the 

hermeneutic circle, beginning with multiple readings, and finally arriving at a 

themed, contextualised interpretation of each person’s stroke unit experience. 

Contingent upon this was consideration of how each person’s account 

interrelated with that of others. Alongside these two analytic activities, I also 

engaged in a close textual reading of two accounts (one of which was Sarah) in 

a quest for further insights and, if possible, an even more nuanced 

understanding. This analysis led me towards a collective conceptualisation 
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where the ASU emerged as a lived space that exceeded place, meaningfully 

experienced in varied forms and ways. 

Eight people volunteered to take part in the study: four stroke survivors and four 

healthcare practitioners. The stroke survivors and healthcare practitioners that 

took part were white, English speaking as their first language, and from one 

geographical region in the UK. Their combined experiential data related to a 

time period from September 2010 to December 2012. This chapter is devoted to 

what the four stroke survivors had to tell me, and to my interpretation of their 

stories.   

This chapter encompasses: 

1. A description of the stroke survivors – Sarah, Andrew, Sally and Jane. 

2. Some reflections on my own reactions and influence as I interacted within 

the interviews and the questions I asked myself about what was occurring.  

3. An exemplar extract of how I engaged in the hermeneutic analysis of one 

transcript (Andrew), and how this opened up my horizon of understanding for 

subsequent analysis (this is elaborated in full detail in Appendix 13). 

4. A detailed account of how my collective conceptualisation, based on the 

themes as experienced by the stroke survivors, emerged from my engagement 

within and across the transcripts. 

Description of the stroke survivors 
At the time of data collection, the time lapse since their stroke for the four 

participants ranged from three to twenty-one months. All were interviewed in 

their homes. Two had experienced ASU1, two ASU2, all between 2011 and 

2012 (Table 2).    
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Pseudonym ASU Age  Date 
of 
stroke 

Approx. 
length of 
stay for 
primary 
admission 
(number of 
re-
admissions 
from the 
CRU) 

Interview 
setting/ 
context 

Number 
of 
sessions 
(minutes) 

Time 
since 
stroke  

Sarah ASU1 Late 
70s 

Late 
2011 

Late 
2012 

7-10  

days  

(3) 

Home 

(joint 
interview 
with 
husband) 

1 (70.00) 5/15 
months 

Andrew ASU2 Early 
70s 

Mid 
2011 

Late 
2011  

21  

days 

(1) 

 

Home 
(wife 
present at 
times) 

1(38.48)-  
incl. 
creative 
activity⌃ 

17/20 
months 

Sally ASU2 Mid 
70s 

Mid 
2011 

About 2 
months 

(1) 

Home 1 (85.27) 21  

months 

Jane ASU1 Mid 
50s 

Early 
2011 

 

About 8  
days 
(0)  

Home 1(46.40)-
incl. 
creative 
activity⌃ 

3  

months 

    ⌃ subsequently lost to follow up.  

Table 2: Stroke survivors’ characteristics 

The following content provides a sense of the people who took part whilst 

upholding their confidentiality: 

Sarah was in her 70s, lived with her husband, and had four grown up children, 

one of whom was a nurse. Sarah had been admitted to ASU1 15 months 

previously. At the time of our conversation she was able to walk independently, 

but described needing to use a stick outdoors, and only being able to walk 

shorter distances since the stroke. She was no longer able to drive, and 

because of the limited return of her arm function, explained how she was now 

more reliant on her husband for help around the house, with gardening, and for 

driving her about. 
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Andrew was also in his 70s and had had his stroke about 17 months before our 

session. Since going home from ASU2, he and his wife had moved twice, and 

they now resided in a supported living facility with round the clock carers. He 

had experienced limited recovery after the stroke. As a result, he required help 

with washing, dressing, and toileting and used an electric wheelchair to get 

around.  

Sally was admitted to ASU2 21 months previously. She too was in her 70s, lived 

with her husband, and described how she was reliant upon him for the majority 

of her day-to-day needs. She could stand and walk a few steps, but needed to 

use an electric scooter outdoors. She explained how the stroke had left her 

incontinent, altered her sense of taste, her memory and concentration, and 

meant that a lot of the previous activities that she enjoyed (i.e. driving, eating, 

gardening, reading, and knitting) were now lost.  

Jane, in her 50s, was the youngest stroke survivor involved in the study. She 

had been admitted 3 months earlier to ASU1 after having a stroke. She returned 

home to her husband and two sons with no other input (having refused follow 

up). She explained how her arm remained weaker, the grip was not as good, 

and her leg still felt less reliable. Despite this, she recounted how she preferred 

to work on her own recovery (i.e. go to aqua-aerobics, buy her own equipment) 

and organise her return to work, by herself. 

Andrew and Jane were the only stroke survivors who completed the creative 

activity. Unfortunately, because they were lost to follow up the plan to revisit this 

and their experience in more detail failed. Andrew experienced a number of 

medical issues and hospital admissions that meant it was not appropriate to 

complete further sessions. Jane forgot about the second appointment and then 

did not reply to further correspondence. 

The following reflections offer insight into my interactions with the stroke 

survivors as we talked about their experience, and how this dialogue continued 

as I worked hermeneutically with their accounts (individually and collectively). 

Although this section is lengthy, alongside Sarah’s prologue, it aims to introduce 

and guide the reader into the finalised analysis that forms the main substance of 

the findings. 
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Example reflections on my interaction with the stroke survivors  

Jane had had a significant encounter with a specialist consultant (not linked to 

the ASU), prior to our session. When I met her it was clear from the offset that 

she needed to talk about it; it literally poured out of her. As a result, she 

seemed to feel wronged, damaged, and compelled to look for supporters and 

defenders (me, and her doctors). She was angered by his behavior, but also 

with herself for remaining passive during their interaction: 

‘I’m so angry, because I let him carry on like that and I just wish I’d have got off 

the bed and said OK then let’s leave it there’ (p4). 

This provided an early opening into her sense of self which became a 

meaningful thread throughout her time on the ASU. She reintroduced this 

consultant when explaining how important the ASU was:  

‘That’s what I found a bit hard on Monday, to think that someone would think 

that you waste people’s time when that ward [ASU] is so important’ (p17).  

Although not apparent at the time of our conversation, self and place emerged 

during her analysis as key, meaningful, interwoven aspects of her ASU 

experience. As is further elucidated in the next paragraph, my reflection on both 

her engagement with the creative activity, and my analysis, provided an initial 

window into ‘place’:  

Jane produced a theme board to depict her experience and seemed keen to 

talk about it during and after finishing it. She made reference to what she had 

included:  

‘a bit strange’ (p12) ‘you probably think this is so strange’ (p26);  

perhaps reflecting her thinking being ‘in-process’, emergent, and partly 

unformed. She explained how she had selected what to go on it: 

‘It’s... mainly it’s what I was... what I was thinking when I was in there,’ (p12).  

As I worked with her transcript I encountered a number of references to being 

‘in there’. These made me think of her being in prison, needing to get out, that 

she was planning an escape.  
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Although the prison metaphor was perhaps extreme, it provided an aperture that 

I then took with me as I continued my hermeneutic work. I began to develop an 

understanding about Jane’s ASU experience; one that emerged as part 

constituted by place (including its confines), and its relationship with self.  

As articulated in some of the reflective extracts included in Chapter 4, my 

interaction with Sally threw up unexpected challenges surrounding the focus of 

the study, my response to her story, and her need to talk about her meaningful 

present. This reflected additional challenges as I came to make sense of her 

experience, as is articulated below. 

Sally talked about the significance of the time after stroke; when ‘it first 

happens’ (p37); that coincided with when she was on the ASU. This seemed to 

represent the magnitude of the shock experienced, and the sudden awareness 

of the significant effects of the stroke; her first stark indication of loss of 

independence and freedom. When I asked her about the ASU specifically her 

almost only comment was about the time deficient nurses that were unable to 

pause, sit down, and spend time with her. A doctor also popped up in the midst 

of another part of her account, but in a similar fashion he entered and 

disappeared, seemingly offering little of significance to her story after stroke. 

Despite Sally’s time on the ASU (? two months) she had little to recount or say 

about it. I noted that her experience of the ASU was articulated differently in 

her narrative, when compared to her more recent experience of respite in a 

nursing home. The latter seemed to reflect a personalized, cared for 

experience, almost like an invited and wanted houseguest. She described all 

the staff at the nursing home, their roles and relationships. The people she 

encountered in the hospital, ASU, and community unit seemed to be allocated 

a more general ‘they’. Perhaps I could have been more effective in trying to get 

her to focus on her ASU experience. Or it might have reflected her memory of 

that time: 

‘but you know I can’t keep anything in my memory.’ (p43).  

Perhaps she experienced a diminished awareness, similar to Andrew (see 

reflections of Andrew’s analysis in the next section): 

‘he’ll [husband] probably know this more. I think I was in there for nearly two 

months and then they moved me over to [community rehabilitation unit]’ (p7).  
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However, if purely the latter, she would not have been able to recount the other 

detail about that time (i.e. the deep vein thrombosis, associated investigations 

and management thereof). This reflection felt somewhat tenuous and all, or a 

number of these factors, might have been in play, and impacted on the account 

she gave about her ASU experience.  

The next section further illuminates the analysis of Andrew’s account with 

accompanying reference to Sarah’s. This articulates the movement within and 

between their narratives that was part of the hermeneutic process, and how my 

horizon of understanding altered and changed. Further detail about this process 

is provided in Appendix 13. 

Developing my horizon of understanding in relation to Andrew’s ASU 
experience. 
The following reflections aim to illuminate how my understanding developed as I 

worked within the hermeneutic circle. 

Initially as I worked with Andrew’s transcript I was struck by his use of ‘they’ 

and what I felt was the lack of complexity in his account.  

This reflected my starting point, from which I ventured and developed my 

understanding further. 

When he talked about the stroke, it was all ‘I’. Then he moved to ‘you’ and 

‘they’. Similar to Sarah (but less overtly articulated or instigated), he seemed to 

take on a second person status in the hospital. ‘You’ and ‘they’ were prevalent. 

Did this signify a different status that Andrew experienced and/or adopted in 

hospital? For Andrew, it seemed to feel less active and agentive (when using 

Sarah’s account as a lens), perhaps representing a lessening of self and 

agency. ‘They’ was used throughout, but seemed to reflect different ‘they’s’; 

some important, meaningful, and significant (nurses), some less so: nameless 

and faceless.  

There was an initial sense that Andrew’s story was matter of fact and 

straightforward. However, when I probed during our conversation, he found 

things hard to explain and had to use contrast i.e.  

‘it feels different to any other ward’ (p9), ‘you go in another ward, you get on 

with it, yeah …But not there’ (p10).  
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It didn’t feel as if he was ‘making sense’ as much as Sarah, rather recounting 

and remembering (as much as was evident). I started to wonder whether he 

wished to vocalise or acknowledge some of the things I was asking him about. 

I began to think about this, and why this might have been the case. 

This process of questioning, sensing, and thinking, initiated and linked with my 

interpretation and development of understanding in other ways. 

Despite what initially seemed a straightforward re-telling, as I listened to the 

recording and worked with his transcript, there were a number of things that 

gave me pause, or stopped me in my tracks. I thought about what he was 

saying/ not saying to me. These moments included his occasional reference to 

‘nothing’; when he was told about his discharge from the ASU, and the 

stopping of services: 

 ‘when you’re getting nothing found’ (p18), ‘You’ve had your money’s worth’ 

(p17).  

And when Andrew explained how, on another, different ward he would feel ‘like 

a lump of meat’ (p11).  

These felt like stark extracts, possibly different ‘endings’. 

One of the moments that Andrew shared in our conversation prompted me to 

consider, and think further. 

Andrew recounted a series of processes and events in detail, what seemed to 

be an efficient processing, as he arrived at hospital and the Accident and 

Emergency department. He described how he was given an injection that was 

‘meant to save you’ (p7), but had a massive nosebleed, and it was stopped. He 

explained:  

‘so that was it- I mean- I went up on the ward’ (p7).  

This felt like an end; an abrupt end to the saving; with him being quickly 

dispatched to the stroke unit. His account offered little indication of the human 

side of this experience. All these instances felt quite poignant as I analysed his 

transcript. They didn’t feel as upsetting during our conversation. This was 

because I was engaging on the surface of Andrew’s narrative. I became 

increasingly aware that perhaps he was too.  
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Just as Andrew used contrast to answer some of my questions, I found 

contrast within his account, and between his and Sarah’s, illuminative. For 

Andrew, the ASU seemed to reflect a hazy time within his story. I wondered 

whether this nebulous nature reflected resignation, a time where nothing was 

present, where he embodied nothingness, or where he was less present in that 

place, at that time? It seemed that this might have been why the nurses were 

thought to be so important to him. Cutting through the haze, offering safe 

haven as he perhaps relinquished his hyper-vigilance from the night before. He 

might have been surrendering to the stroke, and maybe of himself, as he was 

re-assured that he was safe, and cared for. This might have been underpinned 

by his explanation about why the nurses were so important: 

‘because of the way you are’ [after stroke] (p10).  

The contrast in his narrative about his time on the ASU, compared to the time 

of the stroke, and the night in Accident and Emergency, was evident as he 

recounted the latter clearly, in detail, and from what seemed to be a more 

agentive position. His narrative also offered up time (physical, clock time: 

hours, days, weeks, months) as a succession of instances and technical 

processes, nothing much deeper, with temporality seemingly all but missing 

from his account. Again this felt as if it offered additional insight into the less 

visible vulnerability that might well have been interwoven within his ASU 

experience.  

Thankfulness emerged. However this was definitely not interspersed within the 

hospital context (like aspects of Sarah’s appreciation and thankfulness), but 

instead orientated towards the nurses on the ASU. They were presented (again 

through contrast), as unlike ordinary nurses, that made the ASU not like a part 

of the hospital, and that meant Andrew didn’t give up. Like Sarah, Andrew 

experienced disruption as a result of the stroke. But in his case, his experience 

after stroke and on the ASU seemed awash with vulnerabilities (despite their 

less overt presence in his talk): vulnerabilities that in his eyes, the ASU (and 

the nurses particularly) protected against, rather than occasionally (albeit 

unwittingly) added to, in Sarah’s case. I felt as if I was transported to the 

emotional and psychological place he might have found himself;  one that 

might have contributed to his apparent falling away of agency, self, temporality; 

his subsequent appreciation of the nurses; and what later emerged after 

working across all the stroke survivors’ accounts; the nurses’ ‘holding’. 
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Here I have articulated key developments in my hermeneutic understanding, 

using Andrew’s experience as an example (see Appendix 13 for further 

supporting information). A précis of his, and the remaining stroke survivors’ 

individual analyses, Sally and Jane, are included in Appendix 14 (Sarah has 

already been encountered as the prologue to this chapter).  

I now move from the hermeneutic analysis of each individual’s lived through 

experience of the ASU, to articulating the development of understanding of the 

stroke survivors’ perspective as a whole. This functions as an introduction and 

foundation for the themes that follow. 

Developing hermeneutic understanding of the stroke survivors’ ASU 
experience 
During my conversations with the stroke survivors it became apparent that they 

all identified the ASU as a place alongside, and amongst other places (i.e. 

home, hospital, other wards, community rehabilitation unit), that they moved 

within, between, and from. As I worked with their accounts in detail, these places 

became meaningful spaces that exceeded place (Barina, 2015). As I entered 

and moved through the hermeneutic circle, the space and spatiality of the ASU 

emerged and was encountered in various forms and ways. As a prologue to this 

chapter I offered a summary of Sarah’s textual reading. As I interacted with 

Sarah’s account and undertook her analysis, space began to form (albeit 

undeveloped) within my thinking and understanding. As is visible in her 

summarised reading, this emerged in various ways: the space between her 

lifeworld before and since the stroke, space in relation to absence and 

presence, and as I progressed further with her analysis, the ASU that she 

experienced as a populated and practiced space. As I moved from Sarah’s 

analysis to that of the other stroke survivors: Andrew, Sally and Jane: the space 

of the ASU in the phenomenological sense of the word; as a lived space; and 

the spatiality of their experience emerged in different, similar and nuanced 

ways20. The ASU emerged as a space of meaning that was peopled with others, 

                                            
20 Space and people intertwined through their lived experience and ‘being-in-the world’; where 
meanings evolve and both are co-constituted and dynamically connected and intertwined; and 
‘space as a practiced place’ (Baynham 2003, p350).  
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constructed, and practiced, and interwoven within the lifeworld of the stroke 

survivors involved.  

The following diagram (Figure 7) and its subsequent iterations throughout this 

chapter, represents the relatedness and embedded-ness of the lived space of 

the ASU. I begin by briefly introducing the post-stroke space; a meaningful lived 

through, albeit non-geographical space, where the stroke survivors encountered 

the lived space of the ASU.  

Figure 7: The stroke survivors’ experience of the ASU: 

A lived space encountered within their post-stroke space 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

‘it does alter your life completely’ (Sally, p23) 

A lived space encountered within their post-stroke space 
This post-stroke space was felt to be immediately apparent, experienced, and 

made sense of within the ASU and in the context of the participants’ lifeworld. 

This space was understood to represent the sudden and on-going disruption 

 

Lifeworld (pre-stroke space) 

Post-stroke space  

 

The lived space of the 
acute stroke unit 
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and vulnerability they experienced to their self, body, biography, agency; 

temporally and spatially; as a result of the stroke: 

‘you do completely lose your independence. And I’m a very independent 
person’ (Sally, p25). 

As such, it was not situated within a specific place, but rather experienced in the 

context of each participant’s lifeworld (Figure 7). Sally’s account was unique in 

her focus on this post-stroke space and its’ almost subsuming nature to her 

experience after stroke as a whole. As such, she is less present within the main 

body of this chapter of findings. This is indicative of the lived space of the ASU 

being less-present within her lifeworld after stroke (see Appendix 14). 

All of the stroke survivors described experiencing the post-stroke space 

corporally. Their bodies became vulnerable and unreliable, and they lost the 

natural, almost insignificant functioning and familiarity of them in varying 

degrees. Three of the stroke survivors (Andrew, Sarah and Sally) had pre-

existing complaints that flared up, and they experienced additional health 

conditions alongside, or because of the stroke (deep vein thrombosis (DVT), 

internal bleeds, chest and urinary infections). This was described as occurring in 

addition to other strokes that had come before or since. 

‘I had another little mini one in [late] 2012, and everything went to pot.’ 
(Sarah, p6),  

‘yeah, it happened again’ (Andrew, p4).  

The latter meaningfully related to the existence and possibility of tragedy that 

seemed to underscore their accounts and post-stroke space: 

‘the poor lady that died there and her son was with her’ (Jane, p17). 

The post-stroke space was also understood to reflect altered temporality for the 

stroke survivors. Sarah’s temporal disruption meant a severed connection 

between her past, present, and future. Like Sally, Sarah explained how her 

present bore limited resemblance to what came before, and her future had 

become cut off and uncertain: 

‘I said just enjoy what you... I said don’t think about the future, you can’t 
plan the future. And some of them said they live in the past, they just 
always remember the good days. I said that’s gone.’ (Sarah, p24). 
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Andrew experienced altered temporality in the form of a vulnerable time-

temporal relationship. His account involved descriptions of sequences of events 

and instances that were expressed alongside periods and amounts of time:  

‘Yes I remember it well.  I was sitting in the chair. 10 o’clock wasn’t it?’ 
(Andrew, p5)  

 ‘And I was there another week wasn’t it, and then I came out.’ (Andrew, 
p8).  

There appeared to be no looking into the future, and only brief reference to past. 

A limited amount of change/ progress seemed to influence the reduced temporal 

nature of his post-stroke space, as did his experience of other health related 

spaces and their associated spatial practices (see later). 

In sum, the post-stroke space (representing the stroke survivors’ disruption, 

vulnerability, and changed lifeworld after stroke), was understood as the 

overarching context to the stroke survivors’ arrival and experience of the ASU. In 

addition to the post-stroke space, the stroke survivors’ talk provided access to 

understanding the hospital/ healthcare space as also relevant and intertwined 

within their experience of the ASU as lived space (Figure 8).  
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Figure 8: The stroke survivors’ experience of the ASU: 

A lived space embedded and interconnected with the hospital/ healthcare 
space 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

‘I had some long stays in hospital, with other things, so I was used to the 
system and the routine in hospital’ (Sarah, p21) 

A lived space embedded and interconnected with the hospital/ 
healthcare space 
This theme represents the space of healthcare and hospital as being 

interconnected within these stroke survivors’ experience of the ASU (Figure 8). 

Andrew and the other stroke survivors described experiencing varying degrees 

of limited control and choice in the hospital/healthcare space. They explained 

how they were told to do certain things, sent there, somewhere else, and three 

of them (Sally, Andrew and Sarah), sent back. Sarah ended up back in the ASU 

more than once. This was understood as a combined result of their precarious 

bodies, and the hospital/ healthcare situation and system: 

‘because I had my old complaint back, upset stomach, they [at the 
community rehabilitation unit] couldn’t handle it, so they sent me back to 
the [ASU /hospital]’ (Andrew, p7). 
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There was a sense that this movement from place to place, including 

backwards, underscored the stroke survivors’ diminished control. Throughout 

our conversations they would often change from ‘I’, ‘me’ to a second person 

‘you’ on entering the ‘hospital space’: 

‘you just have to learn patience in hospital, you know, things can’t happen 
the minute you want’ (Sarah, p22). 

This was perceived to represent the spatial practice of being a patient. This 

practice was also indicated through descriptions of instrumented processes and 

medical practices (x-rays, scans, injections), alongside the emergence of 

numerous other agents: 

‘I started getting terrible pains in my leg [whilst on the community 
rehabilitation unit], so they took me straight away upstairs to the stroke 
ward there and put all the injections in my tummy. And then I was on 
warfarin and um…the injections’ (Sally, p7) 

‘Yeah, I was there all night. I mean er… they give me the injection… they 
did warn me, they said it could do a brain bleed… so I went round in the… 
x-ray first, and had a scan, and when he came back they gave me the 
injection, and got almost barring that much in… when I had a terrific 
nosebleed, so they stopped it.’ (Andrew, p7).  

Sarah explained how this space had saved her life many times: 

‘I’ve had some serious illnesses and I’ve been... a couple of near-death 
experiences in hospital,’ (Sarah, p17). 

As such, feelings of appreciation and gratitude for what the space represented 

also co-existed within the stroke survivors’ experience of this hospital/healthcare 

space, one within which the ASU was embedded.  
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An introduction to the ASU as lived space 
Through my analysis of the stroke survivors’ accounts, the ASU as a specific 

place, embedded within the healthcare/ hospital space, and meaningfully made 

sense of within the context of each persons’ post-stroke space, emerged as a 

lived space (Figure 9).  

Figure 9: The stroke survivors’ experience of the ASU: 

A lived space 

 

 

 

 

 

 

 

 

 

 

 

 

 

As their talk and my dialogue with it continued, what counted as space, what the 

spaces meant within their lifeworld, the contradictions and ambiguities present 

within these spaces, and the relationships between them, became intertwined 

with my hermeneutic analysis of their accounts, and central to the collective and 

idiographic understanding that developed. This provided access to two 

differentiated aspects of the ASU lived space: a holding space (Figure 10), and 

transitional space (Figure 11). The themes that follow represent these four 

stroke survivors’ lived through experience of the ASU as formed and part 

constituted through these meaningful spaces.  
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 Participant  

Theme 

Sa
ra

h 

An
dr

ew
 

Sa
lly

  

Ja
ne

  

A lived space encountered within their 
post-stroke space 

    

A lived space embedded and 
interconnected with the hospital/ 
healthcare space 

    

The ASU experienced as holding space     

Holding space: offering protection 
and safe haven 

    

Holding through the spatial 
practices of nurses 

    

Holding through the spatial 
practices of others: including the 
spatial practices of similar others 
(patients) 

    

The ASU as transitional space     

Transitioning self: surviving the 
lived space 

    

Re-emergence of self     

Transitional space for recovery     

Table 3: The emergent themes for the four stroke survivors’ lived through 
experience of the acute stroke unit 

Table 3 provides an overview of the stroke survivors’ ASU experience in 

thematic form. It shows how the themes that were developed were present 

across the stroke survivors’ experiential accounts. Detail about how each stroke 
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survivors’ individual analysis and themes contributed to the final themes, can be 

found in Appendices 16 and 17. 

Figure 10: The stroke survivors’ experience of the ASU: 

The ASU experienced as holding space 

  
 

 

 

 

 

 

 

 

 

 

 

 

 

‘but they’re there ALL the time, round you, you know’ (Andrew, p11) 

The ASU experienced as holding space  
The ASU understood as holding space, meant experiencing a space that was 

intertwined, but also separate and distinct from the rest of the hospital, their pre-

stroke lifeworld, and the other spaces that would follow (Figure 10). All of the 

stroke survivors expressed how the ASU was a space where they immediately 

and intimately encountered the effects of the stroke, and the changes they 

experienced as a result. As such intimacy (with their own vulnerability and with 

others), and distance (from other spaces, and their life), were felt to be inter-

connected within participants’ experience of the ASU as holding space.  

The contributing subthemes to the ASU experienced as holding space are as 

follows: 

 

 
Holding 
space 

The lived space of the 
acute stroke unit 

The hospital/ healthcare space  

Lifeworld (pre-stroke space) 

Post stroke space  



 124 

• Holding space: offering protection and safe haven 

• Holding through the spatial practices of nurses 

• Holding through the spatial practices of others- including the spatial 

practices of similar others (patients).  

 

‘I knew that I was safe there’ (Jane, p20) 

Holding space: offering protection and safe haven  
For the stroke survivors in this study, the holding space of the ASU was 

understood to offer protection and a safe haven as they became aware and 

worked within their post-stroke space. It was in this space that they were 

understood to feel an intimate closeness and proximity with their own 

vulnerability and helplessness. Being washed was something Sally, Sarah and 

Jane recounted on their waking in the morning, as they came face to face with 

their vulnerability: 

‘Because I mean when you... when it first happens it does come as a big 
shock, you know, especially when you want to get out of the bed to go and 
get washed and stuff and you’ve got to ask somebody’ (Sally, p37), 

‘She was really kind, she’s the nurse that gave me a wash the first day I 
woke... you know, in the morning, that devastated me that... someone 
having to wash me, um... that was horrible.’ (Jane, p25). 

Andrew and Jane were understood to experience the holding space through 

how it stood apart. For Andrew, this was thought to be significant for providing 

protection by way of ‘space between’ the disruption and vulnerability he 

experienced in other spaces (i.e. in other wards with ‘ordinary nurses’):  

‘Well it didn’t… you didn’t er… associate it within a hospital. That’s what it 
is.’ (Andrew, p10).  

This ‘between’ was felt to evoke altered sensing for both Andrew and Jane, but 

in different ways. Jane’s time went slowly; she ‘sat and watch[ed] the time’ (p15). 

She recounted responding differently in this distinct and separate space; 

slowing, sensing (seeing, hearing), and thinking: 
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‘and just things like a new life, so you’re going to change your life... it didn’t 
last for very long, but um... all these things that I promised myself that I 
would do and how lucky...’ (Jane, p16). 

In contrast, Andrew’s lived space of the ASU took on a hazy, nebulous quality 

within his narrative. His experience of the ASU as holding space was 

understood as a haven through which he could surrender his hyper-vigilance, 

sleep and recuperate in the knowledge he was safe and cared for:  

‘Well they have… it seems different to any other ward, you know, they 
seem they’ve got the time for you. Yeah it was lovely.’ (Andrew, p9).  

As a result, ‘the time went so quick’ (p14). 

Within the holding space, Andrew, Jane and Sarah in different ways compared 

and contrasted their post stroke space to similar and different others:  

‘some of them who were bad in there, sort of looking up….couldn’t feed, 
didn’t know where they were, no’ (Andrew, p10) 

‘The poor lady that died there and her son was with her, and I just thought, 
you know, I was just so lucky and these people have helped me’ (Jane, 
p17). 

This helped them make sense, meant they felt thankful, and in Andrew and 

Sarah’s case, encouraged and/or more hopeful: 

‘you could see people getting better and going out, and you thought…well, 
I’m going to get better and go out’ (Sarah, p9).  

What was understood to constitute this holding space, what it meant, and how 

successful it was varied. Sally’s holding space was thought to be one she 

experienced alone. For her, the ASU and the people within it seemed distant, 

contributing little to her account of life after stroke. When she was talking about 

the ASU she would quickly revert back to the present: 

‘I suppose because they’ve had a lot of people, they did seem to 
understand things more than others. You get so frustrated, well I do, 
because as I say I want to get up and do things, but I can’t. And when we 
went to um... the garden centre last week,…’ (Sally, p38).  

This was in significant contrast to the other three stroke survivors. For Andrew, 

the ASU as holding space was understood to be entirely constituted and 

practiced by nurses. He perceived them as offering a constant enveloping 

presence,  
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‘they’re there ALL the time, round you, you know’ (Andrew, p11).  

Jane experienced the ASU holding space individually, and with others (mostly 

nurses): 

‘that ward is so important. I was right near the window and they were there 
I only had to ask for something and they would do their utmost to go get it 
for me. They were amazing’ (Jane, p17). 

In contrast, Sarah’s experience of holding was felt to be shaped by her own 

spatial practice as well as that of nurses, and her similar others (patients in the 

hospital bay). These varied meanings will be addressed in the next two 

contributing themes. 

 

‘You feel cared for, that if you press your button there’s always somebody 
there who’ll come and help you with whatever you need help with and look 
after you’ (Sarah, p11) 

Holding through the spatial practices of nurses 
The nurses’ spatial practices (through their presence, kind and caring 

ministrations) were meaningfully understood as helping the stroke survivors 

cope with their vulnerability. As Jane came face-to-face with the devastating 

effect of the stroke she explained: 

‘She was really kind, she’s the nurse that gave me a wash the first day I 
woke... you know, in the morning, that devastated me that... someone 
having to wash me, um... that was horrible’ (Jane, p25). 

 ‘... I remember her telling me that she lived in a caravan and because she 
worked so hard and they didn’t get that much money and she couldn’t 
afford to live in a house, so she lived in a caravan, poor thing.’ ‘And I 
remember that, I always remember that’ (Jane, p25-26). 

There was a suggestion that this nurse was tacitly respecting and 

acknowledging Jane’s vulnerability some way through her talk. ‘Holding’ in a 

sense to perhaps distract, connect, and/or offer up her own vulnerability, as part 

of her spatial practice, thereby making the personal care more bearable. Thus, 

the stroke survivors’ experience of holding through the spatial practices 

(kindness and sensitivity) of nurses, was understood to help them cope with 

their post stroke space: 
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‘I couldn’t praise any more, them any higher, because they were just so 
kind and so nice, and because I was comfortable I was able to sit...and 
think about things’ (Jane, p15). 

For Sarah, as well as Jane, the nurses’ spatial practice also meant that they felt 

remembered and ‘known’. There was an indication that this helped Sarah and 

Jane maintain their sense of self within their post-stroke space and the ASU: 

‘because they knew me from before’ (Jane, p20), 

‘but it was nice, they [nurses] knew me and my family, and could ask, you 
know, because they would say well how’s [daughter] and I’d tell them what 
she was doing’ (Sarah, p20).  

For these stroke survivors, holding was also perceived to be shaped and 

characterised by the nurses’ collective accrued, specialist 

experience/knowledge, ‘I don’t know really. I suppose when they’re trained’ (Andrew, 

p10). Although the nurses’ understanding was felt to be a meaningful part of 

Sally’s experience of holding; explaining how they understood ‘more than others’ 

(Sally, p38); she also felt it would always be limited without direct experience:  

‘I mean I know people can’t understand... like having a baby, you can’t 
really understand what the pain is like unless you’ve had one.’ (Sally, p37).  

Meaningfully related to the previous theme, Andrew’s experience of holding 

through the spatial practices of nurses was understood to mean he was 

protected from additional vulnerability (being in a different ward, or alone), and 

that he didn’t give up:  

‘... you know, you go in another ward, you get on with it, yeah... But not 
there’ (Andrew, p10). 

‘You know.,..you sort of go in another ward and you’re just... that’s it...like a 
lump of meat.  But there you’re not. They [nurses] look after everybody, 
and treat... everybody’s the same’ (Andrew, p11). 

‘Well you’d just give up wouldn’t you? Yeah’ (Andrew, p11).   

However despite the nurses’ significance, Andrew often struggled to explain 

further. He would use contrast (what the nurses were not), and once likeness, 

comparing them to Macmillan nurses. This intimated to a dedication and 

specialisation thought to be essential because of the significant vulnerability 

experienced in his post-stroke space: 

‘Me: when you say you feel like you were looked after, what does that 
mean to you really? 
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Oh a lot, after you’ve had a stroke, yeah’ (Andrew, p12). 

As is elucidated here, Andrew was understood to be looked after, and 

humanised in the ASU holding space, but there was also a sense that he 

perhaps felt let down abruptly in the end: 

‘Well no, they actually... you know when you’re getting nothing found 
[possibly tests, possibly improvements?], and they tell you, you’re going 
home and that’s it’ (Andrew, p18). 

Although the ASU holding space as practiced by nurses was thought to be a 

nurturing and caring space for most, spatial practices surrounding or within it, 

were sometimes felt to contribute to disruption and vulnerability. As such the 

holding space was not without issues. For all of them (within the context of their 

post stroke space, and hospital space), it could engender feelings of diminished 

control and powerlessness: 

‘things can’t happen the minute you want’ (p16), ‘dinner or lunch is going to 
be a little bit late some days’ (Sarah, p22),  

‘it’ll be a long time before they come and get you up or something’ (Sarah, 
p21).  

Due to the deficiencies in staffing, Sally seemed alone in the holding space of 

the ASU. She seemed to feel let down, desperately missing the opportunity to 

talk to the all too busy nurses and explain her feelings: 

‘None of them had time to sit down and talk to you, you know’ (Sally, p36).  

Sarah described how the supportive potential-orientated space during the day 

seemed to then contravene human need, becoming a lonely, fearful space at 

night: 

‘So we helped each other out wherever we could, because again, it’s just 
so understaffed and especially at night. We dreaded nights because we 
knew there was not going to be anywhere near enough staff on duty and 
we all used to say to each other, ‘try not to need anybody, because you 
won’t get anybody!’ [laughs]’ (Sarah, p17).  

It is pertinent to remain with Sarah. Her experience offered a bridge to connect 

all the other stroke survivors’ accounts in relation to the distance, proximity and 

spatial practices of nurses. This was because of her unique vantage point. As 

the mother of a nurse, who had been in hospital many times, she was 
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understood to be in a position to monitor, understand, and make sense of the 

nursing situation: 

‘Also of course I have had, before that, had some long stays in hospital, 
with other things, so I was used to the system and the routine in hospital, I 
knew what to expect and when it was happening’ (Sarah, p21) 

The nurses were understood to provide a kind, loving, caring, helping presence, 

and normality, practicality, protection and physical assistance (holding). 

However through Sarah’s analysis, inconsistencies and contradictions emerged. 

This is shown through the following extracts:  

‘You feel cared for, that if you press your button there’s always somebody 
there who’ll come and help you with whatever you need help with and look 
after you’ (Sarah, p11), 

 ‘Lot of patients in there, and sometimes it would only be like one staff 
nurse and three health care assistants on for the whole ward’ (Sarah, p13). 

As such, there was a contradictory and ambiguous sense of the nurses being 

understaffed, stretched, always there, and not always there. This resonated with 

Sally’s account of missing nurses, Andrew’s ever present nurses, and Jane’s 

present, close-by nurses.  

Despite some of the vulnerabilities these stroke survivors described 

experiencing because of the ASU’s co-constituted and situated-ness within the 

hospital space, three of them expressed gratitude and were thankful towards the 

ASU and the people who worked there. Varying degrees of discomfort and 

concern seemed to be felt when portraying their experience of the ASU (even 

slightly) critically. For example, whenever Jane hinted at dissonance she felt 

compelled to support the staff who did ‘an amazing job’ (p21), and important for 

others. All of them in varying ways (except Andrew) were understood to be 

aware of the confines that nurses were working with in particular. This was 

thought to contribute to feelings of guilt for criticizing nurses who were doing the 

best they could in the circumstances, ‘were all so busy’ (Sally, p36), and did an 

unpleasant job: 

‘They were amazing. You didn’t hear many of them complain... complain at 
all, because it’s not a nice job always to have to do is it?’ (Jane, p17). 
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‘You miss the fact that when you come home and there’s just you…and 
your husband, and there’s nobody else there’ (Sarah, p12) 

Holding through the spatial practices of others- including the spatial 
practices of similar others (patients) 
Sarah, Jane and Sally referred to a more general and broader ‘they’ of the ASU:  

‘everybody’ ‘they were all very good there’ (Sally, p38),  

‘the staff were very, very nice’ (Sarah, p20),  

‘it’s the people that work on it really isn’t it?’ (Jane, p21).  

Although this was understood to indicate that holding spatial practices were not 

the exclusive domain of nurses, the descriptions were limited. They did not 

provide further insight, other than a commitment to do: ‘as much as they possibly 

can for you’ (p18), and not ‘just do the basics’ (p24) (both Jane). Other members of 

staff were present within Sarah and Jane’s accounts of their ASU experience. 

The occupational therapist (OT): ‘the lady that asked me to make her a cup of tea 

before she’d let me go home’ (Jane, p21), who ‘only cared that I didn’t fall or whatever’ 

(Jane, p22), and the physiotherapists: ‘who were really nice and encouraging’ (Jane, 

p18): were present in Jane’s holding space practiced by others. However within 

Sarah’s experience the physiotherapists were understood to be positioned 

entirely within the transitional space of the ASU (see later).  

In the summarised version of Sarah’s textual reading, it was evident that she in 

particular acknowledged the meaning of the social space of the ASU. This 

became even more apparent to her when she returned home (see quotation at 

the start of this section). Her experience of the ASU was felt to reflect a lived 

space that she populated and practiced individually but also through her 

interactions with others. The latter emerged as a community within the space of 

the ASU and hospital bay. This space was understood to be visited by transient 

staff members (mostly nurses): 

‘They [nurses] said we love coming into this bay’ (Sarah, p9),  

and where Sarah’s ASU experience was predominantly embedded. This was 

where the spatial practices of patients were felt to compensate for the disruption 

caused by the staffing situation, 
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‘So we helped each other out wherever we could, because again, it’s just 
so understaffed and especially at night.’ (Sarah, p17).  

As introduced in the preceding section, Sarah made sense of the nursing 

situation as part of her practice. She also explained how she tried to help her 

similar others in the hospital bay understand: 

‘I used to say to her look [name] she’s one nurse and she’s got 40 patients 
to go around and deal out the medicines to, you know, she can’t be here 
first’ (Sarah, p20). 

Sarah explained how the patients together used holding practices: 

understanding, sharing skills, abilities; teaching, learning, encouraging and 

supporting each other:    

‘Oh yes, I think we were because always, if one of us needed something 
and couldn’t do it, one of the others would… if anybody could move and I’d 
perhaps dropped something… if somebody was mobile, they would come 
and pick up whatever I’d dropped. So we helped each other out wherever 
we could,’ (Sarah, p17). 

Within Sarah’s space of the hospital bay, patients were described as making 

friends with each other. Perhaps even more significantly, feelings of 

responsibility and care were apparent:  

‘we’d ask each other every day how we were,’ (Sarah, p12). 

The following extract was particularly illuminative: 

‘one day she was very, very ill, she started to be sick and was obviously 
very poorly and I rang the bell to get the nurse and I sort of asked… when 
they were seeing to her I said ‘don’t close the curtains round her’, I said, ‘I 
want to watch her’, and I said ‘I’ll let you know if she needs anything else’. 
We were all afraid she would choke, you know, when she was being sick, 
and even at night, they said ‘well you need to sleep’. I said ‘I can sleep’ but 
I said ‘leave the curtains, I need to see her’, because I’d become very fond 
of her actually and her daughter who used to come in to visit, and although 
she couldn’t talk, we could still have conversations’ (p16). 

In this extract Sarah described how she wanted to be able to see her friend and 

neighbour who was suffering and at risk. There was a sense here that Sarah 

needed to fulfil her own spatial practice and felt responsibility, thereby 

maintaining/holding onto a valued part of her identity. This offered further insight 

into the lived space of the hospital bay as populated by Sarah and her similar 

others (patients), rather than ASU staff. This was explained as particularly 

noticeable, and as highlighted earlier, meaningful at night.  
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Figure 11: The stroke survivors’ experience of the ASU: 

The ASU experienced as transitional space 

 

 

 

 

 

 

 

 

 

 

 

 

‘It’s just things like a new life- so you’re going to change your life’ 
(Jane, p16) 

The ASU experienced as transitional space  
As I interacted with the stroke survivors’ narratives I began to understand that 

the ASU experience for three of them was concerned with another meaningful 

space; one that involved transition orientated around self and/or recovery 

(Figure 11). This theme was closely intertwined and connected with the holding 

space of the ASU. For example, Jane’s experience of being confined in the ASU 

holding space was thought to provide time and space for intimate self-

introspection and reflection that related to how she would respond in her post-

stroke space. As such, the holding space was thought to provide both the 

foreground and the unique impetus for Jane’s transition and reassertion of self. 

Therefore as I continued to work with the stroke survivors’ accounts, I began to 
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understand that through the holding space of the ASU, the stroke survivors in 

varying degrees could begin to move towards transition and in one case, 

recovery, whilst there. However this was not explicitly present or meaningfully 

signified within Sally’s account of her ASU experience. 

From this point on, the themes were less consistently evident across the stroke 

survivors’ accounts as a whole. For each theme that follows, the underpinning 

context and relevance for each stroke survivor was also unmistakeably and 

increasingly idiographic.  

The themes that will be presented as contributing to the ASU as transitional 

space are: 

• Transitioning self: surviving the lived space 

• Re-emergence of self 

• Transitional space for recovery. 

 
 

‘Sometimes it doesn’t always go your way’ (Sarah, p21) 

Transitioning self: surviving the lived space 
As already highlighted, Andrew explained how he experienced the ASU as 

holding space through a haze of sleep compared to the heightened, alertness 

and tumultuous night preceding his arrival there;  

‘you don’t know a lot because you sleep....[snoring noise]’ (Andrew, p9).  

Andrew was thereby thought to undergo a passive transition that seemed to 

reflect a relinquishing of awareness, self, agency and temporality. There was a 

sense that this was how he survived the lived space of the ASU and his post-

stroke space. This did not emerge explicitly within the text, but rather through 

the contrast, difference and underlying ‘sense’ that pervaded his account (see 

Appendices 13 and 14). 

Sarah was understood to transition herself in numerous ways within the lived 

space of the stroke unit. The ASU space, understood as co-constituted and 
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existing within the hospital space, had different rules and necessitated a 

different way of being. Sarah was thought to transform (relinquish part of her 

self), adopt her hospital persona, reduce her expectations, and relinquish 

control: ‘I accepted the limitations’ (p20). She explained how her understanding of 

the nursing and hospital situation helped contribute: 

‘I knew when they were short staffed, I knew how much they were having 
to do and you know how little time they had to do it in, which some of the 
others expected a nurse to be there immediately they rang the bell’ (Sarah, 
p20).  

There was a sense that attending and responding in this way helped her feel 

more able to survive the situation, agentive, and also perhaps made her feel 

different from other patients. 

Throughout Sarah’s account there was further indication that her process of 

making sense and looking outward (combining both her internal and external 

resources), encouraged her to be thankful and helped her survive. Her 

understanding, thankfulness and appreciation were visible and clearly 

articulated: 

‘if I needed help and they could help me, thank you very much, you know. I 
said you can’t be sort of bigoted [relates to other patients saying they did 
not want a male nurse looking after them] and… about… in hospital. You 
accept the help, it’s there because they’re all trained and professionals’ 
(Sarah, p18).  

However, despite her apparent acceptance, understanding, and thankfulness, 

disappointment was also thought to pervade her story. This was not as explicit, 

but a felt sense beneath the surface. To illuminate the co-existence of 

disappointment within her narrative it is necessary to revisit a previous extract: 

‘it’s just so understaffed and especially at night. We dreaded nights 
because we knew there was not going to be anywhere near enough staff 
on duty and we all used to say to each other,’ try not to need anybody, 
because you won’t get anybody!’ [laughs]’ (Sarah, p17).  

This was the first clear articulation of significant disappointment and disruption 

within her ASU experience: ‘it’s just so’, ‘we dreaded’, ‘anywhere near enough’. 

Although Sarah used humour to soften her message it seemed to have the 

opposite effect. She was attempting to reconcile and minimize a situation that 

wasn’t humanly possible, to not to need anybody. As this excerpt demonstrates, 
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Sarah’s perception and memory seemed to indicate that nights were to be 

feared, with vulnerable people left to cope/suffer on their own. In this context, 

Sarah was understood to survive by making sense of the situation and through 

her interactions with the other patients of the hospital bay.  

Surviving within the lived space of the ASU and its relevance for self, also 

emerged within Jane’s account. She was understood to look to survive the ASU 

by escaping its confines, albeit briefly at first: ‘go out and have a nice drink’ (p16), 

and do things for herself. She asked for objects to be brought in (i.e. her lipstick) 

that were felt to help her re-establish her sense of self. She felt the ASU was ‘so 

important’, but its spatial practices soon began to be more orientated towards 

holding in a negative sense. The staff were understood as good, caring, and 

went beyond what was expected, but there was a sense that some of them 

varied in how flexible and responsive they were to her transition and quickly 

changing need: 

‘once the make-up goes on and the lipstick goes on, and the perfume, 
they’re thinking oh my god’ (Jane, p20). 

As this transition began, Jane perceived she was becoming problematic in the 

eyes of the staff. She used terms like ‘pain in the neck’ (p20), but also ‘horrid’ and 

‘naughty’ (p21-22) to describe her behaviour, similar to an errant, misbehaving 

child. This provided insight into Jane’s colliding practice: that of being a good, 

well-behaved patient. This was understood as part constituted within her 

experience of surviving the lived space but was also meaningfully related with 

the next contributing theme: re-emergence of self. 

 

‘Once the makeup goes on and the lipstick goes on and the perfume, 
they’re thinking oh my god...’ (Jane, p20) 

Re-emergence of self  
Within the ASU lived space, Jane and Sarah were understood to change and 

transition, reinstating their sense of self and agency in unique ways. Sarah’s 

reinsertion of ‘I’ within her narrative whilst on the ASU was thought to indicate 

her reassertion of self within her post-stroke space, and the transitional space of 
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the ASU. She recounted clear statements that seemed to reinforce her ‘me self’ 

and strength of self: 

‘Because I’ve always been a bit of an all or nothing person’ (Sarah, p10),  

‘I’ve always been extremely active, never a sitting down person’ (Sarah, 
p7).  

This re-emergence and reassertion of self was thought to provide continuity 

within Sarah’s post-stroke space. It was also meaningfully related through its 

utility within her recovery and the transitional space of the ASU (see final 

theme).  

Jane’s re-emergence of self was meaningfully related with her active transition 

and need to do anything asked of her, refuse, even bend the truth, to ‘get home’ 

(p22). Although she had to seek permission (almost plead at times it seemed), 

the ASU staff were thought to be generally consenting. However at the same 

time, she seemed to feel an increasing threat to self. Her account gathered a 

momentum of its own during her retelling. She explained how she ‘will never 

forget’, ‘I remember’. This phrasing was used elsewhere in her narrative when 

conveying significant aspects of her experience: 

‘and then she... yeah she made me go up this... and I said ‘I’ve just gone 
up the stairs, I just want to get home’ and she said... I will l never forget, 
she was going... ‘well I’m going past that way and I could go in your house 
and see’... and ‘I don’t want any’... She said ‘and we could see if we put 
rails up and that would be another five days’.  And I went ‘no I don’t need 
any’. And I remember telling quite a few fibs and saying ‘oh um... I’ve got 
crutches, I’ve got things in my garage [laughing] someone can lend me 
this’ and... just so I went home.  I’m not... I’m horrid.... I’m very naughty 
really to do all that, but I just..’ (Jane, p22). 

All of the above provided insight into what was understood to be Jane’s 

overriding and compelling need to leave, but more poignantly how she ‘just 

want[s] to get home’ (p22). Instigating her escape from the holding space that was 

thought to initially offer safe haven and distance from her life, but that now, for 

Jane, represented restriction and over-protection. Jane’s transition and return 

home was thought to further signify her re-emergence and recovery of self. She 

was understood to continue her work on recovery at home: 

‘I bought myself..you know, the things that you hold to unscrew a top, 
because I haven’t always got the grip there, and it’s not as strong. I started 
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getting it stronger by going to water aerobics, my leg and my arm’ (Jane, 
p6). 

Consequently the final theme: ‘transitional space for recovery’ emerged 

exclusively within the analysis of Sarah’s lived through experience of the ASU. 

 

‘so I more or less said right, well what’s next?  What do we do next?... I felt 
whatever it was I was told to do or to expect, I could get on with it’ (Sarah, 
p23) 

Transitional space for recovery 
This theme revolved around Sarah’s own transitional practice: how she was 

thought to make sense, respond and transition her self for, and during recovery. 

This was also understood to be orientated around the social lived space of the 

ASU, with nurses, physiotherapists and her similar others (patients) assisting 

her transition.  

Within the ASU’s transitional space, Sarah was understood to start the recovery 

process and progress. She recounted her determination and motivation:  

‘they [patients in the hospital bay] used to laugh at me because right from 
the beginning I did my arm exercises… when I was lying in bed, I’d be 
doing that, sort of putting my arms up and down. And they said ‘oh she’s 
off doing her exercises’, and you know, I said ‘well it does help, you know, 
we were told to do it, the physios told me’ so I thought well I’m doing it,’ 
(Sarah, p14).  

As such, Sarah used her own, and other resources to assist her transition. This 

was understood to offer her a sense of continuity of self and agency:  

 ‘because I’ve always exercised all my life’ (Sarah, p7). 

Sarah was thought to make sense of her progress through her own record and 

others: 

‘if they just did what I started doing, and just keep a diary each day, you 
know, that’s …they can write down what they were able to do that day, or 
how they feel or what..’…. ‘mine’s lapsed a bit I must say, but I did start 
writing religiously, you know, put in ..and you can see your progress or not’ 
(Sarah, p22). 

Documenting seemed to fulfil a number of functions. Sarah was understood to 

be both making sense of the disruption she experienced, and using it as a 
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record in which to monitor and make sense of her recovery. She described her 

progress on the ASU as inherently positive, explaining how she changed and 

progressed in a relatively short period of time. By doing so, she was understood 

to reduce the bodily, biographical and temporal disruption brought about by the 

stroke. The significance of this: it ‘meant you were on the road to recovery’ (p15): 

was felt to be important for re-establishing her continuity, and giving her a sense 

of hope for the future within her post-stroke space.  

As already highlighted, Sarah was understood to make sense of the co-existing 

emotions of thankfulness and disappointment within the hospital and post-stroke 

space. An underlying sense of disappointment emerged as Sarah explained that 

in contrast to Jane, she wanted to spend longer in what she felt was the 

potential-orientated transitional space of the ASU:  

‘If I’d stayed at the [ASU], which obviously I couldn’t,’ …. ‘But of course 
everyone I’ve spoken to since, they haven’t stayed at the [ASU] for very 
long’ (Sarah, p6).  

Sarah talked about accepting and reconciling what she could and couldn’t do, 

appreciating the present, whilst also feeling hopeful for the future. However, a 

need to balance this alongside taking action, not accepting, and at times being 

clearly defiant were also understood as important and necessary in relation to 

her recovery and rehabilitation within the transitional space of the ASU: 

‘I can always motivate myself to do more.  And I think that’s important, I 
think some people give in so easily and just think oh well that’s it’ (Sarah, 
p23), 

‘I will not go along with and never have done’ (Sarah, p34). 

The community of the hospital bay, nurses and physiotherapists were thought to 

be significant for offering additional encouragement within Sarah’s transitional 

space for recovery:   

‘if someone was trying to get up off their chair and couldn’t quite… well 
we’d say ‘come on, yes you can do it’.  We all urged each other on and, 
you know, praised anybody who’d done something for the first time’ 
(Sarah, p12). 

Sarah explained how the nurses didn’t ‘mollycoddle’ but moved sensitively from 

holding to transitional spatial practices: 
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‘initially of course they’d bring a bowl of water..then gradually, they would 
bring a bowl and you’d sit in your chair and they’d wash you. But then they 
would say ‘now how much do you think you can do for yourself?’, and I 
would say ‘oh well I’ll have a go at what I can do’’ (Sarah, p19). 

They too were thought to encourage and appreciate her progress. In contrast, 

there was felt to be no gradual transition within physiotherapy. It was described 

as immediate, ‘they started straight away’ (p4), intense and challenging. Within the 

ASU, physiotherapy was perceived as playing a significant part in Sarah’s 

transition and recovery after stroke. She described: 

‘I can remember being amazed…’ (Sarah, p6) 

and going on to explain, 

‘I think it was more intense there. They really did work very intensely and 
there were always two of them, you know, so one to guide,’ ‘they had 
me…they would throw a ball and have me trying to catch it, and kick a ball, 
you know, which I could hardly move at all,’ (Sarah, p6). 

Her experience of physiotherapy on the ASU was understood to surpass her 

expectations and involve work and effort. Sarah perceived it as synonymous 

with her recovery and rehabilitation (apparent as she interchanged between the 

two):  

‘I thought this was a rehabilitation unit [community rehabilitation unit], I 
expected to get more physio’ (Sarah, p5-6), 

and in contrast to her experience later. Corresponding with her hospital persona, 

there was a sense that Sarah’s expectations of recovery were perhaps lower 

and/or less fully formed in the ASU. This, alongside the significant progress she 

made was felt to contribute to her astonishment and appreciation of the ASU as 

a transitional space for recovery. 

Other than a singular mention of the physiotherapists by Jane: ‘they were just 

really nice and encouraging, you know’ (p18), and the OT already discussed in the 

preceding themes: recovery, and therapy staff were significant through their 

limited presence (Jane), or complete absence (Andrew, Sally) in the other stroke 

survivors’ accounts. This reflected Sarah’s experience of the ASU as understood 

as transitional space for recovery, as distinct and unusual within this small group 

of stroke survivors.  
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Summary  
For these stroke survivors, the ASU was experienced as holding space and 

transitional space. They were understood to experience these dynamic inter-

connected and meaningful spaces in shared, varied and unique ways. Holding 

emerged as a fundamental human need within the lived space of the acute 

stroke unit. It was felt to support and help them cope with the change and 

vulnerability they experienced within their lifeworld after stroke (post-stroke 

space) and the hospital/healthcare space. The ASU holding space was 

understood to mean that they were protected, felt safe, and in the most part 

didn’t experience their vulnerability alone. This space was thought to ‘hold’ 

stroke survivors at a distance from their pre and post stroke lifeworld, thereby 

offering them ‘space’ to digest, think, make sense, plan and work towards 

transition. Their experience of the ASU was understood to mean they were held 

through the nurturing and sustaining practices of nurses and similar and/or 

significant others.  

The ASU, understood as transitional space was experienced by three of the four 

stroke survivors. Transition within the lived space of the stroke unit was thought 

to take various forms. This included how they transitioned their self to survive 

the lived space (ranging from a passive transition and relinquishing of self, 

temporary transformation of self, and reassertion of self), their re-emergence of 

self, and transition towards recovery.  

The notions of space within the stroke survivors’ experience of the ASU, 

epitomised space as lived and practiced (Baynham, 2003). This reflected their 

own spatial practice and that of others which included patients, nurses and other 

staff based on the stroke unit. The following chapter ventures the lived 

experience of the healthcare practitioners involved in this study. As such it 

provides an opportunity to encounter their experience of the ASU, and aspects 

of their spatial practice from their own perspective through my interpretation of it.  

Chapter 6 elaborates on the lived through experience of the ASU, but orientated 

within the accounts and stories of the four healthcare practitioners who took 

part. As with this chapter, a shortened version of the textual reading for Clare, 

one of the healthcare practitioners, precedes it.  
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Prologue to Chapter 6 

Clare  

Clare was a nurse on ASU1. Her biographical history was intertwined with 
that of the unit, as they had grown, evolved and developed alongside each 
other over a considerable length of time:  

‘and in the time I’ve been here…and there’s been so many different things we’ve 
had to learn’ (p68).  

As Clare journeyed personally, professionally, temporally and spatially, she 
was understood to develop and feel a strong attachment to the lived space of 
the ASU:  

‘I’d never leave here I don’t think until I retire’ (p46-7).  

Making a difference in the lifeworld of another- for self and another (Clare’s 
project) 

Clare was understood to have found the profession: ‘it’s all I’ve ever wanted to 
do’ (p68), then the setting and place (the ASU) for her to belong, be at home 
and be a source or reason for noticeable change and effect in the lifeworld 
of another: 

‘I got a job here because strokes got so much- it covers the elderly, it covers the 
young and there’s a lot of satisfaction with it and you feel that you are actually doing 
good the majority of the time’ (p25).  

She perceived this making a difference as significant for the patients that she 
worked with, her own self-development, and for sustaining her self: 

‘you know but I couldn’t think of working anywhere but with stroke now because it 
makes you a better person I think’ (p25). 

Managing and employing a portfolio of nursing selves 

As part of Clare’s experience, recognition of the importance of everyone 
was understood to coexist alongside the singularity and distinction of the 
nurse:  

‘and everybody is just as important but the nurse…is the one that does everything 
when everyone else has gone home’ (p38).  

Clare’s experience was thought to reflect the magnitude of roles and 
responsibilities inherent in her nursing work; those she took on, 
relinquished, absorbed or was given. She was felt to use the potentiality of 
what was understood to be her portfolio, or facets, of her nursing self (i.e. 
stroke nurse, caring nurse, rehabilitation nurse, advocate, moral-ethical 
nurse, managerial nurse and transitional nurse). Through the analysis it 
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emerged that Clare’s caring self was particularly central to her sense of 
belonging, important for her personally, and congruent with what she 
perceived as significant in her work with stroke patients:  

‘stroke patients really need support and need to be able to adapt and the different 
things that you can do’ (p32).  

She was thought to corporally sense and respond to the adversity 
experienced by another emotionally and with time, patience, empathy, 
compassion and understanding. She explained how she talked, supported, 
encouraged, reassured, listened, distracted, involved them and was just 
‘there’: 

‘if they`re having a bad day they`re having a bad day and there`s nothing you can 
do about it you`ve just got to be there for them’ (p69). 

Clare was understood to also utilize and intertwine her caring and 
rehabilitation self to encourage patients to respond to what she perceived 
was the physical and psychological challenge of rehabilitation: 

 ‘it’s just encouraging them and giving them the will to fight really..’ (p34). 

Making sense of congruence and disharmony within her portfolio of selves 
and her project (making a difference to the lifeworld of another) 

As illuminated above, Clare’s experience was understood to involve 
creating, using and managing her portfolio of selves. These were understood 
as dynamically interconnected, her gifts to another, often in play at the same 
time, but not always harmoniously. Some were felt to require little effort or 
cost to maintain: 

‘it`s just – there`s a lot of giving without any actual hard work’ (p68). 

However, there was a sense of the emotion work and labour involved when 
there was perceived to be discord in the congruence of her selves and her 
ability to make a difference. The following extract illuminates how the 
change in staffing and her nursing role meant she experienced a concern for 
her caring self: 

‘the washing, getting them out of bed, feeding them, doing the obs which is, which 
is what they [health care assistants] do….turning them….all the things we [nurses] 
should be doing but we don’t always get the time’ (p65). 

This was alongside the physical and psychological effects she experienced in 
relation to the increased time pressures, workload and demands: 

‘but it`s still quite scary- you come in some days...and trying to get the workload 
done in the time that you`ve got you know...’ (p45). 

Clare recounted ‘it’s bad at the minute’ (p20), ‘at the minute it’s very hard 
anyway’ (p21) a few times during our conversations. Her account offered an 
insight into what were perceived to be potentially disruptive events (i.e. 
change to her role, changing service, advances in practice, Care Quality 
Commission visits, the uncertain climate within the Trust) to her sense of 
continuity in her self-made project and work:  
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‘that particular day everyone was fearful about their jobs and the quality control 
had been here and things have changed in how we write things and.. increased the 
workload really..’ (p33). 

‘that’s how I feel- a good day’s a day when you’ve done something other than 
medications for a patient’ (p66) 

‘you know and when the thrombolysis started – I`m still frightened of 
thrombolysis’ (p41). 

As can be seen from some of the extracts above, Clare was understood to 
evaluate and make sense of her experience alongside this ‘making a 
difference’ on a daily basis. There was felt to be a juxtaposition of good, bad 
and extremes that materialised as part of Clare’s experience: 

‘It has days when you think I’m gonna look for another job tomorrow [laughs] 
yeah…but there can’t be anything more rewarding than this…but it can also be 
devastating’ (p46). 

This offered a sense of complexity, discordance; an intimation that at times 
her belief and her ability to sustain were indeed tested. Clare was 
understood to have invested heavily in and of her self; in her sense of being 
a nurse, and a good nurse. She was thought to cope with and manage the 
threats that might dismantle her particular project: making a difference to 
another, intertwined with being and becoming a better nurse. On the whole, 
Clare was understood to maintain and sustain her project and portfolio of 
nursing selves through their congruence and compatibility: 

‘you feel that you are doing good the majority of the time..you know…that is what 
makes working here worthwhile.’ (p17).21 

 

 

  

                                            
21 This is a summarised version of Clare’s full textual reading, which can be found in 
Appendix 19. 
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Chapter 6 
Healthcare practitioners’ 
experience of the acute 
stroke unit 

‘The more carefully one examines space, considering it not only 
with the eyes, not only with the intellect, but also with the senses, 
with the total body, the more clearly one becomes aware of the 
conflicts at work within it, conflicts which foster the explosion of 
abstract space and the production of space that is other’  

(Lefebvre, 1991, p391). 

 

Introduction  
In the previous chapter, notions of space were integral to stroke survivors’ 

accounts and my interpretation of their experience. Chapter 5 explained how the 

stroke survivors were understood to experience the ASU as a lived space: a 

holding space and transitional space: which were interconnected with other 

meaningful spaces. The stroke survivors’ ASU experience was represented as 

intertwined with the spatial practices (holding and transitional) they and others 

undertook. The notion of space emerged as pertinent to the healthcare 

practitioners involved in this study, but in different forms and ways. Situated 

within the place of the ASU, and embedded within their experience of the ASU, 

the healthcare practitioners’ talk represented the meaningful ground of space 

and spatiality that drew on Lefebvre’s (1991) production of space22, as well as 

transitional space (their own, and others). These notions of space were not 

brought a priori but emerged during detailed hermeneutic analysis of their 

accounts.  

                                            
22 Space that is socially formed through tripartite production: perceived, conceived and lived 
(Lefebvre, 1991). 
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This chapter began with a prelude: a summarised version of one of the 

healthcare practitioners’ experiential accounts: Clare. This was offered as a way 

of entering the interpretive space, but also as a transitional tool for moving 

between the two horizonal perspectives of the ASU experience (stroke survivor 

and healthcare practitioner). It introduced Clare’s particular project; being and 

becoming a better nurse and making a difference to another; her portfolio of 

nursing selves, and how she made sense through the congruence, disharmony 

and conflict present between them, within her experiential account.  

This chapter proceeds to illuminate my detailed interpretation of the healthcare 

practitioners’ ASU experience. It also includes: 

1. A description of the healthcare practitioner participants: Clare, Helen, 

Beth and Angela.  

2. Some reflections on my own experience and thinking as I interacted with 

their accounts and entered and worked within the hermeneutic circle. 

3. A representation of the key meanings and relation regarding these 

healthcare practitioners’ experience of the ASU as the phenomenon of 

interest.  

Description of the healthcare practitioners   
The four healthcare practitioners were from ASU1. Clare was a nurse who had 

qualified over a decade ago. Helen, also a nurse by profession, had been 

qualified for nearly 20 years. Both of them had worked on ASU1 for 5 years or 

more. Beth was a rehabilitation assistant that had joined the ward 2 years 

previously and undertook both physiotherapy and occupational therapy related 

activities as part of her role. Finally, Angela was a therapist who had been 

employed to work on the unit directly after qualifying, and had subsequently 

worked there a number of years. Two of the healthcare practitioners were 

interviewed within the workplace, one at their home and the fourth on University 

premises. The data collected regarding their experience covered the time frame 

of September 2010 to December 2012 (Table 4).  
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Pseudonym ASU Interview setting/ 
context 

Number of sessions 
(length of in 
minutes) 

Clare 

 

ASU1 Workplace 1 (61.11)- which 
included the creative 
activity 

2 (109.49) 

Helen 

 

ASU1 Home 1 (52.45)- which 
included the creative 
activity 

2 (66.42) 

Beth ASU1 Workplace 1 (47.52) 

Angela 

 

ASU1 University 1 (77.00)- which 
included the creative 
activity 

2 (80.00) 

Table 4: Healthcare practitioners’ characteristics 

Clare, Helen and Angela completed both the creative activity and the second 

session to discuss their experience, and what they had produced. 

Key reflections and understanding are articulated in this chapter. I begin with 

some reflections on my interactions with the healthcare practitioners who were 

involved in the study. I then proceed to illuminate how the social produced space 

of the ASU emerged from the analysis, and how this in turn provided access to 

the key meanings and meaning relation for the healthcare practitioners’ ASU 

experience as the phenomenon of interest. This functions to foreground the 

context within which the lived experience of the ASU was encountered and 

made sense of. 

Reflections on my interaction with the healthcare practitioners  

Clare, unlike Helen and Angela, struggled with the creative activity and needed 

reassurance about her contribution to the study:  

‘I`m not going to be much help…nursing magazine is probably a bit more 
my style. It`s in my head and I can`t get it out’ (Clare, p16). 
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When I went back for the next session Clare had added to her theme board. In 

fact she was the only person to do so. It seemed that although this activity had 

been challenging at first it provided an opportunity to (literally) construct and 

make meaning ‘in her head’. It meant she had engaged with her thinking at the 

time, and then subsequently. It also felt as if we had found a comfortable way 

of relating, with our following conversation better as a result. 

The ‘interview as conversation’ was less successful with Beth. There was a 

different dynamic: I sensed her frustration with my questions, I could see an 

anxiety rash spreading up her neck. I suspected this was due to a number of 

factors. The creative activity that she opted out of had offered time, 

togetherness and a sense of familiarity that helped me and the other three 

healthcare practitioners more effectively begin and sustain the interview as 

‘conversation’. Beth’s interview was also undertaken in the workplace and her 

lunch hour. Although I consciously attempted to build a relationship at the start, 

it was perhaps too hurried and forced. I wondered how much I related to Beth’s 

perception of authority within our interaction. I had attempted to emphasise my 

student and researcher status (rather than physiotherapist; she was a 

rehabilitation assistant). Although she was assertive and able to articulate her 

disagreement clearly at times, at the end of the session she said it felt like a 

‘job interview’. This might have alluded to an imbalance, that she felt studied 

and appraised, all of which I failed to successfully manage during our 

interaction. This might have played some part in why she expressed the 

greatest congruence within her experience, perhaps painting an optimal 

account so as to ‘get the job’. However it might also have meaningfully related 

to her way of thinking about her experience (see Appendix 20, individual 

summary). Perhaps she envisaged her work as just what she did; that there 

was nothing special in it that would warrant attention (from me or anyone else). 

This might have therefore felt counter-intuitive to my questions and what she 

perhaps thought they asked of her; to dismantle her investment and/or 

deconstruct her natural and commonplace way of being. 

Examples of using my horizon of understanding of Clare’s ASU experience as 

a ‘lens’ within the hermeneutic circle 

I was struck by the positive nature of Clare’s account. I realised I was 

assuming her experience was full of challenge and pessimism; such was my 
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own in practice. This was what I was grabbing onto, rather than what 

presented itself to me, or permeated the inter-subjective space when I let it.  

There was power, strength of self, and purpose in Angela’s account. I attended 

to Clare’s story; was she powerless? Definitely not, she too was felt to have a 

strength of purpose; a purpose to make a difference to another. Clare seemed 

to reflect a more ‘transitional self’. Angela appeared to be a self that 

transitioned others. One was thought to reflect an internal transitional focus, 

embedded within her inner self (Clare), one was directed towards a more outer 

space, transitional experience that looked to enable others (external) (Angela).  

As I worked with Beth and began to develop my thinking about her experience 

as contributing to belonging, I (re)turned my attention to Clare. Beth, like Clare 

looked to respond and adapt, but not through the multiple facets of self, but 

rather a singular self that molds. Could Clare’s multiple selves be what Cutcher 

(2015) refers to as a ‘portfolio of belongings’? Belonging which is: 

‘embodied and situational, liminal and transitional, depending upon time, 

moment and place’ (p 226)? 

Reflections on the analysis  

As I listened to the recordings and analysed the healthcare practitioners’ 

accounts, I became increasingly aware of how complex and laden their ASU 

experience was on a number of levels. The practitioners’ aspirations for 

themselves and the practices of the unit appeared to exist alongside their day-

to-day experience, and the challenges they experienced in achieving their 

meaningful work. This was where the ‘weight’ of their data lay; in this 

smorgasbord of conception, perception and lived experience (Lefebvre’s 

(1991) spatial triad23); and how they attempted to understand and make sense 

of the complexity, congruence, and conflict interwoven within it.  

A précis of the understanding developed from each healthcare practitioner’s 

individual analysis can be found in Appendix 20.  Explanation of how their 

individual themes contributed to the final themes is in Appendix 21. Table 5 

                                            
23 The interconnected tripartite: representations of space (conceived space), spatial 
practices (perceived space) and spaces of representation (lived space) (Watkins, 2005). 
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provides an overview of how the final themes were present or absent, across the 

four healthcare practitioners who took part.  

 Participant  

Theme 

Cl
ar

e 

He
le

n 

Be
th

  

An
ge

la
  

Work as existential project: experiencing 
authenticity and belonging 

    

Experiencing authenticity and 
belonging through their 
relationships with others 

    

Experiencing authenticity and 
belonging through their contribution 
to patients’ transitional work 

    

Experiencing vulnerability to their project     

Feeling displaced in time     

Feeling a disrupted sense of 
belonging 

    

Surviving threats to belonging and 
authenticity 

    

Table 5: The emergent themes for the four healthcare practitioners’ lived 
through experience of the acute stroke unit 

Through extensive, iterative, hermeneutic work with their stories (some of which 

is briefly articulated above) I began to develop an understanding of the 

healthcare practitioners’ experience of the ASU. My analysis provided access to 

understanding their ASU experience from the perspective of their meaningful 

work, from the nexus of their work as existential project. This was understood 

to mean that they experienced authenticity and belonging (Figure 12). 
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Figure 12: The healthcare practitioners’ experience of the ASU: 

Work as existential project: experiencing authenticity and belonging 

 
Work as existential project 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
‘I love the job, you know, so it’s come…I’ve been waiting all my life for this 
job.’  (Beth, p36-7) 

Experiencing authenticity and belonging  
The four healthcare practitioners described the patients’ stroke and the adversity 

they saw patients work through, as the triggers for their project. Working on the 

unit was understood to offer these healthcare practitioners the opportunity to put 

their project into action, fulfill a need within themselves and be true to what they 

believed they could be (authenticity): 

‘you know..it..I couldn’t work with anyone else- there is so much going on 
with stroke and so much evolving and so much that you can give to 
it…there is so many people getting it’ (Clare, p25). 

In various ways their work as project was understood to meaningfully relate to 

their self that belonged and felt at home in the stroke unit, field of stroke, and/or 

their specific profession, with others they worked with (colleagues and patients), 

and in the work they undertook. Two of the participants (Beth and Clare) 

described a fittingness that existed across their lifeworld as a whole: 

‘I’m like that outside as well’ (Clare, p51).  

Experiencing 
authenticity and 

belonging   
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Terms such as ‘love’ were often used to reflect this belonging within the nexus of 

their project:  

‘Just I suppose how I love this part of my job, the clinical side’ (Angela 
p16).  

This meant the healthcare practitioners felt they belonged and were at home in 

relation to self, self and world, and self and others: 

‘‘cos that’s why I came into nursing’ (Clare, p67) 

‘so this was very much communal stuff, how it’s really good to be part of a 
team, I think we’re a professional team, it’s a happy team’ (Angela, p65). 

Although these healthcare practitioners were understood to share similar 

experiential claims regarding their project-ed work, their authenticity was unique 

for each of them and is offered below. It illustrates the highly situated ways in 

which the particular meaning of authenticity and experienced belonging were 

constructed from each person’s account.  

The meaningful relation of the health practitioners’ at-homeness emerged more 

visibly for three of the four participants when they experienced inauthenticity, 

vulnerability and threats to their ‘work’. Authenticity was not often explicitly 

expressed, and it was only through working intensely with the data that these 

almost intangible, hidden meanings emerged.  

Quotations are inserted below, but the contribution of the corpus as a whole was 

more indicative of the meaning, than a mere single extract can convey. Ongoing 

reference to the particular authentic focus for each person will be made 

throughout this chapter of findings. This more effectively reflects its re-

emergence and relevance within participants’ accounts of their experience. 

Helen: Helen’s authentic self, emerged as an embodied point of contact and 

connection, in a situation-world (with others) that she viewed as a complex web 

of contact and connection:  

‘it’s the effects, and with each ripple there’s the effect of the stroke, and 
…..and the relatives and the interaction’ (p15). 

For Helen, this world post stroke was perceived as full of indefinites and 

possibilities. The numerous interconnections, unknowns, and people involved, 
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were thought to add to this complexity. This was what she described as 

attempting to convey to patients and the relatives that she worked with:  

‘because I always turn round and say…with a stroke it’s like throwing a 
stone into…’ ‘it’s one of the things I say, and each ripple effects someone 
in a different way’ (p10).  

She was understood to look to provide an embodied constant: a presence, 

connection and sense of support from within the midst of this uncertain turmoil: 

‘some people are gonna need help ..or support, and some people are not 
going to make it. They might end up being bed ridden, or they might end 
up…sort of passing away…But also they need, there …there should be 
that support, and that dignity anyway wherever….whichever way they`re 
going’ (p39). 

This meant, when working authentically, she felt she could assist and help 

patients and relatives navigate these possibilities, ride out the ripples, and 

contribute to support and dignity, wherever patients went: 

‘And I would be there with the patient....guiding them or facilitating where 
they were going to go’ (p7). 

There was a sense that Helen felt she belonged with the patients, relatives and 

nurses based on the ASU. As an embodied point of connection, Helen was 

thought to be grounded and at home within what she perceived was the 

complex, interconnected post stroke world.  

Beth: Beth’s project was thought to mean working with, and sustaining patients’ 

individuality. This was not something she constructed or produced, but 

something she explained was already there, and the own-ness of the patient:  

‘no, not to treat them as an individual because they are all individuals’ (p6). 

A sense of both sameness and difference also emerged within her narrative. 

She was understood to experience belonging through her sameness with others 

(as a person and human being):  

‘Everyone... you know, we’re all human beings and all the same in the bath 
is what I always say, regardless of who you are and what you do, we’re all 
the same’ (p30).  

At the same time she described how she responded to each person’s unique 

needs on a moment-by-moment, day to day basis: 
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‘you just take each patient as an individual…][ you can’t treat two the same 
because they’re not the same’ (p5).  

Working authentically, Beth was thought to experience existential becoming as 

well as belonging and at home-ness within the ASU. This was illustrated by the 

quotation used to start this section: 

‘I love the job, you know, so it’s come…I’ve been waiting all my life for this 
job.’ (p36-7).  

 

Clare: Clare’s project was understood in relation to her ability to make a 

difference to the lifeworld of another (for herself, and another):  

‘you know but I couldn’t think of working anywhere but with stroke now 
because it makes you a better person I think’ (p25). 

Clare explained how she had found the profession, then the setting and place 

(ASU) for her (self) to belong and be a source of goodness. She too expressed 

her ‘work’ in line with becoming and development of the self. For Clare 

personally this was felt to intimate a ‘coming home’ that was a culmination of 

time, effort and her ongoing perseverance. Clare’s authentic work was felt and 

sensed emotionally. She was understood to respond to adversity (death, 

emotional consequences of stroke- despair, depression, vulnerability, 

helplessness, fear) and the needs of another: 

‘giving the care that they need but also the encouragement that they need’ 
(p34).  

She was understood to merge, manage and sustain multiples roles, interlacing 

and balancing them as part of her ‘work’, with the needs of stroke patients and 

the demands of others. These were thought to represent her portfolio of ‘selves’ 

that she believed were essential for fulfilling her own aspirations, self-

development, and as ‘gifts’ through which she could make a difference:  

‘you feel that you are doing good the majority of the time….you 
know….that is what makes working here worthwhile’ (p17).  

 

Angela: Angela explained how she and others were instrumental in providing 

stability and the impetus necessary for driving, but also sustaining development 

and improvement, when she first started working on the unit. There was a clear 
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understanding of individual and shared responsibility, power, and ownership 

within this aspect of her experience:  

‘so if you take your team....we were all up for improving’ (p20).  

Throughout her account, emphasis on her instrumental ‘I’ and agency of (her) 

self but also stroke survivors, emerged as central to Angela’s authentic self-

making within the stroke unit situation:  

‘I suppose I still love the kind of one to one …management of the team sort 
of thing, the development of the individuals’ (p17).  

The following excerpt from our conversation started with her explaining what she 

enjoyed. This provided further insight into her own project and instrumentality 

(despite her talk initially suggesting otherwise), and how she practiced to enable 

others: 

‘I kind of meant where I suppose how much I enjoy the patients doing it 
and it’s nothing to do with me, it’s them... you’d set them... you might have 
got them up on the skis, but then they’re off skiing sort of thing, um... and 
the teacher, or the [therapist] or the whatever isn’t in that picture, it’s 
them... it’s got to be them that’s doing it, that’s how... and how I love that 
part of it’ (p68). 

Despite each healthcare practitioners’ uniquely, ‘authentic’ position, similarities 

in how they were understood to experience, think about, and aim to practice in 

the ASU became apparent. Through their relationships with others they were 

felt to experience authenticity and belonging (Figure 13). 
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Figure 13: The healthcare practitioners’ experience of the ASU:  

Experiencing authenticity and belonging through their relationships with 
others 

Work as existential project 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

‘you’re just not a number, you’re a person, so whether it’s a working 
relationship, a patient relationship, or a relative relationship, then you’re 
all individuals again aren’t you, and not just the... a number...’ (Angela, 
p43) 

 

Experiencing authenticity and belonging through their relationships 
with others 
The healthcare practitioners’ need to relate and connect, were understood first 

and foremost as a fundamental part of their project (Figure 13). It was 

considered an essential human need, but also how they worked to belong, 

worked on their self, worked to contribute to patients, colleagues, and the work 

of the ASU. This interpretation will be articulated further below. 

These healthcare practitioners were understood to implement, action, and 

embody their project primarily by relating and connecting. They were understood 

to form, develop and sustain relationships, and practice relationally with others. 

They explained that they did this through their: embodied presence, proximity 

and connection; commitment to individuality; and their ability to relate by 

Experiencing 
authenticity and 

belonging through 
their 

• relationships with 
others 
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witnessing, recognizing and understanding. Being close, present, connecting 

through touch and/or conversation were particularly resonant within Clare’s and 

Helen’s readings. Here, I will attempt to provide hermeneutic access and 

idiographic understanding to illuminate these experiential concerns.  

Being an embodied nursing presence and connecting with patients were 

understood as important for Clare’s project, authenticity, experienced belonging 

and relationships with others (colleagues and patients): 

‘the best days are the days where you`re actually working with people, 
patients and staff that you..get on with because without the laughter on the 
ward the patients wouldn’t get through the day and we wouldn’t get 
through the day’ (Clare, p18). 

Clare explained how she responded to the individuality of stroke, its associated 

‘badness’, and patients’ helplessness and vulnerability, in a protective and 

practical way:  

‘you’ve got to talk to them because it’s more embarrassing for them to be 
washed than me so if you talk to them it takes their mind off it and then you 
get to know them a bit more’ (Clare, p51).  

Where Clare perceived adversity and ‘blackness’:  

‘it’s really dark- it’s a bad time and they’ve got to get through it, and I 
imagine…I thought how I would feel if I was that person, I’d be really black’ 
(Clare, p56), 

and worked to support or prevent this as far as she could, Helen was 

understood to visualize stroke as inevitably setting in motion a whole series of 

interconnected events and people. She used extensive water based metaphors 

to explain her thinking. She explained how the stroke produced ‘ripples’ on the 

‘mill pond’; that the magnitude and outcome of the impact varied depending on 

the person (individuality of stroke-person interaction), and nobody really knew 

how things would work out. She perceived that the ripples drew in not only the 

person who had the stroke but family, friends and healthcare professionals, 

sometimes creating an inevitable downward cycle and unstoppable force; the 

‘whirlpool’ or ‘tidal wave’. She explained that there was hope but this sometimes 

foundered, the waters overflowed and they could drown. This was illustrated by 

the following extract: 
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‘I`ve got that drowning man haven’t I? Cos ..and destroying hope..][ if 
you`re not talking to people and you`re not explaining things then..they`re 
not aware…and so the impact of these ripples and that…then..they`re not 
aware of what`s going on and it just feels like everything`s closing in.. and 
no one`s being told’ (Helen, p36-7). 

Helen’s project-ed work was understood to mean protecting from this possibility. 

By being an embodied point of contact and connection for staff, stroke survivors 

and relatives, she was understood to work to provide a steady reference point in 

what was (she perceived), a complex, turbulent, uncertain and potentially 

threatening world post stroke. Helen explained how her role meant she worked 

both on and off the stroke unit. Her narrative described a sense of belonging, felt 

closeness, empathy and need to help, not just patients, but also nursing staff. 

She referred to being taken ‘away from the nurses on the ward’ (Helen, p34). At the 

same time: ‘if you were to look at the nurses on the ward and myself’ (Helen, p43), 

she indicates her outsider-ness-insider-ness situation. Understanding her project 

as being an embodied point of contact for staff and patients on and off the unit, 

meant Helen was thought to work with multiple priorities and concerns, whilst 

paradoxically belonging and not belonging. There was a sense that this may 

have exposed her to greater vulnerability (see page 178 in this chapter).  

For Clare, nurses were understood as distinct in their relation, presence and 

proximity:  

‘But the nurse..is the one that does everything when everyone else has 
gone home’ (Clare, p38).  

She explained how they remained a constant presence and moved closer during 

death: ‘the therapists tend to back off’ (p53). Clare described continuing this 

connection even after death: 

‘I always talk to them as if they were… even afterwards I still talk to them 
when we wash them and things like that’ (p54). 

Relating and connecting in this way were thought to be significant for Clare’s 

caring and authentic self. Caring practice and compassion were also understood 

as meaningful to Beth. She felt they were inherently moral, universal, but also 

natural and ordinary ways of being. This was illuminated by her definitiveness 

and the existential characteristics included within her dialogue: 
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‘It’s just something that is..it isn’t something that you get to know. That is 
what it’s all about isn’t it? You don’t sort of come in and think oh yeah, 
that’s right there’s some patients here, we’d best be looking after those. 
That’s what it is. You’re here because there are patients that need looking 
after’ (Beth, p33). 

Angela, Helen and Beth also described how they worked to recognise, 

understand, and sustain the patient as an individual through their relationships 

and connections:  

‘it’s just seeing the person, and working with them, to achieve what..as 
best they can’ (Helen, p38).  

Beth was unequivocal in her beliefs, and Angela was thought to allude to this, 

but less strongly. This was something that she worked at, explaining how ‘getting 

to know’ patients ‘made’ them an individual (Angela, p32). In contrast and as 

previously explained, Beth understood individuality as not something she could 

give or provide to someone else, but as something already theirs. Beth 

explained how she used her interaction, responded and adapted to difference to 

uphold (re-establish and sustain) the individuality of the person, ‘not just 

somebody else having a cup of tea’ (Beth, p21), and best meet their needs. Relating 

in this way was perceived as important as a human being, but also an admission 

perhaps that the situation (after stroke and in hospital) could diminish stroke 

patients’ individuality and sense of self. Beth explained how she considered the 

patients’ perception of her own personhood and individuality as important too: 

‘But you want them to sort of think that they’re happy to see you as a 
person’ (p32-33).  

She was understood to share the same need to not be just ‘someone’. All of 

which offered insight into what she felt was a sense of welcome, recognition and 

approval on both sides of meaningful relationships. 

Part of the healthcare practitioners’ existential project was understood to 

therefore mean relating through their ability to witness, recognize and 

understand: ‘recognising when they are frightened’ (Clare, p17). This was perceived 

as relevant for their relationships with patients, but also their colleagues. It 

emerged as significant for Helen, Angela and Beth to recognize and bear 

witness to the nurses’ experience and other staff members:  
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‘we could all see the different pressures everyone was under and I 
suppose accommodated that as well..’ (Angela, p15).  

For Clare and Beth, empathy and empathic imagination were thought to mean 

they could relate, understand and respond. Clare described how she used 

empathic imagination to guide her interactions and enhance her perception of 

patients’ experience:  

‘imagine yourself in a hospital bed- how would you feel in a hospital bed? 
You’re able to wash yourself and someone comes and does that for 
you?’... ‘I wouldn’t like that so I wouldn’t do that to a patient’ (p64). 

Beth explained how she practiced empathically, responded individually, and 

tailored her approach to each person ‘just by getting to know the patients’ by ‘like 

taking a little mental step back when you first see them’ (p6), during each interaction, 

every day. This was meaningfully related with her ability to work with and 

support patients’ transition after stroke. Beth explained this underpinning 

foundation (morally and practically) in the following quotation: 

‘Well you can’t... how can you treat somebody if you don’t know them?  
You don’t... you know, you’re going to know them in an... their ins and outs 
of them, you can’t just treat them as a patient because that’s not right, you 
know, we need to know, you know, you kind of... if they’re here a while you 
get to know them, you get to know their moods and, you know, then you 
can treat them better and encourage them better if you know um... how 
they are and how they’re feeling’ (Beth, p7). 

In Angela’s case, a bidirectional understanding between her and patients was 

understood to be important for her existential project and sense of self but also, 

like Beth, as a basis for patients’ transition and rehabilitation after stroke: 

‘If they get to know you and hopefully you’ve built a good enough 
relationship up with them, then we can facilitate the progression stages of 
improving and them trusting you with all of that’ (Angela, p32-3). 

The accounts of these four healthcare practitioners offered insight into 

relationships as meaningful to their work as existential project. In sum, 

relationships and connections were thought to help explain, involve, support, 

assist, protect, warn, prepare and develop awareness, knowledge and 

understanding. They were understood as helping the healthcare practitioners 

maintain hope for stroke survivors, and facilitate their thinking and taking action. 

They felt that their relational work allowed them to discuss wants, realities, 

processes and paths with patients and relatives: 



 160 

‘and they’ll say well my goal would be to return home, and then you can 
say right you want to go home, you want to be discharged- how are we 
going to do that?’ (Helen, p15).  

As I immersed myself in their talk and analysed their accounts, these 

relationships and their relational work (as presented in this section), emerged as 

providing the foreground for what they felt was another meaningful part of their 

ASU experience: how they experienced authenticity and belonging through their 

contribution to patients’ transitional work (Figure 14). 

Figure 14: The healthcare practitioners’ experience of the ASU: 

Experiencing authenticity and belonging through their contribution to 
patients’ transitional work 

Work as existential project 
 

 
 
 
 
 
 

 
 

 
 
 
 
 
 
 

 

‘they’ve got to be able to trust you in order to move from A to B, even 
though they feel they can’t. So I think if you haven’t built up that trust then 
they’re not going to take that next step’ (Angela, p 33) 
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Experiencing authenticity and belonging through their contribution 
to patients’ transitional work  
The healthcare practitioners’ sense of belonging and authenticity were 

interconnected with how they felt they could support and contribute to another, 

in particular patients’ transitional work (Figure 14). The health practitioners 

described how they aimed to support and encourage patients’ work, during what 

they perceived was an uncomfortable, unfamiliar, and sometimes frightening 

experience:  

‘when anyone’s faced with an illness to begin with…it’s frightening (Helen, 
p24).  

There was a sense that most of the healthcare practitioners felt that emotional 

and psychological work was necessary: 

‘try and get them out of the sick patient you know..but..without the laughter. 
And the tears you don’t get anywhere really’ (Clare, p20). 

Clare explained how she supported and encouraged patients so that they could 

transition emotionally (fear to hope, dark to light), adapt, learn, adjust, whilst also 

strengthening and preserving their ‘self’. She felt she provided opportunities to 

patients to regain control through decision-making: ‘I’ll always offer them the 

choice’ (Clare, p64), maintain and encourage independence. 

As part of their contribution to patients’ transitional work, the healthcare 

practitioners described their attempts to assist patients to respond to the 

challenge of rehabilitation. Clare and Angela considered the interconnection and 

importance of mind (emotional/ psychological) and body (physical):  

‘and I think stroke rehab in a lot of ways is a really bad struggle- if you 
can`t walk at all and then you being..you tried to...people are trying to 
make you do it….it must be really hard’][‘...but some of them you can see 
them actually fighting ..they`re on the hoist and they see someone on that 
hoist  ... ‘how do they get on that?’ and you see them physically …..really 
willing themselves to..to improve’ (Clare, p57).  

They perceived that work, practice, effort: ‘so how could you run a marathon if you 

didn’t practice everyday and improve every day or every week?’ (Beth p13): taking 

control and transitioning towards (self) rehabilitation were necessary for 

responding to this challenge. As already highlighted, Angela discussed the 

physical and psychological challenge of rehabilitation, framed alongside the 
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need to develop patients’ confidence and trust. This corresponded with the 

emphasis she was understood to place on instrumentality and agency within her 

account:  

‘it’s not about me, it’s not about what I say, a lot of patients are very 
thankful for what you’re providing them... I say it’s not about me, I’m not 
making you better, you’re making yourself better.  You just need to use me 
to make you better, use me in whatever way you want to, just get better, I 
suppose, in a way.  I am... and yeah, that with that, they’ve got to be active 
in what they’re doing, it’s not about me passively moving their arm, it’s got 
to be them and all of the other clinical side of that, how important it is, I 
think’ (Angela, p68-9).  

As such, the ASU healthcare practitioners’ project was understood to involve 

supporting the individual patient’s response to the stroke (physically and 

psychologically). This also related to how Helen and Angela described their 

efforts to support hope after stroke. They perceived this as essential and 

necessary for patients to respond to the challenge of rehabilitation, life after 

stroke, and for the work required of them: 

‘showing that light, but in a way that doesn’t say that you’re going to get up 
and walk and go back to work, but trying to make it as realistic to what it’s 
going to be like early on in their journey, which is sometimes a very hard 
conversation to be having with people’ (Angela, p47).  

‘Light’ was used symbolically to both represent illumination of a perceived dark, 

possibly hopeless current situation, and a hopeful (but realistic from Angela’s 

perspective) visualization into the future. Tellingly, Angela went onto ask:  

‘we see people very early on and if you’re’… ‘not showing them the light, 
that things can improve, then what are you working towards? Nothing’ 
(Angela, p48).  

This last word by itself strongly conveyed hope, and hope in the early, 

immediate phase after stroke, as perceived by Angela, as inherently important. It 

was understood to protect patients from what would otherwise be (through mine 

and Angela’s lens), a diminished nothingness. Beth and Clare were understood 

to emphasize their role in motivating and encouraging stroke patients. Although 

Clare used similar imagery to Angela; darkness and light; this was in relation to 

achieving recovery, rather than hope itself. Helen, like Angela, described 

working with hopefulness, but situated within her uncertain, indefinite world-

situation. This was illustrated in the following two excerpts: 
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‘there’s always that degree of hope…you just don’t know what’s round the 
corner’ (Helen, p23) 

‘that is where your hope and that comes in…because it should always be 
there for you to try and grab onto’ (Helen, p14). 

Helen was also distinct in her expression of her own need for hopefulness: 

‘otherwise….I don’t see the point of working there’ (Helen, p23).  

In summary, the healthcare practitioners were understood to aim to support and 

contribute to the transitional work of stroke patients as part of their project. The 

health practitioners explained how they offered their contribution through their 

interactions and connections with each patient. This was felt to meaningfully 

relate to their need to connect, relate, support and uphold the person and their 

individuality. How they practiced and contributed in this way was fundamental 

after stroke, but also congruent with their beliefs, sense of themselves, their role, 

place in the ASU, and place in the world (authenticity and belonging). This 

reflected their representation of the ASU space24 and how they looked to 

practice within it. 

However, as the following reflection elucidates, fulfilling their existential project 

was understood as always in the making, not straightforward, and at the time of 

this study, in significant flux:  

I became increasingly aware of a sense of congruence and thriving, alongside 

disharmony within the healthcare practitioners’ stories. This was reflected in 

the words said and not said within their ‘talk’, that felt discordant and 

contradictory. I began to consider whether this was perhaps suggestive of a 

struggle within, or underlying their experiential accounts. This sense of 

disharmony seemed to be present in individual sentences, sometimes their 

whole narrative. As they, and I attempted to make sense of their experience, I 

began to understand that some of the healthcare practitioners’ experiential 

accounts of the ASU were intertwined with theirs’ and others’ representations 

of the unit (space), their aspirations for themselves, their practice, their 

                                            
24 Representations of space: a conceptualized space including symbols, abstract 
representations (Watkins 2005) that is conceived and modeled.  
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intertwined histories, layered, sometimes superimposed past spaces, as well 

as the present space that was undergoing significant change and transition25.  

I felt that for some of them, this was the first time they had articulated their 

experience and/or these experiential concerns. I began to attend to the 

discord. I began to understand that it was in their own transitional space (an 

intermediate, permeable space between their inner and outer worlds) that 

these health practitioners’ seemed to be attempting to make sense of the 

social, produced space of the present ASU, and the conflicts and vulnerabilities 

they felt in relation to it, their experience and project.  

This introduces the vulnerability that was thought to be intertwined with their 

experience, and the relevance of their own transitional space to the accounts of 

these healthcare practitioners’ (Figure 15). 

  

                                            
25 At the time of the study, the community arms of two Primary Care Trusts, and the existing 
Hospital Trust, merged to produce one Trust. The Trust was under pressure to save £100 million 
over five years. As indicated in the early chapters of this thesis, the change in emphasis and 
delivery of acute stroke unit care was unprecedented. In combination with the above, 
consultation on restructuring the stroke services within the Trust was initiated and undertaken in 
2011 and 2012. This resulted in the closure of one of the stroke units at the end of 2012.  
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Figure 15: The healthcare practitioners’ experience of the ASU: 

Experiencing vulnerability to their project 

Work as existential project 
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The healthcare practitioners’ own transitional space was where they were 

understood to make sense of the vulnerability that exposed and threatened their 

authenticity and work as project. This was where they were felt to sometimes 

experience strangeness, discord, vulnerability, and threat to belonging as they 

attempted to make sense: 

‘It has days when you think I’m gonna look for another job tomorrow 
[laughs] yeah…but there can’t be anything more rewarding than this…but it 
can also be devastating’ (Clare, p46). 

Within the ASU, important transitions and specialist nursing roles had developed 

(i.e. thrombolysis, swallow screening). Clare explained how some of these 

changes had negative implications around the number of deaths, and the 

additional time requirements in a stroke setting that was already time ‘heavy’: 

‘There’s a lot involved in stroke patients ‘cos some of them can’t eat so 
you’ve got to support them with that and that takes a heck of a lot of time- 
you know you never stop, drug, ward round, meetings’ (p66).  

These excerpts brought me back to ‘but the nurse’, and in particular, a sense of 

Clare’s vulnerability as a nurse within the changing ASU landscape. It is 

important to consider the part of our conversation that led to ‘but the nurse’. Clare 

had been talking about why she thought teamwork was so necessary. She 

explained how physiotherapists could help the nurses in their handling of 

patients. This quickly moved to: 

‘so that you continue the physio when the physios aren`t here the..you 
don’t just wash everybody you get them to do it themselves so you’re 
continuing the OT work…. erm you work with the dietitians like speech and 
language aren’t here at the weekend so we learnt how to do…. swallow- 
basic swallow screening to stop people being nil by mouth ..so you`re all 
working with everybody else’ (p38). 

Her speech gathered a rhythm and momentum of its own as she talked. This 

was felt to provide access to one aspect of Clare’s sense of self and possibly the 

nurses’ sense of self or role, towards factotum (a generalist and master of 

integration), who merged all these roles from other members of the community 

of practice, together. Perhaps inadvertently exposing a discrepancy in the staff 

members’ ability to work reciprocally, as part of the teamwork she had been 

extolling in the first place. Indeed, Clare was understood to be a nurse who 

stepped forward and closer during death, transitioned and took on roles, whilst 
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maintaining existing ones, and being required to relinquish more meaningful 

roles (i.e. caring nurse). Clare described how this could often occur in isolation: 

‘And no-one to help the nursing staff do it…’ (p50).  

Thus, Clare indicated the magnitude of work and pressure, particularly for her 

and the other nurses, and the vulnerability they experienced alongside. This was 

also recognised by Beth and Helen:  

‘and you can see these nurses have worked really hard, they’re trying to 
do something’ (Helen, p43).  

For Clare, and partly Helen, this was felt to be foregrounded within the nurses’ 

sense of agency. However Angela’s account provided a different nuance: 

‘well the nurses are run..yeah, here, there and everywhere’ (Angela, p37).  

In this context, Angela’s lens was felt to illuminate nurses as distinctly controlled 

from elsewhere, and was suggestive of the physical implications of what she 

witnessed. Despite these different understandings and perspectives, the 

commonality shared was a less overt, but still articulated concern, perceived 

threat, and experienced vulnerability for nurses practicing on the ASU.  

Although not felt to be as extreme, feelings of significant vulnerability and 

concern for colleagues also emerged. There were descriptions of increased 

demands, expectations, uncertainty, time pressures, and busyness:  

‘there’s an awful lot of strain on …the therapists to provide the care that 
they’ve been..recommended’ (Helen, p32) 

‘and actually sometimes, especially when we’d got a lot of patients and a 
lot of other pressures, that actually I wanted to hide’ (Angela, p63).  

These were often explained as constant: ‘psychologically hard for us because we 

are constantly under this pressure’ (Angela, p50), and felt through their corporal 

body: 

‘but it`s still quite scary- you come in some days...and trying to get the 
workload done in the time that you`ve got’ (Clare, p45).  

This felt significance was thought to be related to the physical and 

psychological/emotional effects of their experienced powerlessness and 

vulnerability. Clare mentioned numerous times about the existence and the 
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magnitude of tiredness as a normal part of her working day. However, this was 

contrary to the following statement: 

‘it`s just – there`s a lot of giving without any actual hard work’ (Clare, p68).  

It was understood that when successful in sustaining her authenticity, Clare’s 

work seemed effortless. However, there was a definite sense of the emotion 

work and labour involved, when there was conflict or discord.  

Although there was a perceived strength and belonging within the ASU 

community of practice; a communal ‘we’ for all the healthcare practitioners, 

Angela, Helen and Clare also described experiencing a ‘we-they’ interaction that 

was felt to engender further vulnerability. These health practitioners explained 

that through this ‘we’ they had attempted to develop and change in response to 

the targets ‘from above’, but they ‘weren’t getting past the window above to make it 

happen’ (Angela p20). ‘They’ were understood to represent management who 

directed, but also frequently criticized their work. The phrasing and wording 

used, for example ‘big bods’ (Clare, p36), ‘from above’ (Angela, p20) was revealing. 

Within this we/they interaction there was a sense of powerlessness, reduced 

control, and as such threats to agency, authenticity and ‘they-ness’. This offered 

insight into the ASU as a representation of space (a mental construct of how it 

was planned, modeled and conceived) through policy, guidelines, the Trust and 

management: 

‘and the other guideline, which is a lovely guideline…they want 90% of the 
patients to spend 90% of the time on a stroke ward which I think is lovely at 
least’ (Helen, p29). 

As such these groups of ‘they’s’ were understood to attempt to control and 

shape the work and spatial practices within the ASU for these three healthcare 

practitioners: 

‘the targets were coming from above to a degree’ (Angela, p20) 

‘the quality control had been here and things have changed in how we 
write things and.. increased the workload really.’ (Clare, p33)  

‘they’re going to be looking at 10 day and they’re going to be pushing it’ 
(Helen, p30). 

Some difficulties Angela, Helen, and Clare felt able to accept, resolve, or 

acknowledge that they had no control over. Others were perceived as bringing 
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them into conflict internally and externally, and will be further illuminated in the 

remaining part of this chapter. For Angela, Clare, and Helen, the significant and 

ongoing change that had, and continued to occur, was providing varied 

existential feelings: feeling displaced in time, estranged from their project, and 

degrees of alienation in the changing ASU. These three healthcare practitioners 

were understood to attempt to make sense of, and survive the existential 

vulnerability they experienced. This is reflected in the following subthemes: 

• Feeling displaced in time 

• Feeing a disrupted sense of belonging 

• Surviving threats to belonging and authenticity 

Figure 16: The healthcare practitioners’ experience of the ASU:  

Feeling displaced in time 

Work as existential project 
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Feeling displaced in time  
The change that was occurring within the hospital, Trust, as well as the ASU 

was felt to expose Angela, Clare and Helen’s vulnerability, temporal disruption, 

and belonging (Figure 16):  

‘it’s the unknown, we’re going into the unknown, we’ve got all of this 
change going on?  What is it going to mean?’ (Angela, p61).  

The present was thought to be compressed by what once was: 

‘that used to be lovely..’[Helen and a Health Care Assistant (HCA) used to 
follow patients up at home after they were discharged] (Helen, p45), 

and they experienced a concern, lack of safety, and security in the future. There 

was a sense that this encroached and threatened their feelings of belonging and 

fitting-ness. For Helen, the ASU present (her now) was felt to be a less familiar 

space: different, and literally upside down:  

‘so it’s …turned it on its head really’ (p5) ‘because the acute side`s taking 
over now’ (Helen, p41).  

Clare talked about ‘it’s bad at the minute’ (p20), ‘it’s not good at the minute’ (p21) at 

various points during our two conversations. This provided an insight into what 

was understood to be the background to her immediate (in the present) 

experience, threat and vulnerability: 

‘that particular day everyone was fearful about their jobs and the quality 
control had been here and things have changed in how we write things 
and.. increased the workload really..and I think I probably wasn’t in the 
best moods to do this last time [laughs]’ (Clare, p33).  

This sense of temporal disruption and anxiety laden present, were also 

experienced by Angela and Helen: 

‘and I think there`s a lot of worries about where the .. the cuts are going to 
fall now as well and there`s a worry that when people leave, they`re not 
going to be replaced….so there is quite lot of tension on the wards… at the 
moment’ (Helen, p44).  

Helen was also thought to look to the future with on-going scepticism and 

concern, which to some extent also displaced her from the present: 

‘It’s going to be become more difficult’ (Helen, p30), ‘we are quite flexible at 
the moment but I`m worried..that …once things come in…once things are 
put in black and white’…(Helen, p27-8).  
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As such, Helen was understood to experience vulnerability that related to her 

authenticity and work as project, and temporal spatial belonging. This is further 

illuminated in the following section. 

Figure 17: The healthcare practitioners’ experience of the ASU:  

Feeling a disrupted sense of belonging 

Work as existential project 
 

 
 
 
 
 
 
 
 

 

 
 
 
 
 
 
 

 
 
 

 

‘I am getting pulled away from where I should be’ (Helen, p7) 
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‘it’s much more target driven than quality’ (Angela, p18).  
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As a result they felt varying degrees of estrangement from their project, and 

alienation within the changed place (Figure 17):  

‘but there’s been so much going on like audit..that you get pulled away 
…from…what you actually go in to do…in your job’ (Helen, p7).  

Clare recounted an instance where she had attempted to oppose the 

management, whom she felt were prioritizing money and cost:  

‘we had to go up there with the big bods from the hospital’.. ‘he just talked 
down to me about how patients have got to be out because of the money’ 
(Clare, p36).  

She explained how she had transitioned from ‘I’m not a very confident person’: to ‘I 

stood up’, and she ‘spoke her thoughts’ (both p37). She felt she had fought for the 

rights and needs of stroke patients. However, because of the incongruence with 

her self, and the power involved in this confrontation, this was at an emotional 

cost: ‘by the time I got back here [ward] I was in tears [laughs]’ (Clare, p37). 

As well as feeling displaced within the altered ASU, nursing staff were also 

described as physically displaced, when moved to other wards. This was 

understood to further undermine Clare’s belonging; she explained how she 

hated it. Helen highlighted this through her skeptical/ pessimistic lens. The 

nurses were in a no-win situation:  

‘you`re never going to get the right amount…amount of nurses there I don’t 
think… as soon as you do have…the wards covered …I got that today as 
well [laughs], they were moving people at the weekend because people 
were off sick on other wards. And wards have to covered…so..again once 
you think your ward`s covered someone …you need to send them to 
support someone else’ (Helen, p44).  

Clare explained how ‘they’ moved her because the stroke unit was considered 

the smallest ward in the hospital, but ‘they don’t look at how heavy the ward is’ 

(Clare, p7). Understanding the ASU’s diminished size, the people (stroke 

patients) who populated it, and their associated increased demands, meant the 

ASU was sometimes a vulnerable place to belong. This vulnerability was 

perceived and understood to be experienced acutely by nurses. 

As already highlighted, these healthcare practitioners’ ASU experience involved 

change that at times felt counter-intuitive to their existential project, belonging, 

and authenticity. There was an increased emphasis towards time as a unit and 
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measure of success for the work done on the ASU that was thought to be in 

conflict with their project, and felt responsibilities to patients. This was because 

of what participants acknowledged as the value and need for time for the 

relational and transitional work of the ASU:  

‘if they’re here a while you get to know them’ (Beth, p7), 

’so you don’t get to know your patient, they’re just..’ (Angela, p28)  

‘they’re meant to be learning to adapt and do it themselves’ (Clare, p63).  

In the following excerpt, Helen articulated this disparity in her ability to support 

independence and rehabilitation after stroke because of this: 

‘it`s gone almost too much the other way now because when we`re trying 
to get someone to feed themselves, we want to give them time..but 
because the meals ..and the things are getting cold..a lot of people would 
just feed the person rather than let them do it..so it’s…it’s almost changed 
because the acute side`s taking over now… so with rehab..it is getting 
them to do things ..but it is very difficult’ (Helen, p41). 

For Helen, Angela and Clare, time was understood as an increasingly scant and 

pressured commodity, whilst also remaining a needed and necessary resource. 

This was felt to relate to making difficult decisions, and experiencing a 

magnitude and constancy of pressure. The change in emphasis to the service 

was thought to remove flexibility and enforcing definitives on something 

inherently indefinite in Helens’ eyes: 

‘because they need longer....and you can`t just turn around on day 10 and 
say …right they`re off, you need to be more flexible…’ (Helen, p27). 

Further threat was indicated. Helen’s experience and her perception of the 

experience of nurses took on an upsetting, futile quality in the following excerpt. 

This was thought to be related to an over emphasis on technology and process, 

with inputting information into the computer being prioritised at an organizational 

(hospital) level, above caring and contributing to another: 

‘cos if you were to look at the nurses on the ward and myself…you could 
almost cry with frustration…cos you are doing the best you can.. and 
you`ve got all these ..these..these targets to meet…and all you want to do 
is ..is the best..and it`s a nightmare. And you go in to ward, and you can 
see these nurses have worked really hard, they`re trying to do something 
and someone will come out with.. ‘well have you done this?’ ‘has this been 
done?’ ‘and why …why hasn’t this been entered on the computer?’ and 
you think…let`s..they`ve ..the care`s good, you know the patients are well 
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looked after and that..but we haven’t done the computer and I think it`s 
that..that more than anything else’ (Helen, p43-44).  

Each of these three healthcare practitioners explained how they had 

experienced change over time that had improved stroke care from the old, 

traditional forms: 

‘when I was training if you were young and you had a stroke you were on a 
geriatric ward’ …’things have changed dramatically, since then’ (Helen, p2) 

‘to me that was one of the big improvements initially in stroke care, is that 
us nurses can do the [swallow] screens…and I was really pleased to be 
one of the first to be taught it’ (Clare, p59). 

The changes were understood as delivered by the ‘we’ of the ASU, but more 

recently demanded from elsewhere. The majority of Helen’s narrative was 

concerned with the more recent change. This included the change to an acute 

unit, change in working practices, and her changing role. These changes were 

described as involving a focus on acute patients, acute care rather than 

rehabilitation, fixed discharge dates, time restrictions in relation to length of stay, 

and an emphasis on audit. Her involvement in audit and administration was 

understood to displace her from where she felt she needed to be: 

‘it’s the sentinel audit. So we’re putting aside two hours a day’ (Helen, 
p33).  

‘It`s taking you away from your….away from your patients, away from the 
relatives …and away from the nurses on the ward, who ..who might need 
that extra support’ (Helen, p34).  

As such, Helen was felt to experience threats to her sense of authenticity and 

belonging through her embodied point of contact and connection. She perceived 

that this had implications for staff, patients and relatives. Helen’s account also 

illuminated a sense of underlying, significant concern for caring practice 

because of the demands and change that had, and was continuing to occur: 

‘There`s a lot of pressure in that time. And there`s a lot of pressure for the 
patients, there`s a lot of pressure for nurses...and this is without giving the 
care to the patient’ (Helen, p31) 

‘because we’re under all of these timings and …all of ..restrictions and ‘you 
should do this’…it’s going to impact on…on care for a lot of people’ (Helen, 
p29-30).  

Angela’s account was also felt to be interwoven with contrast between past and 

present that suggested she experienced a number of difficulties (but less 
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explicitly stated). She described the privilege she as a therapist had for spending 

time (30 minutes) with patients. However she also alluded to reduced time and 

its implications for both personal connection and rehabilitation. This seemed to 

reflect reduced opportunities for her to fulfil her project and do what she ‘loved’; 

understood as witnessing and assisting transition, recovery, building confidence, 

and preparing and paving the way for patients’ instrumental ‘I’. Instead, her 

changed work was thought to emphasise making decisions, and the speed of 

decision-making. This was felt to be both a necessity and impossibility. There 

was a sense of underlying difficulty for her when making ‘decisions about people’ 

(Angela, p51), their futures in regards to rehabilitation, whilst still aiming to 

maintain their hope and motivation: 

‘that sits with the other horrible thoughts of people not improving and then 
making decisions that maybe you don’t want to’ (Angela, p18). 

Helen too talked about difficulties when making decisions, and her associated 

feelings of sadness. This was because she felt some decisions impacted on the 

most vulnerable i.e. those who were medically unwell, or progressing most 

slowly:  

‘we’re gonna have to move people off to accommodate and it’s going to be 
the patients that aren’t doing so well (p29-30).  

Helen’s felt concern, sense of discord and futility were further illuminated in the 

following extract: 

‘when someone’s really ill…and you are moving them off because they are 
not having rehab’… ‘they go to another ward and they die on another 
ward…that impacts on the relatives…because they’ve got to know the 
nurses…on this one’.. ‘that’s not supportive, it’s ..it’s quite sad..so it’s a 
difficult one- I don’t know what the answer is really’ (Helen, p30-31). 

As these three healthcare practitioners talked about their experience, I began to 

understand how they each uniquely looked to survive the vulnerability and threat 

they experienced (Figure 18). This understanding is presented in the final theme 

of this hermeneutic analysis. 
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Figure 18: The healthcare practitioners’ experience of the ASU:  

Surviving threats to belonging and authenticity 

Work as existential project 
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‘I think in my mind if you think too much of it clinically, you’d want to keep 
every single patient on the ward, so you can’t... you can’t... you can’t do 
that’ (p18).  

She appeared to be restructuring, or limiting her thinking to perhaps reconcile 

and/or disguise this disparity, even during our conversation explaining:  

‘I keep saying pressures, but I don’t think it was pressures, but the new 
processes’ (Angela, p56).  

This was despite making (as she states here) a number of references to 

‘pressures’. In the previous section, she was shown to recount: ‘that sits with the 

other horrible thoughts’ (Angela, p18). Angela was felt to keep this part of her 

thinking ‘private’, tidy away her ‘horrible thoughts’, and draw her awareness 

towards the broader community of stroke patients during our conversations. To 

illuminate this further some key reflections are included below. These relate to 

the hermeneutic process undertaken in the analysis of Angela’s account: 

Originally when I first analysed the individual healthcare practitioners’ accounts 

I was confident that Angela was experiencing threats to her authenticity 

alongside Clare and Helen. I think this was the case, but also that she might 

have been further along the transitional process. How she worked with and 

amended her thinking (i.e. making decisions were both a necessity and 

impossibility) might have reflected her making sense as a particular form of 

coping (but also transition), some of which might have been in-progress within 

the interview itself.  

‘so I kind of put it into boxes’…. ‘I suppose it started out with frustrations 
about my experiences, but maybe as I’ve kind of gone along they’ve 
become less of a frustration’ (Angela, p9). 

As she talked about creating the theme board (above), the relevance of its 

production seemed to fall away. This provided a sense of her reflection and 

altered thinking that perhaps went beyond the confines of our session. 

This movement was indicated as she went on to explain:   

‘patients on their stroke journey will be on the stroke journey for a long time 
and you can get a bit kind of blinkered to …kind of the next stages I 
suppose and you could easily keep someone on the unit for weeks and 
weeks and weeks and do your rehab and do your whatever’ (Angela, p56) 

‘instead of in the early days that patient not existing in... the people on the 
shop floor’s mind, the targets meant that they did exist and we had to get 
them off, [to get others on]’ (Angela, p57).  
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She was understood to ‘survive’, perhaps begin to transition, by justifying and 

focusing on offsetting the losses through the gains felt elsewhere, and saying 

goodbye to what she intimates was her previous ‘blinkered’ thinking (and 

perhaps aspects of her authentic work). This was thought to be how Angela 

made sense and reconciled the vulnerability she was perceived to experience. 

Like Angela here, Helen and Clare were also understood to be making sense 

and ‘surviving’ their vulnerability in unique ways. Helen’s account was felt to 

weigh heavily on circumstances, chance, bad luck, and ‘others’ disturbing and 

disrupting her work. She was understood to survive ‘being drawn down in the 

water’ (Helen, p19), but through her opposition and resistance. She articulated 

skepticism throughout, and was at times, defiant of the changing rules: 

‘although if I…if I get caught by the consultant  …he goes up the wall, 
because he..it`s not my remit’ (Helen, p35).  

Within her account there was a definite indication that she felt the fragility and 

vulnerability of her existential project acutely:  

‘I work on the ward…I follow people up….so I tend to..I …I tend to …for me 
it`s more like…being drawn down in the water because ….I get everyone 
…moaning to me [laughs] about you know…walk on the ward.. ‘it`s been 
awful this weekend’’ (Helen, p19).  

There was a sense that by being her embodied point of connection, she 

exposed herself not only to her own, but also a multitude of other peoples’ 

frustrations, anxieties, dissatisfaction, and concerns. Helen was understood to 

attempt to maintain a consistent sense of her self, despite the changes that were 

occurring around her. There was a sense that she was shoring herself up 

against the turbulence that she believed was potentially eroding good care (her 

own and others). Despite her recognition of the positives of some of the 

innovations and guidelines, her account weighed heavily on the administration 

side of hers’ and others’ work, perhaps a literal representation of the volume it 

now encompassed in her everyday life.  

To some extents similar, but also in contrast, Clare too made sense of, and was 

understood to survive her felt vulnerability. There was a clear juxtaposition of 

good, bad, and extremes that materialized as she talked. This was reflected in 

the quotation used previously:  
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‘It has days when you think I’m gonna look for another job tomorrow 
[laughs] yeah…but there can’t be anything more rewarding than this…but it 
can also be devastating’ (Clare, p46).  

This incongruity indicated a felt precariousness and fragility within her capacity 

to make a difference, and at a more elementary level, just survive the day. 

However on the whole, through her authentic project (weighing up the ‘good 

days’ and ‘bad days’), she was thought to win out: 

‘And there’s a lot of satisfaction with it and you feel that you are doing good 
the majority of the time’ (p25),  

You know…that is what makes working here worthwhile’ (Clare, p17). 

Summary  
These healthcare practitioners’ experience illuminated the ASU as a space that 

had meaningful, existential implications for their sense of belonging and 

authenticity. Within this context, their experience of the ASU was understood to 

give rise to the sense of their day-to-day work as an existential project. They 

believed that working with people who had a stroke offered them a means 

through which they could be true to themselves, and/or true to their 

understanding of their profession, and in some cases, true to their existence and 

place in the world. The healthcare practitioners, through their descriptions and 

accounts, provided insight into how they, their project, and the produced space 

of the ASU were formed and forged in co-creation. Building and using 

relationships were perceived as fundamental for fulfilling their project, 

experiencing belonging and authenticity, and for supporting patients’ transitional 

work. When successful their work was felt to be effortless. They were 

understood to experience a sense of agency, feelings of goodness, harmony, 

belonging, and being at home. These were not understood as discrete and 

singular states of being, rather intertwined with the existential vulnerability three 

of them also experienced. 

Because forging the project and self were undertaken amidst the pressures and 

processes of day-to-day life in the unit, three of the healthcare practitioners were 

exposed to vulnerabilities. They experienced challenges to the aspirations they 

held for themselves, as well as their aspirations for what the unit should be, and 

its contribution to stroke survivors. The changing current emphasis on acute 
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care, processes, systems, targets and through-put were perceived as opposed 

to, or in conflict with, aspects of their representation of the ASU space, and their 

practice within it (for relational work and contributing to patients’ transitional 

work). They were understood to experience feelings and physical effects that 

were meaningfully related to their existential vulnerability, powerlessness, and 

disrupted temporal spatial belonging. Through the accounts of these healthcare 

practitioners, nurses emerged as particularly vulnerable, and at risk.  

The experiential claim here is that these healthcare practitioners made sense of 

their experience of the ASU from the nexus of their existential project within their 

own transitional space. This transitional space represented the intermediate and 

permeable space between each healthcare practitioners’ inner and outer world. 

Their making sense process was interconnected with their efforts to survive 

(accept, reconcile, restructure, weigh-up, oppose and defy) the lived, produced 

space of the ASU and the vulnerabilities they experienced in relation. 

The healthcare practitioners’ experience of the ASU further illuminated the ASU 

as a space that was socially produced and appropriated for themselves and 

others. As such it is pertinent to return to Lefebvre, and venture Wilson’s (2013) 

reinterpretation of his work in relation to: 

‘the significance of the appropriation of space for our full realization as 
human beings, in terms of the collective creation and transformation of our 
own lived reality.’ For Lefebvre, the production of space “is inherent in what 
it is to be human” (Lefebvre, 1966/2003, p123), and the capacity to control 
this process defines his interpretation of Heidegger’s concept of dwelling. 
Abstract space is therefore an alienated space to the extent that it deprives 
human beings of the ability to dwell in this sense….’ (Wilson, 2013, p374). 

This is congruent with the proposition that for these healthcare practitioners, 

their experience of the ASU was understood to represent Being-in-the ASU. 

Their lived through experience was thought to involve their authentic self, their 

existential project as part of Being, and the varied degrees of vulnerability and 

alienation they experienced in relation.  

This chapter has illuminated the experience of the ASU from the healthcare 

practitioners’ perspective. The previous chapter offered a detailed interpretation 

of the stroke survivors’ experience of the ASU. I draw this chapter to a close by 

revisiting these two perspectives and their differing notions of space (Figure 19). 
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I consider how they may look in relation and what the reference points between 

these two perspectives of the ASU experience may be. This provides an offering 

(not to compare or contrast), but to visualize how these different horizons of 

understanding could be positioned and situated in relation to each other. It also 

functions to provide a bridge for the discussion (Chapter 8) that is organized 

around three key emphases and the threads of relevance from, and between 

each horizonal perspective.   

The next chapter (Chapter 7) provides an aesthetic offering that aims to embody 

and represent the stroke survivors’ and healthcare practitioners’ lived through 

ASU experience. All of these representations emerged from the analysis, were 

led by the data and participants’ accounts, and looked to provide different ways 

in which to interact, enter, and traverse my interpretation and understanding of 

the ASU experience as the phenomenon of interest.  
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Figure 19: The healthcare practitioners’ and stroke survivors’ experience 
of the ASU 
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Chapter 7 
An aesthetic offering 

‘The map image is a synthesis of spatially and temporally 
registered gestalten, each a synthesis in its own right; and to 
pretend that this whole is no more than the sum of its parts, or 
that we can do no more than recommend a certain alignment of 
their priorities, is to reduce our concept of the map to that of a 
diagram. No degree of thematic constriction can silence the 
conversation among map signs. The map models the world as an 
interplay of systems and presents it to us as a multi-voiced 
analogue, with harmonies and dissonances clearly discernible’…. 
‘We explore the world through the map, not as vicarious Amazon 
travelers hacking across the pages of the National Geographic, 
but by remaking it in our own chosen terms and wringing as much 
meaning as we can out of what we’ve made.’  

(Wood, 1992, p140)  

Introduction  
As the two chapters of findings neared completion, it became increasingly 

evident that the understanding developed from the stroke survivors’ and 

healthcare practitioners’ lived experience of the ASU demanded further dwelling 

and interpretation. The diagrams used in the proceeding chapters were helpful 

in signposting the findings thematically, but they did not effectively convey the 

complexity, spatiality, holistic and embodied understanding that was being 

produced. These schematic diagrams could not offer an opportunity to ‘dwell’ 

and ‘be with that’ phenomenologically. I felt that I needed to develop something 

that was more embodied; a ‘device’ that would allow me to both open up and 

produce a space. This reflected my own motivation to ask the reader to enter, 

wander, dwell, live, and embody the lived space of the ASU, and the maps were 

a way in which I could do that. For me, they captured more of a sense of the 

human living involved in the stroke survivors’ and healthcare practitioners’ 

accounts of their ASU experience: aesthetically valuing the humanity of the 

experience in all its’ lived, qualitative character. They also articulated and 

embodied my involvement, position and place within the maps; a visual 
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representation of my own role in each individual element of their production. As 

such, the reader can gain a sense of what I have done, how I have done it; how 

I too have dwelled, moved and travelled through the lived space of the ASU 

experience. 

This chapter aims to bridge the findings and discussion. It serves to embody the 

stories of the lived experience of the ASU and provide anchorage for the 

discussion that follows. As the two preceding chapters have shown, the 

experience of the ASU was understood to be experienced spatially in various 

meaningful forms. This chapter provides an aesthetic offering of maps. Their 

purpose is to stir the senses, make the findings ‘live’, and to provide a further 

representation and expression of the hermeneutically produced landscape from 

the stroke survivor and practitioner horizonal perspective. This offering allows 

you and I to revisit; to enter, walk, and traverse these two landscapes. 

‘This is the very point of the map, to present to us not with the world we 
can see, but to point toward a world we might know’  (Wood, 1992, p12). 

Maps are unique in their ability to proffer a sense of the whole on a single page. 

They are used here to extend the dialogue, provide a sense of resonance, 

recognition and remembrance; a way of engaging with the storied accounts and 

the collective conceptualisation I developed from the detailed, hermeneutic 

analysis in a way that was true to itself. Unlike the more traditional ways of 

presenting qualitative research (Chapters 5 and 6), these maps offer a sense of 

the complexity and particular, an ability to look at, ‘play’ and lose oneself within 

the whole, or individual sections. They are an opportunity to dwell, move, and 

interrogate the interpretation further. Although I offer my perspective on key 

areas of insight in this chapter alongside the maps, I would like the reader to 

interact and view them from their own perspective, considering what they may 

point and project towards.  

In the first map (Figure 20), a sense of the ASU as a lived and practiced space 

that was encountered (situated) within the post stroke space, and embedded 

within the hospital/ healthcare space is apparent. The lived space is visualised in 

its’ meaningfully experienced holding, and transitional forms. This map offers a 

sense of their connectedness, how the stroke survivors moved between, and 
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from the spaces, as well as the orientation of self, intimacy and distance, and 

their meaningful relation to these spaces.  
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Figure 20: An aesthetic offering. Mapping the horizonal landscape of stroke survivors’ lived experience of the ASU 

 

 



 



187 

Figure 21: An aesthetic offering. Mapping the horizonal landscape of healthcare practitioners’ lived experience of the 
ASU 
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Figure 21 displays the complexity and dynamic nature of the healthcare 

practitioners’ lived through experience of the ASU. This map provides a visual 

representation of how their experience was meaningfully understood; from the 

nexus of their work as existential project (presented in detail in the final map, 

Figure 22). The main map of the healthcare practitioners’ ASU experience 

(Figure 21) provides a figurative overview of how their work as existential project 

was thought to be dynamically in play, in production, temporally and spatially. It 

offers a sense of the challenges they were thought to experience in attempting 

to fulfil their project whilst being exposed and vulnerable from a number of 

directions, as well as a sense of surviving and thriving, as they navigated their 

way through their day-to-day life on the ASU.  

Finally, these maps proffer a sense of how the discussion will proceed; 

organised around three key areas of new knowledge and particular insight: the 

spatiality of lived experience of the acute stroke unit, suffering and thriving as a 

human being, and the intertwining of multiple selves in time and space. These 

maps are not designed to be viewed and discarded, rather reconsidered and re-

entered as the reader proceeds through the final sections of this thesis, and the 

dialogue that continues. 
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Figure 22: A close up of the healthcare practitioners’ work as existential 
project  
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Chapter 8  
Discussion 

Desert Places 

Snow falling and night falling fast, oh, fast 
In a field I looked into going past, 
And the ground almost covered smooth in snow, 
But a few weeds and stubble showing last.  
 
The woods around it have it - it is theirs. 
All animals are smothered in their lairs. 
I am too absent-spirited to count; 
The loneliness includes me unawares.  
 
And lonely as it is, that loneliness 
Will be more lonely ere it will be less - 
A blanker whiteness of benighted snow 
With no expression, nothing to express.  
 
They cannot scare me with their empty spaces 
Between stars - on stars where no human race is. 
I have it in me so much nearer home 
To scare myself with my own desert places. 

Robert Frost (1936) 

 

Introduction  
The earlier chapters in this thesis articulated the need to undertake this study in 

response to my concern about the technically claimed ASU. This study was 

positioned in a bifurcation between myself and stroke unit provision. Whilst I was 

feeling increasingly drawn towards human, practical concerns shared and 

unique in the lifeworld, acute stroke unit care seemed to be moving at speed 

towards ‘doing’, technicalisation, standardisation and objectification. The aim of 

this study was in part to reclaim the ASU as a human lived experience for 

deeper more meaningful insights that could exist alongside and contribute to the 

current agenda and evidence base. A hermeneutic phenomenological 

methodology, undertaken from a human lifeworld perspective, incorporated the 
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existential, sensing, perceptual meaning making integral to being in the world 

and making sense of ourselves, and the world around us. Some of the key 

understandings that emerged from this study into the lived through experience of 

the ASU, offered a sense of traveling, moving over landscapes, between 

spaces, being with, at-home-ness (dwelling with the self),  doing (mobility, 

freedom, potentiality), and a sense of existential vulnerability which is present as 

our own, fundamental concern.  

This study explored the lived experience of the acute stroke unit from the stroke 

survivor and healthcare practitioner perspective. A narrative review of the 

literature demonstrated a need to know more about these two groups of people 

within the changing UK context and particularly, in a thorough, 

phenomenological way from a human lifeworld perspective. The study answered 

the following research questions: 

• In what way is being on an acute stroke unit experienced meaningfully by 

stroke survivors and healthcare practitioners?  

o What is the lived through acute stroke unit experience of stroke 

survivors who were there after having a stroke? 

o What is the lived through acute stroke unit experience of 

healthcare practitioners who worked there? 

This chapter debates the findings in relation to the existing body of research and 

examines the novel contribution of the study. In relation to this, the study claims 

to enrich the understanding of the acute stroke unit experience by giving new 

insight to the way it was lived through from the two perspectival meaning 

horizons of stroke survivors and healthcare practitioners. Where previous 

research had offered fragments of understanding, this study focused its gaze 

specifically and comprehensively on the ASU experience as the phenomenon of 

interest. As such it illuminates the experience ‘full beam’ and offers new ‘fleshed 

out’ depth, textured, living understanding of relevance to practice.  

This chapter reflects on the application of hermeneutic phenomenology, the 

understanding and insight generated, and its application to practice. Limitations 
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and key reflections are addressed. I will proceed by articulating the new 

understandings about the acute stroke unit experience in regards to three key 

areas: the spatiality of lived experience of the acute stroke unit, suffering and 

thriving as a human being, and the intertwining of multiple selves in time and 

space. The main body of this discussion relates to the first of these three fields 

of understanding. These are not discrete stand-alone topics, rather interwoven 

and intricately connected. This study did not attempt to compare the experience 

of stroke survivors and healthcare practitioners. However, by addressing these 

three areas, there is an indication and a tentative offering of what was 

meaningful across the ‘gestalt’: a whole that is other than the sum of its parts, 

and my own self-organised perception of the landscape illuminated by the 

findings. Although this assimilates everything into a different (possibly reduced) 

form, it is used here both to provide additional insight, and to navigate through 

the complexity presented in preceding chapters.  

It should also be pointed out that a number of the experiential claims and 

concerns that emerged within the findings could warrant a discussion chapter all 

to themselves. This chapter focuses on, discusses, and gives due diligence to 

key areas of new knowledge and particular insights that have emerged from the 

research. 

Summary of the main findings 
The three preceding chapters presented the findings from the study. The 

participants’ accounts revealed detailed and nuanced experiential meanings for 

their time in the acute stroke unit. For the stroke survivors, the ASU was 

understood to reflect a holding space that offered protection and safe haven 

from the vulnerability and disruption brought about by the stroke (post-stroke 

space). It was thought to hold them intimately, but also at a distance from their 

pre-stroke lifeworld and for one of them, the uncaring other wards of the 

hospital. This was understood to mean they felt safe, protected and cared for, 

and could start to think about what had happened, what was happening, and to 

look to the future, thereby engaging with their temporality. The holding spatial 

practices of nurses and others, including in one case, similar others (patients), 

were perceived as meaningfully experienced by these stroke survivors. On the 
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fundamental ground of ‘holding’, the stroke survivors described transitioning that 

ranged from the relinquishing of self, transformation of self and re-emergence, 

and/or reassertion of self within the ASU. This was thought to indicate how they 

dealt with the stroke, the hospital space, and for one participant, how they also 

transitioned towards recovery. Their self and the lived spaces of the ASU 

(holding and transitional) were thereby intertwined in different, nuanced and 

unique ways.  

The healthcare practitioners experienced the ASU as produced space. They 

were understood to have appropriated and produced the ASU space for 

themselves and others. As they lived through the ASU space, they were 

understood to make sense of the intertwined conceived, perceived and lived 

spatial contribution from the nexus of their work as existential project. Although 

their sense of authenticity was unique to each of them, these healthcare 

practitioners were perceived to experience authenticity and belonging through 

their relationships with others, and their contribution to patients’ transitional 

work, as part of their project-ed work. The forging of their project and self was 

understood to be undertaken amidst the day-to-day life of the ASU. As a result, 

three of them described experiencing meaningful vulnerabilities that included 

varying degrees of feeling displaced in time, a disrupted sense of belonging, and 

an unsettled sense of themselves as authentic practitioners. These 

vulnerabilities were understood to be perceived, and experienced, acutely by 

nurses. The healthcare practitioners involved in this study were understood to 

attempt to make sense of their experience, their aspirations for their working 

practice, and the discord and disruption they encountered within their own 

(mental) transitional space. As part of their lived through experience, all four 

healthcare practitioners felt that they ranged from thriving, and at the same time, 

sometimes co-existing and/or overwhelmingly, surviving the lived space of the 

ASU.  

In Chapter 7, the experiential understandings of the ASU experience of 

healthcare practitioners and stroke survivors were represented aesthetically in 

the form of maps. These maps functioned to embody the experience for the 

reader; as a way to further interact, enter and traverse the two horizonal 

perspectives. They highlighted the spatial, temporal dimensions as well as the 
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dynamic nature of the lived through ASU experience. Extracts from these maps 

will be re-encountered throughout this chapter26. In addition, the summarised 

readings for Sarah (stroke survivor) and Clare (healthcare practitioner) offered 

as prologues to Chapters 5 and 6 respectively, positioned their experience 

within their narrative and unique personal history. These two people were 

understood to have travelled in different ways, via different routes to the ASU. 

Clare was perceived to have toiled to find her place to dwell. In contrast, Sarah’s 

arrival was not of her own making, and although she was felt to understand the 

hospital situation more than others, it was not where she belonged. Sarah was 

instead thought to form, contribute and practice within a temporary community; 

that of the hospital bay. For both Sarah and Clare, their ASU experience was 

understood to reflect their particular meaningful project; being and becoming a 

better nurse and person, making a difference to the lifeworld of another (Clare), 

and her recovery project (re-emergence of self, and recovery after stroke) 

(Sarah).  

Clare and Sarah in different ways were understood to attempt to sustain and use 

the potentiality of their multiple selves, transition in response to need (for self, 

but in Clare’s case also for another), and the particular threats and vulnerability 

they experienced. As they both journey-ed in response to the significant change 

and flux emergent within their accounts, a sense of their need for continuity, 

permanence in their self and selves were meaningfully related to their attempts 

to survive and/ or thrive within the lived space of the ASU, and for Sarah, in the 

face of the disruption she experienced after stroke. There was a sense that they 

both needed to establish and confirm the unique-ness of their self and selves in 

relation (as space between other selves), to help shore up and sustain them at a 

time of discontinuity and change.  

The remainder of this chapter is divided into four sections: 

                               page 
I. The spatiality of the lived experience of the acute stroke unit    195 

Holding and transitional spatial forms of the ASU experience               196 
                                            
26 The map extracts are labelled according to whether they represent the stroke survivor or 
healthcare practitioner. I felt that labelling them further than this would have restricted their 
meaning for the reader.  
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The spatiality of the lived experience of the acute stroke unit 
‘Space is no longer a homogenous void, but reveals itself as this 
vast and richly textured field in which we are corporeally 
immersed, this vibrant expanse structured by both a ground and a 
horizon.’  

(Abram, 1997, p216). 

 

One of the key experiential claims of this study was the spatiality of the lived 

experience of the ASU. From both horizonal perspectives, the ASU was 

understood and experienced in various meaningful spatial forms. As part of the 

healthcare practitioners’ and stroke survivors’ ASU experience, a multitude of 

spaces was understood to exist, that were co-constituted, intertwined and 
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sometimes conflicting. For example, the holding space of the ASU was 

embedded within the hospital healthcare space, and encountered within the 

stroke survivors’ post-stroke space. The healthcare practitioners’ lived space of 

the ASU, in combination with their aspirations for it and themselves, were 

thought to be in contrast to the present lived space, and the conflicting, counter-

intuitive representation of space of the ASU (conceived by guidelines, policy and 

hospital management).  

Thus, for all the healthcare practitioners and most of the stroke survivors 

(excluding Sally), the ASU was understood not as a neutral place to be entered. 

Rather it was perceived to be a distinct, dynamic and changeable space that 

was meaningfully experienced and made sense of. The ASU emerged as a 

practiced space, not only by the healthcare practitioners but also by stroke 

survivors. The notion of a practiced and lived space in the context of this study 

was one experienced through everyday practical and bodily concerns in the 

lifeworld. A dynamic living and lived space meaningfully constructed, actuated 

and lived through by their actions, relations with others, things in the world, and 

living situations (van Manen, 2007, Baynham, 2003).  

For the healthcare practitioners, the ASU also emerged as a produced space 

that reflected Lefebvre’s spatial triad- perceived, conceived, lived (the latter: 

practice and representations in their dual manifestation) (Lefebvre, 1991).  

By uncovering the ASU experience in its various meaningful spatial forms, this 

study offers further unique insight into the meaning of holding space, transitional 

space and spatial practices to the lives of the people who resided and worked 

there. It has illuminated the ASU produced space, through the interplay of the 

conceived, perceived, and lived (spatial triad) contribution, that reflected the 

complexity emergent within the health practitioners’ experiential accounts. 

These different spaces and their meaningful implications for the lived through 

ASU experience will be discussed in the following sections. 

Holding and transitional spatial forms of the ASU experience 
Holding space and transitional space have had limited recognition within the 

healthcare literature. Neither have they emerged within the stroke specific 

evidence base. I will therefore introduce the philosophical and theoretical 
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understanding of holding and transitional space that resonates with my 

understanding of the participants’ lived experience of space in the ASU. 

Research within the stroke field will be introduced where relevant. However, as 

Chapter 2 demonstrated, insufficient research in the area of acute stroke unit 

experience from either the patient, or healthcare professional perspective, 

exists. As such, where stroke specific literature is included it is primarily 

research that has explored an aspect of the stroke unit experience, or was not 

particular to the acute setting, or exclusive to stroke unit provision (i.e. hospital 

care, stroke rehabilitation or an aspect thereof). 

The concepts of holding environment and transitional phenomena emerged from 

Winnicott’s work into the development of children (Winnicott, 2005). ‘Good 

enough mothering’ reflected the nurturing and distancing required for the child’s 

development of self, engagement with the world beyond the mother, and their 

own unique experiential growth (Wilkin, 2006). Transitional phenomena (Praglin, 

2006), the first ‘not-me possession’, or objects (such as a specific blanket, teddy 

bear) reflected symbols that provided anchorage and comfort, standing in for the 

less attached mother. Winnicott (2005) did not use the term transitional space 

explicitly, rather proposing an intermediate, potential, creative space: 

‘the third part of the life of a human being, a part that we cannot ignore, is 
an intermediate area of experiencing, to which inner reality and external 
life both claim to contribute.’ (p3) 

And later in this same seminal text,  

‘The potential space between baby and mother, between child and family, 
between individual and society or the world, depends on experience which 
leads to trust. It can be looked upon as sacred to the individual in that it is 
here that the individual experiences creative living.’ (Winnicott, 2005, 
p139). 

It is other authors that have re-imagined and applied Winnicott’s (2005) ideation, 

articulating transitional space as a potential space that exists in-between the 

subjective and objective, inner and outer, reflection and action, stimulus and 

response, and betwixt and between (Green, 2012); the potential space between 

self and environment that is key for developing cultural identity embedded in 

place (Malone, 2004), between psychoanalyst and patient (Blackwell, 1997), an 

‘area of social free fall’, dangerous space (Nystrom, 1978, p247), and a ‘troubled 
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space’ (Kalmbach Phillips, 2010, p634). Transitional space has been discussed 

and applied within the domains of psychotherapy practice (Newirth, 2016, Flax, 

2011), self-healing within mental health care (Wilkin, 2006), as well as teacher 

and manager education (Kalmbach Phillips, 2010, Dubouloy, 2004). As an 

applied or theoretical concept, transitional space has not ventured beyond these 

fields or specific areas of practice. 

As per Winnicott (2005), the healthcare practitioners’ transitional space was 

understood as an intermediate space between their inner and outer world where 

they looked to make sense of their work as existential project, authenticity, 

belonging, and the concerns and vulnerabilities they experienced alongside. The 

healthcare practitioners’ experience of the ASU (understood from the nexus of 

their work as existential project) also meant contributing (through their 

relationships with others), to patients’ own transitional work, so that patients 

could deal with what the healthcare practitioners perceived was a frightening, 

uncertain, turbulent space and time, and respond to what they perceived was 

the challenge of rehabilitation. 

The findings from the stroke survivors’ perspective illuminated the spaces of the 

ASU in their meaningful holding and transitional forms, as well as how they were 

intertwined. Holding, alongside anchors and transitional phenomena or objects 

(such as the staff, family members, lipstick), were thought to assist the stroke 

survivors’ self-in-transition. However in this study, transitional space emerged 

within the accounts of the stroke survivors’ ASU experience in a differing form to 

Winnicott’s (2005) intermediate space. This reflected the ASU as a lived space 

where the stroke survivors transitioned and transformed their self in response to 

the stroke, the spatial practices of the hospital/ healthcare space, the ASU’s 

spatial practices, and in one case, transitioned towards recovery. Ellis-Hill et al 

(2009), when exploring the experience of being discharged from hospital to 

home, found that feeling supported versus being abandoned, continuity in 

recovery versus loss of momentum, and being in the picture versus being in the 

dark were meaningful to stroke survivors. Feeling supported, prepared, with a 

sense of partnership and trust, and having access to information, were important 

for developing stroke survivors’ confidence (Ellis-Hill et al., 2009). All these 

above factors were felt to assist stroke survivors in maintaining their momentum 
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and recovery (Ellis-Hill et al., 2009). Other research into rehabilitation 

experiences has indicated the following as important: 

• need to be able to cope 

• need to adapt to a new life and self 

• need for individualized caring 

• need for emotional support 

• need for a sense of security 

• need for a goal-orientated and progressive care (Sigurgeirsdottir and 
Halldorsdottir, 2008).  

• collaboration with health professionals 

• assuming responsibility and seizing control (Peoples et al., 2011). 

This evidence base provides support for the presence of holding and transitional 

dimensions within rehabilitation experiences that resonated with the stroke 

survivors’ accounts and the healthcare practitioners’ work as existential project 

(see maps: Figures  20 and 22, Chapter 7). Taken together, this evidence 

provides further, albeit tentative support to a similar need for, and intertwining of, 

holding in the support of transition (when considered as momentum and/ or 

recovery/ rehabilitation).  

These understandings are also congruent with the philosophy of Heidegger 

(2008), and Being, Becoming and Being-in-the world (self and space 

intertwined). The holding space of the ASU was interpreted as being (people 

were held in space) and being with (people were held with, and by others). The 

intertwining of holding and transitional space, reflective of the healthcare 

practitioner’s being transitional objects or the ‘good enough mother’, with stroke 

patients’ on-the-way-to-becoming. These differentiated spatial forms will be 

discussed further. 

Holding space 
As is evident above, and in a partial departure from Winnicott, holding space 

rather than environment developed through the stroke survivors’ analysis. This 

represented emergent understanding from the stroke survivors’ perspective 

about the meaningful experience of being and feeling held, being held close, 
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held together, and held apart within the lived space of the ASU, and the spatial 

dimension of the lifeworld.   

Holding and holding space have emerged within the education, psychiatry and 

psychoanalytic research base (Malone, 2004, Blackwell, 1997, Giovacchini, 

1987), research into migration (Hordyk et al., 2015, Baynham, 2003), but have 

not translated into the mainstream of healthcare, or stroke related research and 

practice. As such there is little within the research literature to examine. Findings 

from this study resonate with a sense of ‘holding’ understood as nurturing refuge 

(Praglin, 2006), and as affording the time and space for a person to understand 

their current circumstances, experiment and ‘play’ (Green, 2012). This 

understanding suggests that ‘holding space’ is responsive to emotional need, is 

about the emotional environment (Flax, 2011, Blackwell, 1997) and the safety, 

and nurturing qualities of the space produced. For stroke survivors in the 

present study, the holding space meant protection, safe haven, and that they 

were not alone with their vulnerabilities. Holding was understood to function to 

sustain them, affirm fellowship and community, as well as provide the conditions 

in which the stroke survivors could reflect, think, consider, or just ‘be’ on the way 

to becoming (see Figure 23). These findings correspond in part with the 

psychological, social and spiritual support wanted by Chinese stroke survivors 

from their hospital care (Yeung et al., 2011), as well as the structural dimensions 

of security, emotional support and individualized caring needs of rehabilitation 

articulated by Sigurgeirsdottir and Halldorsdottir (2008). This study has 

particularly illuminated the ASU holding space as necessary because of the 

vulnerability and disruption the stroke survivors experienced after the stroke, but 

also because of being in hospital. Hence the findings from the present study add 

weight to the evidence and further suggest that holding may be especially 

important when stroke survivors’ own vulnerability and that of others is intimately 

experienced.  
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Figure 23: An extract from the stroke survivors’ map of their ASU 

experience 

For example, the 

present study 

illustrates that 

this sense of 

holding may be 

particularly 

meaningful in the 

acute stages 

after stroke, as 

well as at certain 

times i.e. when 

stroke survivors 

first experience 

having to be 

helped with self-

care, i.e. 

washing and 

toileting; as per 

the participants 

in Meleis et al 

(2000), and at 

night, perhaps 

when patients 

feel at their most vulnerable; like the stroke survivors in Arntzen et al (2015b). 

This study also provides important insight into understanding holding as ‘holding 

close’ and ‘holding apart’ hence distance as important as, and intertwined with, 

intimacy. 

An ethnographic study similarly revealed the emergency department as offering 

a zone of protection as people experienced the arbitrariness of their misfortune, 

vulnerability, helplessness, and in some cases, finitude (Malone, 2000). Arntzen 

et al (2015b) also found that stroke survivors described their in-patient 

experience as shielding them, and ‘A good place to be in a vulnerable situation’ 

(p308). Taken together, these findings suggest that holding is a meaningful term 
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to describe the sense of security that stroke survivors need, and holding 

understood and further supported as meaningfully related to minimising, dealing, 

and working with vulnerability. In Malone’s (2000) emergency department the 

nurses worked on  

‘recognizing and minimizing vulnerability, and to help patients cope, often 
through helping them accept and learn about their vulnerability’ (p5).  

Indeed stroke survivors have been shown as wanting to be treated as people, 

individuals, with respect and dignity in an attentive and supportive way (Peoples 

et al., 2011, Mangset et al., 2008). In the most part, the findings from the present 

study offered a more positive understanding regarding the stroke survivors’ 

experience of ASU staff members’ holding through their efforts to maintain 

dignity, integrity of self and minimize vulnerability, when compared to other 

stroke survivors’ experiences of care in a number of settings and hospitals 

across the UK (Kitson et al., 2013). There was also a striking difference between 

the descriptions, understandings and shared concern for colleagues, that were 

contrary to the problematic therapist-nurse relationships articulated elsewhere 

(Seneviratne et al., 2009, Barreca and Wilkins, 2008, Morris et al., 2007). There 

may be something of relevance in regards to ASU settings compared to other 

hospital wards, the particular ASUs involved in this study and perhaps the 

working relationships that existed between staff and patients there.  

A small number of papers have discussed the relevance of spatiality within 

narratives of migration (Baynham, 2003), and the significance of nature 

as containing and holding space for immigrant and refugee children (Hordyk et 

al., 2015). Migration offers the physical displacement of person, dislocation, 

relocation and settlement. Although not immediately transferable to the acute 

stroke unit and stroke survivors, there were degrees of resonance and variation 

with the stroke survivors’ accounts. The ASU was understood as a different, 

unfamiliar space experienced alongside the stroke survivors’ acutely different 

post-stroke space. Like with Hordyk et al’s (2015) children, the holding space for 

stroke survivors’ on the ASU (mostly provided by the spatial practices of 

nurses), was thought to offer them security, trust and confidence, which 

meaningfully related to how they felt they could develop, re-establish and 

reconstitute their self and their sense of agency in varying degrees.  
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Figure 24: An extract from the stroke survivors’ map of 

their ASU experience 

Again in a similar vein to Hordyk et al (2015), the holding space for Sarah in the 

hospital bay, meant that she and the other patients shared challenges and 

discoveries in their socially produced space (see Figure 24). Through this lived 

space, Sarah described how she realized her own unique knowledge, 

experience and potential, and in turn contributed these to that space and others. 

This in part reflects Lewinter and Mikkelsen (1995), where patients were 

described as using the stroke unit in the manner of a self-help group, and 

Arntzen et al’s (2015b) stroke survivors, whose confidence developed through 

the community (composed of staff and fellow patients), and their experience of 

belonging to, 

and being part 

of, a common 

project. Although 

Sarah, through 

the hospital bay 

and her 

community of 

strangers, was 

understood to 

experience a 

sense of 

temporary 

belonging and 

responsibility, it did 

not emerge in the other stroke survivors’ accounts. Equally I would propose that 

Sarah’s account gave access to a social process that went beyond self-help. 

Rather, the hospital bay was understood as the space she and the other 

patients occupied and enacted. This was understood as their domain and 

practiced space, visited occasionally by nurses and other members of staff, 

rather than the other way round. Although inhabiting the space of the hospital 

bay was particular to Sarah, other stroke survivors involved in this study were 

also thought to practice the lived space of the ASU through their actions, 

behaviours, and responses. This offers unique insight that re-constitutes 

healthcare spaces as potentially inhabited by patients, and prompts expanding 



 

204 
 

Figure 25: An extract from the stroke survivors’ map 
of their ASU experience 

practicing the ASU beyond the sphere of the health professional, to incorporate 

the practicing role of patients, something that has had little recognition within the 

related literature. 

This study has also illuminated that within the stroke survivors’ ASU lived space 

there could be too much or too little holding. Although holding through the spatial 

practices of nurses 

was meaningfully 

experienced by 

stroke survivors in 

this study (see 

Figure 25), it was 

perceived that time 

pressures and 

demands could 

reduce the nurses’ 

ability to hold. In 

addition, Jane 

explained how she 

experienced the 

ASU’s holding space 

as increasingly 

restrictive and 

confining during her 

stay. This sense of 

too little or too much holding has emerged only partially in other studies, with 

patients describing feeling stuck in a cage in hospital (Burton, 2000), imprisoned 

(Ahuja et al., 2013, Maniva et al., 2013), trapped (Kouwenhoven et al., 2012), 

and missing contact with the nurses to answer questions they had about the 

stroke (Olofsson et al., 2005). What was significant in the present study was that 

holding was understood as an essential part of the ASU experience in unique, 

varied, but also dynamic ways. This was meaningfully related to need, was 

practiced by different people, and was not just the foreground, but in some 

cases perceived as providing the impetus for transition. 
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Although holding and holding space did not emerge within the healthcare 

practitioners’ analysis, there was an indication that the ways in which they 

understood their work as existential project (see map, Figure 22, Chapter 7) and 

how they practiced their project, resonated with the holding spatial practices 

emergent within the stroke survivors’ experience. The present study built on the 

‘concern for persons’ found elsewhere (Clarke, 2010). Particular to these ASU 

healthcare practitioners, embedded within this concern, was their commitment to 

sustaining and working with patients’ individuality. The findings of this study; that 

included the healthcare practitioners’ experience and perceptions of their 

practice, as well as the majority of the stroke survivors’ experiences of the ASU 

holding space; were in significant contrast to a recent meta-ethnography that 

explained that stroke survivors’ basic human needs may not be met, and that 

they may not be acknowledged as individuals within their rehabilitation (Hole et 

al., 2014). The description offered by Blackwell (1997) (from a psychoanalyst 

perspective), of holding underscored the reliability of presence, recognition of 

the person, their sense of who they are in relation to us, and what they feel 

through our communication and interactions. In the context of this study, a 

similar sense of presence, recognition, and relation resonated with the 

healthcare practitioners’ talk about their ASU experience, aspirations for their 

project, and the stroke survivors’ holding experience. The healthcare 

practitioners’ perceptions regarding their practice also resonated with 

relationship-centred care (Suchman, 2006) and developments in understanding 

person-centred nursing, that has incorporated effective relationships and 

engagement, knowing ‘self’, commitment, power sharing, working with patient’s 

values and beliefs, having sympathetic presence, sharing decision making and 

providing for physical needs (McCormack and McCance, 2006).  

In fact, the healthcare practitioners articulated a concern, commitment, and felt 

responsibility to practice through their relationships with others that was not 

limited to patients and relatives, but that also included colleagues. I propose that 

this more particular, relational, connected, embodied, reciprocal and expansive 

way of understanding this part of the health practitioners’ experience and project 

is insufficiently emphasised or prioritised as part of ASU health professionals’ 

work from an organisational perspective.  
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Figure 26: An extract from the healthcare 

practitioners’ map of their ASU experience 

Relevant to the above, the other practices the healthcare practitioners’ 

described being part of their work as project, involved relating by witnessing, 

recognizing, understanding, and connecting through embodied presence, caring 

and communication (see Figure 26). These spatial practices were meaningfully 

related to what they perceived was their need to protect, sustain, uphold, 

respond, support, encourage and motivate patients as they worked on their 

transition, but were 

also how they 

contributed to 

colleagues. They 

practiced in this way 

because of what they 

witnessed and 

understood to be the 

challenges their 

colleagues’ faced, 

what they perceived 

patients experienced 

after stroke 

(adversity, 

uncertainty, fear, 

unfamiliarity) and 

what the patients’ 

transitional work 

demanded.  

Although most of the holding spatial practices discussed by the stroke survivors 

were within the context of nursing, and they described the significant 

contribution of nurses to their sense of feeling/ being held, this was not their 

exclusive domain. These understandings expand the propositions of Meleis and 

Trangenstein (1994), Meleis et al (2000) and Quinn (1992); that the nurse is an 

agent of change, facilitator of transitions, and that nurses themselves, are a 

holding sacred space. Others, albeit sometimes less visible others in the stroke 

survivors’ accounts were also thought to be involved. Sarah’s experience, for 
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example, uniquely illuminated how she contributed to holding within the hospital 

bay, as did her similar others. They shared understanding, skills, abilities, 

friendship, support and encouragement. Most significantly and different to the 

existing evidence base, feelings of responsibility and care towards each other 

were apparent. As Flax (2011) within the context of psychoanalysis has 

indicated: 

‘Being held comes from a variety of sources, and each individual finds her 
[sic] own set of conditions. Each one of these sources can be valuable on 
its own, but in the face of the tsunami of emotions that accompanies life 
and death scenarios, it may be that holding has to come from varied and 
unexpected places.’ (p332). 

Transitional space 
This thesis ventures understanding transitional space within the lived through 

ASU experience, with variant meanings. This includes a transitional space that 

was understood to be:  

• experienced by stroke survivors in the lived space of the ASU, and 

orientated around the self, 

• related to the healthcare practitioners’ experience of contributing to 

another’s transitional space (stroke survivors’ transitional work),  

o as perceived by healthcare practitioners (through their ASU space 

of representation [how they lived the ASU space]) 

o and their representations of space (how they and others conceived 

the ASU space)  

• reflective of the mental (transitional) space, where the healthcare 

practitioners sought to understand their present ASU lived space from the 

nexus of their work as existential project, authenticity, belonging, and the 

vulnerability they experienced in relation.  

Transition reflects the process of human becoming that is interwoven with 

suffering, adaptation, and growth (Wilkin, 2006) and it is this understanding of 

transition that is most relevant for this study. Change lies in the domain of the 

external world, whilst transition exists and is orientated around the realm of the 
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Figure 27: An extract from the healthcare 

practitioners’ map of their ASU experience 

person, having a sense of flow and movement (Meleis and Trangenstein, 1994). 

In this study, the stroke and the healthcare/ hospital space were understood to 

provide the external trigger for entering into a particular phase of transition for 

stroke survivors. The organizational and policy related change were perceived 

as the present background for most of the healthcare practitioners’ ASU 

transition. As Meleis et al (2000) articulated, transitions are:  

‘both a result of and result in change in lives, health, relationships and 
environments’ (p12).  

However, Meleis et al (2000) also indicated that vulnerability can be related to 

transition experiences, interactions, and environments may: 

‘expose individuals to potential damage, problematic or extended recovery, 
or delayed or unhealthy coping’ (p12).  

This corresponds with the sense of vulnerability both groups of people 

experienced, and is further discussed in the suffering and thriving section. So, 

transitional space itself may be threatening and/or may expose vulnerability. 

People may be more vulnerable to other threats in their own (mental) transitional 

space, and as they undergo transition. The spaces of hospital, and healthcare, 

as was the case in this study, may expose patients and those that practice the 

spaces, to additional concerns and vulnerabilities. This susceptibility further 

accentuates the potential need for holding, and its intertwining with transition, as 

understood through the stroke survivors’ analysis and the healthcare 

practitioners’ accounts of their spatial practice.  

Evident within the healthcare practitioners’ ASU experience, as part of their work 

as existential project were the notions of hope and hopefulness (see Figure 27). 

Hope has been 

highlighted as 

important in the early 

stages after stroke for 

stroke survivors’ 

progression (Arnaert et 

al., 2006), continuity 

and recovery (Kitzmüller 



 

209 
 

et al., 2012, Burton, 2000), as a motivator, mood protector, tool for adjustment 

and thinking about the future (Bright et al., 2011).  The importance of internal 

(attitude, progress, sense of self, severity of stroke) and external (i.e. social 

connections, spiritual beliefs, health professionals) sources of hope after stroke 

has been supported in empirical research and a recent systematic review (Danzi 

et al., 2013, Bright et al., 2011, Arnaert et al., 2006). Although this corresponded 

with all of the healthcare practitioners’ accounts of their practice in slightly 

different ways, only Sarah out of the stroke survivors’ explicitly articulated 

hopefulness as part of her ASU experience. In a similar vein to the evidence 

(Bright et al., 2011, Arnaert et al., 2006), Sarah’s hopefulness was understood to 

reflect a complex multi-dimensional picture. Her hope for recovery did not 

automatically mean that she expected her hopes to be realised, and her hope 

co-existed alongside other shared emotions such as disappointment, 

acceptance, uncertainty and worry. The findings that related to the health 

practitioners’ experience and perceptions of their practice, were in marked 

contrast to Tutton et al’s (2012) staff members who were understood to wield a 

paternalistic control over hope (giving it and taking it away on a day-to-day 

basis). This contrast perhaps related to what was understood to be these ASU 

healthcare practitioners’ particular sensitivity to existential concerns, their 

heightened awareness of the necessity of hope, and how they looked to sustain 

and uphold it in what they perceived were the most fragile of circumstances. 

Transitional space: an intermediate space between a person’s inner and 

outer world 

This form of transitional space was meaningfully experienced by the healthcare 

practitioners. This was where they were understood to make sense of their work 

and the congruence and tension they experienced in relation. They described 

how they were undergoing significant change in their working practices and the 

organization, but unlike the stroke survivors, were understood to have no access 

to ‘holding’. Research carried out within a UK academic institution undergoing 

organisational change reported using mentoring and coaching to provide a 

transitional space (physical time, place, support and resources) to support staff 

(Harding, 2013). This resulted in perceived benefits for aligning the individual 

with the institution, for achieving their own aspirations, undergoing reflection, 
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exploration, developing their understanding, and psychological re-orientation. 

Harding’s (2013) case study indicated the need for, and benefit of, supporting 

Higher Education staff during times of organizational change, how this was 

achieved, conceptualised as transitional space, and perhaps how similar 

methods could be applied within the healthcare context.  

Assisting healthcare practitioners in developing and forging their identities in 

their new world, just as the ASU health practitioners in this study described 

attempting to do, rather than through directives, enforcement and a top down 

approach could have helped them better survive the vulnerabilities and threats 

three out of four of them experienced. It could have offered them ‘space’ in 

which to process, work through and move forwards. As proponents in the field of 

organizational change have indicated, change and transition are often 

considered automatic, or synonymously with each other, with transition on a 

personal and organizational level generally ignored or under-emphasised 

(Bridges and Mitchell, 2000). Bridges and Mitchell (2000) with their model for 

change explained that transition (within an organization context) takes longer 

than change, with three stages that reflect the psychological reorientation people 

go through: 1) saying goodbye (endings), 2) the neutral zone (explorations) and 

3) new beginnings; all of which they propose are upsetting. This would 

correspond with safe spaces (as holding) for reflection, saying goodbye, ‘play’, 

and troubling spaces that extend play and risk (transitional), all of which are 

temporally intertwined (past, present and future).  

The transitional space of the ASU and the relevance of self 
Although all the stroke survivors expressed the meaning of the ASU as holding 

space, only three of them (and in much more disparate, varied ways) explicitly 

signified the ASU as transitional space in their experience. The transitional 

space of the ASU was understood to range from a passive transition and 

relinquishing of self, a temporary (active) transformation of self, re-emergence, 

re-assertion and/or recovery of self (see Figure 28). These transitions emerged 

as dynamic, particular to individual people, and in response to their individual 

needs and situation at the time. 
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Figure 28: An extract from the stroke survivors’ map 

of their ASU experience 

Transition in relation to the self, resonated with Hole et al’s (2014) meta-

ethnography, and the 

psychosocial 

significance of transition 

in identity for recovery 

after stroke (i.e. 

reconstitution and 

reconciliation of self). In 

addition, and only for 

Sarah, the ASU was 

meaningfully understood 

as a transitional space 

for physical recovery. As 

such, difference and 

variation in these 

people’s experience and 

understanding of the 

ASU transitional space 

were apparent.  

In different ways 

Andrew, Jane and 

Sarah recounted how 

they began to reassert their sense of self, and/or tentatively engage with their 

temporality as the beginning of their transition. Jane was understood to work on 

her transition towards recovery at home, and by her self (although not in 

isolation). This focus articulated only by Jane resonated with Olofsson’s et al 

(2005) Norwegian stroke survivors’ overwhelming need to return home to 

recover. It may be that the longer stays in hospital [that I presume from the 

interview timing provided by Olofsson et al (2005)], may have resulted in a more 

pressing need for at-home-ness that was not apparent for the other stroke 

survivors here. Influences such as stroke severity, recovery and social 

circumstances may also contribute. Some stroke survivors may need more time 

in holding and transitional spaces, before they can visualize and relate returning 
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home with being-at-home. Indeed Sarah wanted longer in the ASU that she felt 

was a potential-orientated, transitional space for recovery. These varied 

perceptions held parallels with New Zealand stroke survivors’ reports of either 

wanting, or not wanting to leave the rehabilitation hospital setting within their 

recovery experience (Ahuja et al., 2013). Considering these different feelings 

and responses in light of early supported discharge initiatives may be needed. 

Early discharges may accentuate vulnerability (i.e. crisis and feelings of 

abandonment) and a loss of being-at-home for some stroke survivors that have 

been proposed within the evidence base (Arntzen et al., 2015b, Ellis-Hill et al., 

2009). Different needs and paths may be warranted, but as yet are unavailable 

within the current conceptualisation of ASU provision. 

Traditionally in the stroke field, transition has been emphasized as discrete time 

points, or events that reflect movement from one place to another, like returning 

home (Rittman et al., 2004). More recently, two grounded theory studies 

explored transition, and transformation after stroke, respectively (Timothy et al., 

2016, Kessler et al., 2009). In the first study, the stroke survivors’ embodied 

experience was a constant and dynamic state of flux between having a 

‘divergent body self’ and a ‘cohesive body self’. Although the participants’ 

hospital admission ranged from 4-12 weeks and did not include an acute stroke 

unit focus, anchors for grounding (i.e. knowledge, attitude, environment; social 

and physical) did emerge as part of their substantive theory. These anchors 

shared similar characteristics with Winnicott’s (2005) transitional 

objects/phenomena, and either supported the development of a more cohesive 

body-self or made participants more comfortable with a divergent body self. In 

the present study, although body and self were meaningfully experienced in the 

post stroke space, and in relation to the stroke survivors’ expressions of 

vulnerability and/or recovery, transition was predominantly in the realm of a 

more expansive self (not restricted to embodied-self) whilst on the ASU. 

Complexity and multiplicity in a similar fashion to Timothy et al (2016) also 

emerged within the stroke survivors ASU experience. This was evident as; 

transition took variant forms in different ways, and different selves and 

transitions were understood to co-exist and/or co-occur at the same time. 
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Kessler et al’s (2009) Canadian study developed four factors that contributed to 

transformation after stroke (triggers, support, knowledge, and choices to action). 

Resonance with the stroke survivors’ accounts of vulnerability, holding, and 

transition, as well as the health practitioners’ experience of the ASU and their 

spatial practice was evident. The present study illuminates the experience of the 

ASU in particular, and the human side of how the very early stages of stroke and 

stroke care in the ASU were understood. It offers insight that a number of the 

elements articulated in the theories posited above (i.e. vulnerability, taking 

action, seeking control, examining and thinking about self and life, anchors for 

grounding, and the complexity, co-existence and flux of divergence and 

cohesion) (Timothy et al., 2016, Kessler et al., 2009), may be in process in the 

weeks, days, if not hours after stroke, whilst patients are on the ASU. It may 

therefore be particularly valuable to attend to holding during this time. It could 

have significant implications to stroke survivors’ on-going journey-ing and 

transition. I propose that this study broadens the conceptualisation of transition 

in the context of the ASU experience. Rather than being focused on recovery, 

rehabilitation, and the longer term outlook, this study adds experiential weight to 

transitions ranging from being absent (in one case) to present and in process 

(for the other three stroke survivors) during the acute phase of stroke, and that 

these transitions were not limited to adaptation in regards to recovery. The 

transitional space ‘given’ through the narratives of these three stroke survivors 

took a range of different forms. Andrew’s transition was a passive relinquishing 

of self. Sarah actively chose a different way of behaving and being, to deal with 

the hospital situation. Jane quickly transitioned and dynamically re-asserted her 

sense of self to escape the confines of the ASU. Sarah, like Jane began to re-

establish her self as part of her transition whilst there. The majority of these 

forms of the ASU transitional space were not present within the healthcare 

practitioners’ talk or understandings. This thesis therefore has illuminated 

particular understanding about the varied transitions evident within the stroke 

survivors’ talk about their experience of being on the ASU. These included 

transitions of necessity, for protection, in addition to those that offered a sense 

of potentiality and journey-ing towards becoming.  



 

214 
 

The findings from this study suggest that the healthcare practitioners held an 

awareness of a number of the issues posited above from the evidence base 

surrounding transition and transformation after stroke (see Figure 29), for 

example, vulnerability, taking action, seeking control, anchors for grounding and 

support, examining and thinking about life and self, complexity, uncertainty, 

hope, motivation and knowledge. However, all of the healthcare practitioners 

perceived that part of their ASU experience meant contributing to patients’ 

transitional work, which 

mostly emphasised 

helping patients respond 

to the challenge of 

rehabilitation. Despite this 

emphasis in the healthcare 

practitioners’ talk, 

transition in relation to 

recovery and rehabilitation 

did not consistently 

emerge within the stroke 

survivors’ experiential 

meanings.  

In line with Sarah’s lived 

experience of the ASU, 

Arntzen et al’s (2015b) 

and Maniva et al’s (2013) 

stroke survivors, recounted an emphasis on physical body work within their in-

patient rehabilitation stay. This body-work was reported as having significant 

positive psychological implications that further resonates with Sarah’s account of 

her ASU experience. There was a sense that to recover, Sarah had to both 

reinstate and reassert her sense of self, but through her progress, this was 

reaffirmed. Although this held parallels with the healthcare practitioners’ 

experience, and how they perceived they looked to assist patients to respond to 

the challenge of rehabilitation, minimal reports of body-work or rehabilitation 

were present within the other three stroke survivors’ accounts. There may be a 

Figure 29: An extract from the healthcare 

practitioners’ map of their ASU experience 
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number of reasons for this. Previous research has indicated that some stroke 

patients believe that rehabilitation has a reduced role in the acute phase, that 

the acute phase should be about encouraging and explaining, with hospital 

being perceived to focus on medical treatment, stabilising, monitoring, 

investigating (Clark, 2000), and/ or that recovery only begins when services 

cease (Burton, 2000). Peoples et al’s (2011) review found that not all stroke 

survivors were ready to accept the demands or responsibilities placed on them 

in rehabilitation. Another study undertaken in Sweden found that younger stroke 

patients felt that rehabilitation was a vague process that they walked alongside, 

but in which they never fully participated (Roding et al., 2003). In the context of 

this study, there are a number of possible implications. For some stroke 

survivors, holding may be what they need, or are able to cope with in the 

immediate time after stroke. Because of the changing demands and priorities of 

the ASU, opportunities for the ‘transitional work’ conceptualised by the 

healthcare practitioners may have been limited. Perhaps holding, as this study 

and the background theoretical literature have proposed, was the necessary 

foreground for transition that was worked on elsewhere and/or beyond the ASU. 

Clark’s (2000) findings may indicate that the hospital and ASU, if understood as 

social produced space (in line with the present study’s findings, see page 180, 

219-220), may be formed and represented (conceived) through medical 

assessment, treatment, monitoring, and guidelines, rather than being a reflection 

of patients’ preferential or perceived need.  

Venturing the relevance of self-in-transition 

The varied and particular understandings about the different notions of 

transitional space that have emerged in this thesis, prompts consideration of the 

self as the fundamental resource, and actor in bringing about transition in the 

face of change, and that this transition can take many meaningful forms. 

Revisiting the maps in Chapter 7, the self was a central feature of the healthcare 

practitioners’ and stroke survivors’ ASU experience. An emphasis on the self 

would correspond with the qualitative empirical research regarding what it is like 

to live with stroke, the implications on self (Arntzen et al., 2015a, Yeung et al., 

2011, Ellis-Hill and Horn, 2000, Ellis-Hill et al., 2000), and a self that needs to 

adapt (Peoples et al., 2011, Sigurgeirsdottir and Halldorsdottir, 2008). As was 
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evident in the findings (Chapters 5 and 7), the potentiality of the transitional 

space for stroke survivors was perceived as related to the sense of holding but 

also the individual, within a process of self-actualization. This perspective 

considered alongside the body of literature, offers a different gaze that could 

correspond with the meaningful needs, as well as the dissatisfaction sometimes 

expressed by patients and relatives about services after stroke. Collectively, this 

sense of dissatisfaction has related to limited emotional and psychological 

support, information and education (Danzi et al., 2013, Lawrence and Kinn, 

2012, Peoples et al., 2011, Yeung et al., 2011, Eames et al., 2010, Ellis-Hill et 

al., 2009, Hunt and Smith, 2004). I am proposing that the absence of these 

could contribute to providing insufficient ‘holding’ and therefore could restrict the 

transitional potential of the individual and self.  

This lack of holding and its relationship with transition could also contribute to a 

re-imagining of rehabilitation away from the traditional understanding that still 

sits firmly in the process, healthcare, service-orientated domain, mostly provided 

by therapists and received by patients. Rather it could be conceived as a route 

and method that would better reflect the self-in-transition. Banja (2011) 

contrasted Western and Buddhist philosophies; proposing the Buddhist 

constitution of self to be more relevant to stroke, stroke policy and care. He 

proposed that it offered a realistic trajectory of human functioning that embraced 

and accepted suffering, imperfections, was compassionate, communal, 

interconnected, in the moment and processural (becoming), all of which were 

particularly resonant with the healthcare practitioners’ and stroke survivors’ lived 

through experience of the ASU. Relationships, sensitivity to existential concerns, 

‘being with’ (as well as doing), respecting, supporting a sense of self and 

transition are argued as central to rehabilitation that more effectively responds to 

life after stroke, but also for human living, and the human, social and 

psychological dimensions involved. 

Rehabilitation, understood and encapsulated within the realm of the person 

(self-in-transition) may more effectively include and frame the person within, at 

the centre, and loci, of the process. This understanding is congruent with what 

Ellis-Hill et al (2008) have proposed in their Life Thread Model; rehabilitation as 
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transition that belongs to the person, is their process and one that addresses the 

psychological (being with, hearing, and valuing) as well as physical (doing). 

Privileging the self-in-transition could have positive implications for how 

rehabilitation is understood that could empower and minimize distress at the 

stopping of services. It could better reflect the longer, ongoing, dynamic process 

that corresponds with stroke survivors’ narratives after stroke (Ellis-Hill et al., 

2000), the evolving and adapting self/identity integral within recovery (Hole et 

al., 2014), the never ending nature of the recovery process, and implications for 

stroke survivors’ social world (Beal et al., 2012, Burton, 2000). It would better 

address the psychological, rather than over-emphasise what is primarily 

considered the physical nature of rehabilitation after stroke (Beal et al., 2012, 

Peoples et al., 2011, Ellis-Hill et al., 2008). 

All of the above would concur with the empirical work in the field that has 

explored the experiential nature of life after stroke and at different time points or 

stages (Ellis-Hill et al., 2009, Burton, 2000, Ellis-Hill et al., 2000). Burton’s 

(2000) study illuminated the limited relevance the traditional understandings of 

acute, recovery, and rehabilitation phases have to life after stroke, and the 

experience of stroke survivors. The stroke survivors in Ellis-Hill et al (2009), of 

whom 7 out of 20 had experienced an ASU, perceived their own role and 

personal response (as well as the service) as influential for momentum, and for 

preserving identity (Ellis-Hill et al., 2009). This too would correspond with the 

emphasis on self-in-transition (but not in isolation), that I am tentatively 

proposing in light of the present study and evidence base.  

It is important to acknowledge that the bulk of the findings in this thesis (from 

two out of the four stroke survivors’, and all the healthcare practitioners’ 

accounts) orientated recovery within the domain of the stroke survivor, their self, 

work and effort. Attending to the nuance, particularity and variant meanings here 

is important. Supporting patients’ rehabilitation was understood as a key 

experiential concern of healthcare practitioners, but this was also exposed to the 

present vulnerabilities they experienced. Limited storied accounts of recovery, 

rehabilitation and explicit work on the self were apparent in the stroke survivors’ 

talk. Recovery or rehabilitation did not emerge within Sally’s and Andrew’s 

narratives about their time on the ASU. Work on the self seemed to be absent, 
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more hidden, or perhaps less tangible. In contrast to Sarah’s transitional space 

for recovery and re-assertion of self, Jane was understood to ‘recover’ her self 

on the ASU and continue her rehabilitation outside the ASU once at home. The 

findings in this thesis are thereby in contrast with those of Arntzen et al (2015b) 

whose stroke survivors felt the in-patient setting focused on body work through 

the efforts of the professionals, and neglected working on their sense of self. 

The important distinction was that the individual patients in this study (from the 

perspective of both stroke survivors and healthcare practitioners), were 

understood to be the loci for transition, not the staff of the ASU, that the stroke 

survivors’ experience uncovered transition as predominantly orientated with the 

self, not physical body-work, and that these transitions were not exclusively 

recovery orientated. 

Although Sarah in the present study, and some of the stroke survivors in Ellis-

Hill et al (2009), felt that physiotherapists in particular had a role in maintaining 

their momentum (transition), Sarah also perceived that the nurses sensitively 

and gradually moved from holding to transitional spatial practices on the ASU. 

She felt that other staff members and the patients she shared the hospital bay 

with, also assisted her transition. In this study, the nurses and others on the 

ASU were perceived by stroke survivors as contributing to the holding space, 

perhaps as anchors or transitional objects (Hartman and Zimberoff, 2005). 

Although this is not in opposition with some of the nursing theories regarding 

transition (Tyrrell, 2016, Meleis et al., 2000, Meleis and Trangenstein, 1994); 

privileging the self, in relation to holding and transition and their 

interconnectedness, involves a more subtle, broader and inclusive emphasis 

that may allow us to think about identifying and considering different transitions, 

(not just those around bodily-physical recovery), and our associated practice in a 

more nuanced way. 

The ASU as produced space 
In an unexpected but similar vein to the stroke survivors, the healthcare 

practitioners’ accounts were also orientated around their self, and a self-in-

transition. This was embodied and brought to life in the map of the healthcare 

practitioners’ lived experience (Figure 21, Chapter 7). As explained in Chapter 6, 

within and through the produced space of the ASU, the healthcare practitioners 
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were understood to make sense of their project-ed work. There was a sense that 

within the ASU, the four health practitioners had established spatial practices 

and symbolic meaning, socially and individually, and forged their project, space 

and themselves in co-creation.  

Barina (2015) took Lefebvre’s theory of social and produced space, and 

insightfully articulated the interconnected and complex interplay of spatial 

practices (perceived/ physical), representations of space (conceived/ mental) 

and representational spaces, or spaces of representation (lived/social) using the 

ICU (intensive care unit) as an exemplar. How the healthcare practitioners in this 

study described and attempted to understand their experience of working on the 

ASU, was encapsulated within a similar dynamic interplay of the ASU’s 

conceived, perceived, and lived space. The ASU was therefore experienced as 

a place, with physical and geographical characteristics, but was understood to 

be a produced and practiced space, that reflected the habits, actions, ideas and 

symbols that intertwined, produced, practiced, and lived the space (Lefebvre, 

1991). The healthcare practitioners were thereby thought to: 

• live the space through the everyday; their actions, and living situations 

(lived space/ representational space) 

• perceive the ASU space (spatial practices): through their perception of 

their ASU world, the way this world was used and ordered, the structures, 

routes and patterns of interactions (Barina, 2015, Merrifield, 2003) 

• make sense of the conceptualised space that was the ASU: the ASU 

conceived space (representation of space), that reflected how the ASU 

was planned and modelled, designed, structured and produced by 

agents, and associated with ideologies, power, knowledge, signs and 

symbols. This reflected the mental conceptions the healthcare 

practitioners held about the ASU representation of space, as well as the 

abstract conceptualisation of the ASU reflected by the guidelines, policy 

and audit. 

The healthcare practitioners’ day-to-day experience of working on the ASU was 

interpreted as intertwined with who they were, who they wanted to be, how they 
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Figure 30: An extract from the healthcare practitioners’ map of 

their ASU experience 

wanted to practice, and what ‘spatial ASU world’ they wanted to produce. Three 

of them felt that the current overriding emphasis on process, system, 

standardisation and numbers (a space of economy and efficiency: a space of 

control) was perceived as important but also opposed or collided with their 

representation of the ASU space and their practice within it (for relational work, 

and contributing to patients’ transitional work). As Barina (2015) articulates:  

‘(Social) space is complex and dynamic, and it bridges the gap between 
the real and the abstract, between practice and thought. It is not itself a 
singular object, but includes objects, their meaning, political and social 
forces, ideologies, intentions and relationships.’ (p99).  

As such, power and control were present within the experiential accounts of 

stroke survivors’ and healthcare practitioners’, in different ways and forms. This 

illuminates the ASU as thought to be embedded relationally within a larger social 

space, field of relations and spatial scale (Delbridge and Sallaz, 2015, Taylor 

and Spicer, 2007). This larger social space included the hospital and Trust, the 

national policy, guidelines and audit, all of which were understood to attempt to 

control and shape the work and the spatial practices within the ASU for three of 

the healthcare practitioners (see Figure 30).  
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Figure 31: An extract from the stroke survivors’ map of 

their ASU experience 

Representations of space also emerged within the stroke survivors’ accounts. 

Although they appeared to be visitors to this different world, of relevance to them 

all was what was the connected hospital/ healthcare space. This was a space 

that represented efficient processing, an emphasis on clock or calendar time 

(rather than temporality), multiple agents, diminished control, acquiescence to 

experts, but also appreciation and gratitude. Within the ASU (and 

interpenetrating hospital space) some participants felt that they were in a sense 

to behave and not make a fuss. Feelings of gratitude (Ahuja et al., 2013, Roding 

et al., 2003), a wish to 

not be seen as a ‘bad 

patient’ (Rosewilliam 

et al., 2016), and an 

understanding that 

they should not 

complain (Roding et 

al., 2003) have 

emerged within the 

literature. Similar 

experiences have 

been reported 

elsewhere (Burton, 

2000, Secrest and Thomas, 1999), with a systematic review of qualitative 

studies into stroke rehabilitation, finding ‘power and control’ to be the 

overarching theme (Peoples et al., 2011). This corresponded with the stroke 

survivors’ accounts in the present study: where the insertion of multiple agents, 

a sense of being processed and moved from place to place: were felt to 

underscore and accentuate their diminished control (see Figure 31). This was 

evident in the ASU space, and embedded in the larger spatial field of the 

healthcare space.  

The findings of the present study also suggest that some ASU healthcare 

practitioners may; struggle at times to uphold stroke survivors’ autonomy, be 

paternalistic in their interactions (i.e. in preparation for discharge), that some 

stroke survivors welcome, or do not appreciate this approach and may quickly 
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need to reassert their own control over the situation. These findings have been 

similarly indicated elsewhere (Taylor et al., 2015, Peoples et al., 2011, Proot et 

al., 2007, Daniels et al., 2002). Although the healthcare practitioners did not 

explicitly talk about these issues from the stroke survivors’ perspective, they 

described upholding individuality, responding to need, and providing 

opportunities and choice within their work as existential project. Taken within the 

context of this study, what has emerged as particularly illuminating was the 

varied, individualized and dynamic nature of how the stroke survivors were 

understood to relinquish, accept or reassert control within their ASU experience 

and the hospital space, and how this was intertwined with holding and 

transitional space, spatial practices, and the self-in-transition. It also suggests 

that the healthcare practitioners’ involved in this study were particularly attuned 

to stroke survivors’ needs and circumstances. This seemed to reflect a 

heightened sensitivity that has had limited recognition elsewhere in stroke unit 

research. 

Summary 

This thesis offers understanding about the varied, meaningful spaces 

experienced by stroke survivors and healthcare practitioners, and how they were 

perceived to be practiced. It illuminates the particular, individual, dynamic nature 

of how the spatiality of the lived experience of the ASU as the phenomenon of 

interest, was encountered and understood. This study has brought forth the 

emergent, lived, produced and practiced space of the ASU and the making 

sense process that was understood to be part of the stroke survivors’ and 

healthcare practitioners’ spatial practice and lived through experience whilst 

there. It ventures that using and considering spatiality (albeit not in isolation), 

when considering our experience and practice, might offer an effective way of 

dealing with the complexity of human living, and within that sphere, the 

complexity of healthcare practice.  

Of specific relevance is the emergent understandings of the ASU as produced, 

lived, and practiced space (transitional and holding), the meaning of these 

spaces, and how they were thought to be interconnected. Viewed as a holding, 

transitional, lived and produced space, the ASU and how it was practiced, what 
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it aimed to deliver and offer to stroke survivors, could re-orientate the focus of 

care towards holding and the emotional and psychological support of the 

individual, for their own development, potential transition and becoming whilst on 

the ASU, but also beyond. It could function to reinstate the dimensions of 

humanization (insiderness, agency, uniqueness, togetherness, sense-making, 

personal journey, sense of place, embodiment) and lifeworld-led healthcare; that 

reflects an existential view of the person and wellbeing (the intertwining of 

stillness and motion, peace and possibility) (Dahlberg et al., 2009). This would 

correspond with viewing transition as multi-dimensional and longitudinal (not as 

specific discrete events). As Dahlberg et al (2009) proposed: 

‘Professionals led by lifeworld knowledge do not therefore just offer 
technical solutions, but are able to offer ‘paths’ for the patient to step into in 
their life’s journey’ (p270).  

These findings provide an important but preliminary offering of holding in acute 

service provision: holding that offered variant meanings and was beyond that of 

caring and helping. This understanding would better address congruence 

between the aspects of service provision that were felt to meaningfully 

contribute to these stroke survivors’ ASU experience, and what the healthcare 

practitioners perceived as their authentic, meaningful work. 

This thesis ventures transition of self, thereby broadening traditional 

understanding of transition as change in place, or limited to recovery and 

rehabilitation. It has developed emergent understanding of the multiplicity, 

complexity and dynamic nature of transition in the acute stage after stroke that 

can encompass protective, necessitous, as well as potentially-driven transitions. 

It has illuminated that transition is not isolated to the experiential realm of 

patients. Rather transition and the self-in-transition were a significant part of the 

healthcare practitioners’ lived through experience of the ASU space. 

There has been no research that has discussed the relevance of spatiality, or 

these lived spaces, either within stroke provision generally, or acute stroke unit 

care specifically. The findings from the present study have advanced thinking in 

the field of acute stroke unit provision by offering a provisional but detailed 

(albeit still complex) understanding about how these stroke survivors understood 

their ASU experience and how it was spatialised in different ways. They shine a 



 

224 
 

light onto how the acute stroke unit experience, and perhaps other acute 

settings could be conceptualised and understood. Understanding, that I argue, 

would have direct relevance to the people involved (i.e. stroke survivors, 

relatives and health practitioners), and that may resonate and speak to them in a 

way the current policy and guidelines do not. 

When considering the spatiality of their ASU experience it is also necessary to 

consider belonging, the meaning of ‘being at home’, and becoming in the ASU-

related spaces as lived and produced. This will be discussed in the following 

section. 
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Suffering and thriving as a human being  
‘I began by seeing how man was formed by circumstances-and 
what are circumstances?-but touchstones of his heart-? and what 
are touchstones? but proovings of his heart? and what are 
proovings of his heart but fortifiers or alterers of his nature? and 
what is his altered nature but his Soul?-and what was his Soul 
before it came into the world and had these provings and 
alterations and perfectionings?-An intelligence-without Identity-
and how is this Identity to be made? Through the medium of the 
Heart? And how is the heart to become this Medium but in a world 
of Circumstances? . . .’ 

John Keats (letter) (1819) 

 

The stroke survivors and healthcare practitioners in different and unique ways, 

were describing undergoing change, transition, and experiencing varying levels 

of thriving, suffering and at-home-ness. A sense of belonging has been shown 

as important for health, adjustment and well-being for individuals’ generally 

(Baumeister and Leary, 1995), during rehabilitation (Sigurgeirsdottir and 

Halldorsdottir, 2008) and in the process of change post stroke (Hole et al., 

2014). In the context of this study, existential suffering and belonging were 

understood to be relevant to the stroke survivors’ post-stroke space. This space 

was perceived to be where they intimately encountered their disrupted self, 

body, lifeworld, mortality, and where they were not at-home. Home and 

belonging, were understood to be placed within the domain of their lifeworld, 

their pre-stroke world, and not the ASU. The ASU holding space and transitional 

space are proposed as meaningfully related to the stroke survivors’ ability to 

survive the hospital, ASU and post-stroke space, with Sarah unique in how she 

could potentially thrive in the face of the threats and vulnerabilities experienced 

after her stroke.  

This thesis offers preliminary insight into understanding the different journeys 

when dwelling and at-home-ness were challenged, undertaken from, and within 

these two perspectives (stroke survivor and healthcare practitioner). A sense of 

discord and homelessness in the healthcare practitioners’ and stroke survivors’ 

ASU experience, were manifest in the aesthetic offerings in Chapter 7. Most of 

the healthcare practitioners were understood to be disrupted from their at-home-

ness on the ASU, never to return to the same place.  In addition, nurses were 
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literally and physically displaced on a regular basis to cover staff shortages on 

other wards. 

Stroke survivors were understood to feel disrupted from their at-home-ness 

within their body, lifeworld, and biography, to stay in the foreign and separate 

(but holding) ASU, and return at some point to home (albeit self and the space 

of home both altered and (un)changed) (see Figure 32). To compensate for their 

homelessness, Sarah and her similar others were understood to uniquely forge 

a temporary settlement and community within the hospital bay. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Figure 32: The stroke survivors’ complete map of their ASU experience 
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Figure 33: An extract from the healthcare 

practitioners’ map of their ASU experience 

All of the healthcare 

practitioners in this study in 

varying ways were thought to 

have searched and toiled to 

find their authentic place 

(space) to practice and belong. 

Bearing in mind their 

investment, the change, 

threats, and varying degrees of 

They-ness three of them 

described experiencing (see 

Figure 33), were particular 

troubling and difficult for them 

to overcome quickly or discard. 

In some cases this was thought 

to go beyond lost space, perhaps more into the realm of ‘lost [or lessening] 

human’ that related to their felt existential concern. These three healthcare 

practitioners were thought to experience existential vulnerability in relation to 

their sense of belonging, dwelling harmoniously in place, their connection with 

others, and in some cases, humanity.  

This vulnerability was perceived as meaningfully related to the practical, 

psychological work and labour they had to undertake to make sense of, and 

survive the lived, produced space of the ASU in various forms (i.e. accepting, 

resolving, reconciling, defying) (Figure 33). It is in these various forms and to 

varying degrees that the stroke survivors and healthcare practitioners were 

understood to experience belonging and at-home-ness whilst living through the 

space of the ASU. 

In this context, suffering and thriving are used in this thesis not to indicate an 

either/ or, or a continuum, rather an intermingling of both these human 

conditions for and within human becoming. The idea that a human being can at 

the same time thrive as well as suffer sounds paradoxical, but is consistent with 

the understanding developed here. Suffering and thriving are intertwined with 

the everyday meaningful tensions for human life as articulated by the human 
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geographer Seamon (2007): movement-rest, dwelling-journeying, home-horizon 

and continuity-change. These, alongside the intertwining of space, place and 

human flourishing (Graham, 2011), dwelling and mobility, peace and movement 

for wellbeing (Dahlberg et al., 2009), were perceived as relevant for the 

healthcare practitioners and stroke survivors involved in this thesis. These 

existential, lifeworld concerns were inter-mingled with how both the stroke 

survivors and healthcare practitioners responded to their not-at-home-ness, 

struggle and suffering (adversity), that could involve succumbing, surviving, 

resilience (recovery) and thriving (Halford, 2004). Belonging (Baumeister and 

Leary, 1995), being at home and its interplay with authenticity and inauthenticity 

for wellbeing (Wilson, 2015) were also a key emphasis in the healthcare 

practitioners meaningful experience.  

Three of the healthcare practitioners described how they were experiencing both 

imminent threats and concerns (Figure 34) due to the organisational changes 

occurring on the ASU and within the Trust, which weighed heavily on their 

present and uncertain future. These findings support other work that suggests 

that in their everyday working lives, healthcare practitioners feel under immense 

pressure.  

Figure 34: An extract from the healthcare practitioners’ map of their ASU experience 
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Indeed these health practitioners in the present study, recounted how they 

experienced increased workloads (similar to those described in Allan et al., 

2014, Catangui and Roberts, 2014, Luker et al., 2014, Hubbard and Parsons, 

2007), tensions, demands and in some cases distress (ethical strain) that were 

similar to views expressed by allied health professionals working with acute 

stroke patients (Luker et al., 2014), Canadian stroke rehabilitation nurses 

(Barreca and Wilkins, 2008), and an Australian OT and PT (Hubbard and 

Parsons, 2007). These pressures and tensions were understood to be 

experienced alongside uncertainty in the face of organizational change, 

associated additional demands, and an accentuated concern for patients 

(Marshall and Olphert, 2009). Taken together, the evidence base and these 

findings, show that the tensions and concerns that the health professionals 

experienced in the ASU were around what they thought was a system and 

process focussed service that was orientated around technology, time, definites 

and decision-making; rather than about people, their variability and individuality, 

with reduced opportunities for being with, caring, rehabilitation, and work (‘play’) 

for patient’s transition (see Figure 34). Length of stay on the ASU was explained 

as becoming the enforced focus of some of the healthcare practitioners’ work, 

with inputting information into the computer, audit and administration prioritised 

at an organizational (hospital level), rather than caring for patients. This was 

thought to reflect the ‘macro-originated economic and ideological pressures’ (Malone, 

2010, p44) that were part of their ASU experience. These economic pressures, 

embedded within the conceived representation of ASU space, were thought to 

negatively influence what Malone (2010) has proposed (in relation to nursing 

practice), as distal and proximal perspectives (physical, narrative and moral). In 

the context of this study, two of the healthcare practitioners (Clare and Angela) 

were understood to look to maintain their proximal practice and connection with 

others, whilst attempting to fulfil the distal needs of the ASU (through their 

management work, organisation of the individual, service, evaluation and 

administrative roles). Helen on the other hand, was felt to embody ‘spatial 

resistance’ (i.e. scepticism and defiance) to the distal perspective, what Malone 

(2010) conveys as: 

‘near-covert connection, morally satisfying but risking possible sanction’ 
(p50).  
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It was only Beth, the rehabilitation assistant, who was discovered to be able ‘to 

be’, be at-home and dwell without the associated concerns and vulnerabilities 

implicitly or explicitly expressed by the other health practitioners. The absence of 

these vulnerabilities within her account may have reflected her continued ability 

to practice proximally, untouched by the changes occurring, and the issues 

expressed by her colleagues. The findings from this study open up a clearer 

path to understand that although the healthcare practitioners were understood to 

believe in the value of distal work; their authenticity, what represented their work 

as project, as well as what the stroke survivors’ accounts offered in relation to 

holding and transitional space, all sat firmly within the realm of the proximal. 

Furthermore and congruent with this, what was understood to be the particular 

spatial (proximal) vulnerabilities of ASU practice was of relevance to all the 

healthcare practitioners in this study, and an experiential concern expressed by 

the stroke survivors.  

Whilst on the ASU, the stroke survivors were understood to experience already 

highlighted feelings of diminished control, as well as biographical disruption, a 

threatened sense of self, and an awareness of corporeal fragility. The majority of 

this disruption and loss of control were thought to be brought about by the 

stroke, and reflected what was experienced in varying ways as a threatening, 

frightening, uncertain post-stroke space. However, all the stroke survivors felt 

the spatial practices within the hospital and ASU space, in different ways, could 

accentuate their sense of vulnerability, which perhaps related to how Andrew in 

particular described his appreciation of holding. As Malone (2010) has 

articulated:  

‘Leaving behind the place of home and entering into the unfamiliar 
institutional spaces of the hospital, our understandings of intimacy and 
distance are challenged by intrusive examinations, loss of private space, 
the threatened foreshortening of our life horizons, and the need to depend 
upon the kindness of strangers as we seek not only wellness, but re-
emplacement in our bodies and our lives.’ (p 42).  

A hospital space that can engender vulnerability echoes with the findings from 

the stroke survivors in the present study, and those in other work. The 

participants in Arntzen et al (2015b) and Yeung et al (2011) explained how their 

in-patient experience seemed separate from reality, their lifeworld and family. 
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Arntzen et al’s (2015b) stroke survivors felt safe and secure, whilst sometimes 

not feeling safe and secure in their contrasting experience of day and night.  

Night was when they were alone with their existential concerns (Arntzen et al., 

2015b). At the same time, some of the Norwegian stroke survivors felt the in-

patient situation meant that they thrived (Arntzen et al., 2015b). All of these 

seemingly differing positions resonated with variant meaning present within the 

stroke survivors’ lived through experience of the ASU.  

In the context of this study, stroke survivors on the ASU experienced suffering 

and struggling but also witnessed it too. ‘Bearing witness to suffering’ in the 

emergency department (Malone, 2000) resonated with the nurses’ holding 

spatial practices experienced by stroke survivors, and those recounted by the 

healthcare practitioners in this study. Malone (2000) considered there was a 

mutual awareness of existential contingency in the emergency department, 

which was also apparent in the accounts of the nurses in this study. They were 

particularly aware and engaged with existential concerns and their mutual 

vulnerability and helplessness. However, unlike some of the nurses in the 

emergency department (Malone, 2000), Clare and Helen did not look to distance 

themselves from patients and colleagues for the sake of their own coping. 

Rather they described how they responded to suffering by stepping closer, 

striving to maintain this closeness and connection (proximal practice), despite 

the vulnerabilities (for self and other) this was felt to expose them to. 

The vulnerable nurse  

Revisiting the nurses’ perceived and experienced vulnerability alongside the 

spatial triad- conceived, perceived, and lived (Lefebvre, 1991)- of the produced 

ASU space is relevant. From a review of the literature Allen (2004) proposed 

eight inter-related bundles of nursing activity that she argued more accurately 

reflected the reality of practice, rather than the ideals and cultural aspirations for 

nursing. Importantly Allen (2004) highlighted a need for the orientation of nursing 

practice as one of healthcare intermediaries, with a role in constituting contexts 

of care. This would better reflect congruence with the current organizational 

demands experienced within the ASU, the ASU’s representation of space as 

conceived by the guidelines and hospital management, as well as Malone’s 

(2010) distal nursing perspective.  
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Figure 35: An extract from the healthcare practitioners’ 
map of their ASU experience 

In line with the above, the findings of the present study show the nurse was 

understood to experience, as well as be perceived by others (healthcare 

practitioners and stroke survivors), as particularly vulnerable. Sarah (as a 

watcher of nurses and a mother of a nurse), was understood to hold a significant 

concern for them, their diminishing numbers and the felt implications for 

patients. Sally recounted the ‘too busy’ nurses that meant she didn’t feel 

sufficiently held. Thus, the perception of the vulnerable nurse within the stroke 

survivors’ experience was understood to have implications for holding and was 

thought to engender additional meaningful concern and vulnerability for patients. 

In the context of this 

study, the nurses’ 

experience was 

therefore thought to 

be one of reduced 

numbers (sometimes 

solitary), increased 

demands (from others 

such as management) 

and diminished control 

(see Figure 35). This 

was understood to 

exist alongside the 

demands and 

expectations they 

continued to place on themselves. When discussing technology within 

organization(s) Munro (2001) highlighted the asymmetry of continuous ‘addings’. 

This bears relevance to understanding the nurses’ situation in the ASU in 

particular. Clare described how the nurses were taking on more and more 

specialist and technical roles whilst being relieved of their hands-on caring. They 

were becoming fewer in number, busier (Wilson, 2015) and were often 

physically re-located but not (re)placed. Clarke (2013) has highlighted the low 

nursing staff levels, high dependency and time requirements of nursing in stroke 

rehabilitation units. Research into Swedish nurses’ and mental health workers’ 
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experiences after re-structuring in a social psychiatric dwelling context, 

suggested that the staff viewed themselves like a general human factotum with 

a number of goals, roles and functions that they felt important for their work. 

However despite this, they described working in a mainly strangled situation 

(Kristiansen et al., 2010). Clare, like staff members in other research (Allan et 

al., 2014), explained how she was continuing to attempt to get the job done 

despite the increasing demands and change occurring around her. In 

Kristiansen et al’s (2010) Swedish study, working in this mainly strangled way 

was thought to relate to economic cutbacks, reduction in resources and staff 

numbers, and increased demands for them to extend their roles and scope. In a 

similar vein to aspects of Helen’s and Clare’s accounts, Kristiansen et al’s 

(2010) health practitioners experienced feelings of hopelessness, frustration, 

limited recognition from the organisation (unless it was in the form of criticism), 

but also collegiality that helped them cope, moments of joy when working with 

clients, and satisfaction when experiencing freedom in their independence and 

organisation of their work (Kristiansen et al., 2010).  

The busyness of nurses, perceived and witnessed by the stroke survivors as 

well as the other healthcare practitioners in the present study, has emerged in 

other research (Olofsson et al., 2005, Smith et al., 2004, van der Smagt-

Dujinstee et al., 2000) and is not a new finding. In a similar fashion to the reports 

of Morris et al’ s (2007) participants, where nurses struggled to ‘just get the 

basics done’, the nurses in this study, and the other healthcare practitioners’ 

perceptions of their experience, reflected a powerlessness, vulnerability and 

concern that I would propose went beyond busyness. Attending to the perceived 

significance of the nurses to the stroke survivors in this study, taken together 

with the research supporting their value after stroke (Hunt and Smith, 2004, 

Smith et al., 2004, O'Connell et al., 2003, Pound et al., 1995), supports nursing 

as meaningfully experienced through their individual interactions, emotional and 

personal connection. What this thesis particularly indicates were the perceived 

shared concern for nurses, their vulnerability, powerlessness, wellbeing; the 

repercussions for their holding and transitional spatial practice, and the resultant 

reported, and perceived implications for patients; that may be particularly 

troubling and insufficiently attended to.  
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The stroke survivors in the present study were understood to sympathise with 

nurses because of their busyness, but also, in relation to their perception of 

nurses doing ‘dirty’ work (McMurray, 2012). The above may allude to illness, 

disability (and helplessness) a negative shameful condition (Roos, 2010, Werner 

et al., 2004), with nurses and the NHS perceived as national treasures (Klein, 

2010). These traditional frames of thinking, purported and perpetuated by 

sociocultural and political norms may have also been underscored by their 

previous experiences in their care. All the stroke survivors would talk about 

nurses and then a more general ‘they’ on the ASU. This may have indicated 

their significance, and/ or presence on the ASU, but also perhaps too the 

familiar symbol that was ‘the nurse’. Perhaps because of this, all the stroke 

survivors in the present study in different ways were understood to either 

explicitly or implicitly articulate a sense of appreciation and thankfulness 

alongside experiential concerns. These four stroke survivors were understood to 

need to express their appreciation as they attempted to make sense of these 

contrasting feelings and concerns, as they ultimately looked to survive the 

threats, degrees and levels of suffering they experienced whilst living through 

the ASU.  

Surviving, thriving, being and becoming 
This thesis sheds new light on the ASU healthcare practitioners’ understandings 

of work as project. Their work and the meaning of it went beyond a common 

sense understanding of work as employment and/or skilled, professional 

practice. This corresponded with Malone’s (2000) emergency department 

nurses’ existentially meaningful work. In another hermeneutic phenomenological 

study, existential authentic work was how critical care nurses perceived and 

made sense of their interpersonal relationships with patients (Vouzavali et al., 

2011). It offered insight into the co-existence of glory and burden (Vouzavali et 

al., 2011) and similar extremes or co-existing states of thriving and suffering that 

emerged within the ASU healthcare practitioners’ experience. However, this was 

not exclusive to the two nurses who took part, rather meaningfully encountered 

within the ASU experience as the phenomenon of interest for all the healthcare 

practitioners involved. 
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As such, this thesis provides preliminary understanding that ventures the 

healthcare practitioners’ experience as, not only being a member of staff 

working on an acute stroke unit, but as contributing to the ontological nature of 

Being-in-the ASU. The ASU healthcare practitioners viewed their ASU world and 

understood it from within their existential project, as one that was interwoven 

with their own unique self-making and self-sustaining process. The ASU, and 

doing the work of the ASU, was where these health practitioners felt they 

belonged, felt at home and where they thought they flourished. This reflected a 

feeling at home in relation to social identity and human self-actualization 

(Graham, 2011), and their sense of authenticity. The sense of authenticity that 

was meaningfully experienced by the healthcare practitioners in this study, 

incorporated an existential, being true to oneself, ones’ particularity and mine-

ness, a self-fulfilment and self-realisation (Carman, 2006) that more often than 

not, was revealed through their expressions (and my impressions) of 

dissonance, troublesome-ness and they-ness within their ASU experience.   

As Graham (2011) philosophized, home can be the difference between surviving 

and dwelling. Human relatedness, that incorporates four social competencies or 

processes- sense of belonging, reciprocity, mutuality and synchrony (shared 

movement through space and time)- have been proposed as relevant within the 

nurse-patient relationship (Hagerty and Patusky, 2003, Hagerty et al., 1993). In 

the present study, all of the healthcare practitioners described meaningful 

belonging, shared commonalities as well as accepted difference with patients 

and other team members, reciprocity between self and others, self and the ASU, 

a sense of congruence with their self and their work, a fostering of shared 

flourishing (Halford, 2004), that meant they felt a sense of purpose, significance 

and achievement (Nolan et al., 2004). When this was in balance their work was 

felt to be effortless. When there was discord and threat, the emotion work and 

labour requirements were perceived as significant. However, these were not 

understood as mutually exclusive, static or discrete states, and could all be in 

play at one time or another, on a day-to-day basis.  

Hence, there was a sense that when work was experienced by healthcare 

practitioners in this meaningful way, they could flourish and thrive. However at 

the same time, they were more exposed and at risk to the multitude of changes 
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in practice and service delivery, that they perceived incongruent and in conflict 

to their work. For some of the healthcare practitioners in this study, this reflected 

a ‘lost space’, congruent with a remembered happy space (Cutcher et al., 2016) 

that was thought to be in the process of being completely or partially lost. This 

would correspond with what Bridges and Mitchell (2000) have suggested is the 

transitional requirement of individuals undergoing organizational change to ‘say 

goodbye’ to what has made them successful in the past, what they perceived as 

integral their self, their identity, sometimes their whole world of experience. This 

resonates with the healthcare practitioners’ experience that uncovered their 

appropriation of the ASU space fundamentally and creatively as a feature of the 

human condition and human realisation (Wilson, 2013). On a philosophical level, 

the existential vulnerabilities three of them subsequently experienced may point 

to a more alienated space and a diminished sense of dwelling, through the 

‘devastating conquest of the lived by the conceived’ (Wilson, 2013, p364), where ‘the 

richness of lived experience is progressively eviscerated’ (Wilson, 2013, p371) by the 

abstract, conceived space of the changed ASU (Lefebvre, 1991). 

This study has shown the complexity and emotional labour understood to be 

involved when these healthcare practitioners had to think, consider, ignore, 

Figure 36: An extract from the healthcare practitioners’ map of their ASU 

experience 
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reconcile, reframe, accept or resist in their efforts to cope with their existential 

threats and vulnerabilities; these difficult goodbyes and endings. The ASU 

healthcare practitioners’ experience partially corresponds with what Allan et al 

(2014) found to be staff and managers’ struggles in relation to organisational 

change in primary care settings. Their experience included the need for time, the 

likelihood of resistance, as well as the painful feelings involved (Allan et al., 

2014). Bridges and Mitchell (2000) indicated the extensive demands that almost 

entirely consume people’s energy when working in the neutral (exploratory 

zone); one that is full of chaos, confusion and uncertainty (see Figure 36).  

The time, demands, threats, psychological and physical implications for the 

individuals involved often goes ignored within the sphere of health related 

organisational change. Due to the relentless nature of change in the NHS, this 

both unacknowledged and unsupported load may have considerable negative 

implications for the wellbeing and health of staff, stress-related sickness, 

burnout incidence and ultimately retention (Seneviratne et al., 2009, Burke, 

2003). This may also hold relevance to stroke survivors; acknowledging the 

psychological incumbent energy required to transition (initially in the acute 

phase, but also over the longer term) as they move forward in their life after 

stroke. Stroke survivors that too are ‘lost’ (Ellis-Hill et al., 2009), their need to 

feel held at a time when their ‘sense of self is fragile’, (Ellis-Hill et al., 2008, p157), 

or their body-self wholeness is shattered (Kitzmüller et al., 2013).  

In McCormack and Titchen’s (2014) ecology of human flourishing: the 

potentiality of interconnectedness and relationships with self, nature, beauty, 

people and humanity on multiple levels, the rhythms and ways we connect, 

disconnect and embrace the search for meaning in the unknown, were offered 

as a way in which we can find ways to flourish within our day-to-day practice, 

and lives. In the present study, both the stroke survivors and healthcare 

practitioners were understood to experience the ASU within their lifeworld and 

the sphere of the existential. The stroke survivors visited (with some of them 

practicing) the ASU, at a time of significant existential threat and vulnerability. 

These threats and vulnerabilities were thought to be exposed, and engendered 

by the stroke, but also accentuated by the hospital/ healthcare space and at 

times the ASU (see map, Figure 20, Chapter 7). The ASU was thought to be a 
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place (mostly) of safety, security, that offered distance and intimacy, through the 

ASU holding space. In contrast, the healthcare practitioners were conceived as 

having developed a deep connection, meaning and related-ness to their ASU 

landscape and the people within it. Indeed most of them had worked there for a 

considerable time and expressed feelings of flourishing, development and 

growth, not only as a practitioner/ professional, but as a human being. Their 

sense of belonging on the ASU and with their ‘work’ was felt to be a ‘meaningful 

life project’ (Dahlberg et al., 2009), intertwined with their humanity and Being-in-

the world. Because of the felt significance of this co-constituted, embedded 

meaningful relation, their subsequent experience was particularly challenging.  

It may be that broadening the stroke survivors’ and healthcare practitioners’ 

view, (widening the landscape), would have helped them to find connectedness, 

beauty beyond the ASU space. They could have attended to the nuance and 

moments there; all of which might have assisted their re-constituted flourishing 

(McCormack and Titchen, 2014). However for this to happen, they would 

perhaps need a safe holding space to be, pause, think and breathe so that at 

times of crisis, they (and we) could find ways in which to dwell: 

‘‘Finding moments of stillness and intentionally focusing only on the issues 
at hand enables growth and movement.’ (McCormack and Titchen, 2014, 
p8)  

‘to come home to one’s situation, to hear what is there, to abide, to linger 
and to be gathered there with what belongs there.’ (Todres and Galvin, 
2010, p4): 

and thus, flourish in-becoming: 

‘In the midst of what may seem dead or murky and tangled with no space 
to move or breathe, the energies required for growth and flourishing spring 
forth. We just have to see and know it and flow with it.’ (McCormack and 
Titchen, 2014, p9). 

This study looked to explore and develop understanding about the human 

picture of how the ASU was meaningfully experienced as the phenomenon 

interest for people who were there after having a stroke and those that worked 

there. This thesis offers understanding about what was at the heart of the 

experience for four healthcare practitioners, the commitment, perseverance and 

work they were thought to do, and be doing, to maintain and transition in the 

face of change. It illuminates the lived through experience of the people who 
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practiced and lived the ASU space, transitioning and sustaining themselves in 

particular, meaningful ways. 

Summary  
Wilkin (2006) argues that emotional pain is central to human existence and 

human becoming; suffering for soul making. The stroke survivors’ and 

healthcare practitioners’ various levels of suffering and vulnerability were 

understood as intertwined and meaningfully related with their becoming, their 

experience of holding and transitional space, and embedded within the 

produced space of the ASU. Human flourishing thereby reflects the 

method through which we ‘find our place’ not just through human self-

actualization but also in connection with tradition, memory, and relationships to a 

range of others (Graham, 2011). Belonging has been proposed as a unified 

sense of place, culture, shared history and language over time (Cutcher et al., 

2016). Thus, to further the picture of the lived through experience of the ASU as 

the phenomenon of interest, a final emphasis- the intertwining of multiple selves 

in time and space- is important to address in light of the study findings. 

The intertwining of multiple selves in time and space 
   ‘A suite, suite portfolio of                                              

                                              belongings, in an ecology of 

                                 the self and  

                                                other and self 

                                                                 and others and self and 

memories, feelings, experiences, languages, places, encounters and 

                                                                                                         
                                                                                                  me.’ 

(Cutcher, 2015, p217). 

 

This thesis provides preliminary insight into stroke survivors’ and healthcare 

practitioners’ multiple selves in space and time that were meaningful within their 

ASU experience. This illuminates the manner in which these people described 

how they occupied and responded to these experiential spaces in different 
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ways, with different people and always in-relation. Temporality and time were 

not separate from understanding the spatiality of the ASU experience. Indeed 

time and space can only be understood in-relation. Transition implies temporality 

(i.e. as progress, or change, and the passage of time when individuals, groups, 

organization or lived spaces move from one state of being to another) (Cramer 

et al., 2012); and holding, as being held in particular spatial relation (Purkis, 

1996). By emphasizing the self in the earlier section of this chapter, I do not 

propose the self in isolation. The self, the produced space of the ASU, the ASU 

as holding and transitional space, were understood and formed in relation to the 

world, with being in the world, and being in the world with others.  

The self was understood to be the loci of transition, and loci for belonging for 

both the healthcare practitioners, and the stroke survivors (through their not-at-

home-ness). In some cases, their self provided continuity and stability, other 

times it was understood to transition and transform in response to particular 

need, situations, and circumstance. The self and different temporalities that 

emerged within the present study will be discussed alongside the stroke 

literature and other pertinent theoretical and philosophical schools of thought. 

The interplay between spatial and temporal dimensions with the stroke 

survivors’ and healthcare practitioners’ accounts of their experience emerged in 

the present study. Two of the stroke survivors described that the space (and 

holding) of the ASU, meant that they experienced altered time and sensing in a 

similar fashion to migrant children in Hordyk et al (2015); time slowed and 

brought with it a heightened cognizance, or it flew past in a haze of reduced 

awareness. For Andrew, the time aspects of his experience of the hospital and 

ASU space were perceived as weighing heavily, albeit in significant contrast, on 

time. Time was perceived as an object, with subjective temporality all but 

missing from his account.  

The meaningful importance of patient-nurse relationships in critical care that 

included spatiotemporal aspects was proposed by Vouzavali et al (2011). The 

intertwining of temporality with closeness, vulnerability, proximity in being 

towards death, as well as altered time experience, awareness and ways of being 

in time, have emerged in the experiential stroke related literature (Kitzmüller et 
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al., 2012). The present study suggests that altered time-temporality, that is 

intertwined spatially and relationally, may exist in the immediate time after stroke 

for some stroke survivors. In fact, multiple temporalities were apparent across all 

the participants’ accounts (stroke survivors and healthcare practitioners) in 

varying ways. This reflected different timescales, i.e. ‘clock time’, altered, lost 

and missing time, historical and genealogical time, past, present, future, diurnal, 

and nocturnal time.  

The stroke survivors’ and healthcare practitioners’ analyses in varying degrees 

were understood to emphasise and indicate the conflict between ‘clock time’ and 

‘slow care’. This would align with Rushton et al’s (2016) theoretical argument 

regarding these time concepts; mostly driven by fiscal temporal structurings, that 

emphasise ‘clock time/ fast care’, rather than ‘process time/ slow care’. This 

definitely resonated with the accounts of Helen, Clare, and partly Angela 

(healthcare practitioners). Taken together in the context of this study, those 

practicing within the realms of slow care, i.e. holding space and transitional 

space, may be vulnerable within the acute (clock time/ fast care) model/ setting. 

Nurses may be particular in their felt vulnerability, and patients as well as staff 

members may share this fast-slow care vulnerability. 

Spaces are embedded and embodied in time and place (Cutcher et al., 2016) 

with spaces retaining the past, and enveloping time- being produced within and 

through time (Lefebvre, 1991). Conceived space (in relation to Lefebvre’s 

produced space) comes into being not only through plans and maps, but is also 

intertwined with:  

‘shifting recollections and reconstructions, imaginations and interpretations 
of spaces and places in the past’ (Cutcher et al., 2016, p7). 

Aligned with this, there was a sense of genealogy in regards to the ASU from 

the perspective of the ASU healthcare practitioners and how their lives and 

selves were intertwined within it (see Figure 37).Hermeneutic phenomenological 

research in the psychiatric nursing field proposed that nurses can struggle 

between the past, present and future (attitudes, paradigms and practice), as 

they shift between different care models and selves (teacher, partner, traditional, 

supporter) (Pejlert et al., 1998). This was the case in the present study for three 
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Figure 37: An extract from the healthcare 
practitioners’ map of their ASU 

of the healthcare practitioners, as 

the organizational change and 

uncertainty they experienced was 

situated temporally and spatially 

within their ASU lived through 

experience. The health 

practitioners’ experience was 

intermingled with descriptions of 

what the ASU once was, what it 

was now, and their visions and/or 

concerns for the future within its 

changing representation of space. 

The ASU as produced space was 

understood as a dynamic, fluid 

space that was alive, was 

interconnected and 

interpenetrated with other spaces 

with different temporalities, 

superimposed upon one another 

to create the present ASU space 

(Watkins, 2005, Merrifield, 

2003).  There is no one system, 

no one organisation Munro (2001) 

argues, rather:  

‘one being enacted or imagined on the spot-momentary and provisionally- 
out of all the wreckage and bricolage from what has gone before. And 
insofar as this is always being enacted differently over time and 
differentially across the institution, we can be pretty much sure we never 
step in the same system twice.’ (Munro, 2001, p402).  

As such, this to some extent represents the complexity within the healthcare 

practitioners’ data. Their transcripts perhaps constitute a record of the process 

of stepping through and working with the wreckage and bricolage at that 

moment in time, within time.  
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Time and temporality within the stroke survivors’ ASU experience were also 

meaningfully experienced. Returning to the preceding content in this discussion: 

the self-in-transition, and how the stroke survivors varied in the ways they 

coped, survived or thrived with their varied levels of suffering and vulnerability: 

involved adapting to a change in their self-identity whilst holding on to aspects of 

their old life and self, in a similar vein to that reported in previous work (Hole et 

al., 2014, Ellis-Hill et al., 2009, Sigurgeirsdottir and Halldorsdottir, 2008). In 

addition, and in line with other research (Hordyk et al., 2015), there was a sense 

that when holding was successful, the healthcare practitioners’ perceived, and 

the stroke survivors’ felt, they could begin to imagine and project into the future 

(Brown et al., 2014, Hole et al., 2014, Ellis-Hill et al., 2009, Ellis-Hill et al., 

2008).  

 

 

The self-in-transition was understood to indicate how the stroke survivors’ 

temporally, spatially, and relationally made sense of who and where they were 

after stroke in a ‘newly conscious way’ (Hole et al., 2014), and in relation to an 

evolving and adapting self and identity (Hole et al., 2014). Recovery has been 

shown to occur over time, and to include the ability to acquire new 

understandings, utilise experience, adapt to stroke through practice, rebuild and 

Figure 38: An extract from the stroke survivors’ map of their ASU 

experience 
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restructure identity, and re-integrate identity in life (Hole et al 2014). A changing 

and evolving self (Banja, 2011) that reflected a continuous appraisal and 

reappraisal (Burton, 2000) was evident in Sarah’s narrative, to some extents 

Jane, but less present for Andrew and Sally, which appeared to correspond with 

the absences of recovery and/or rehabilitation in these stroke survivors’ talk of 

their ASU experience (see Figure 38). 

However the unitary ‘self’ is a simplistic notion. Instead there exists ‘a cacophony 

of voices inhabiting and constituting a self’ (Grant, 2014, p545). Although exploring 

physiotherapy students’ narratives (in the construction of their identities), 

Chambers (2012) demonstrated the complexity, multiple roles and identities 

each person could bring to the student-clinical educator encounter. Rather than 

a single authentic self and true self (staying true to integrity, morals, values), the 

self is diverse and multifaceted (Halford, 2004). This presents a more 

incomplete, complex and provisional picture than has perhaps been indicated so 

far in this chapter. Sarah’s spatial practice within the hospital bay was thought to 

allow her to maintain her sense of self and identity through both her contribution 

(‘me self’) and her difference to others (who are ‘not me’). However Sarah, 

Andrew, and Jane were also understood to respond to the hospital space, and 

perhaps their post-stroke space, by transitioning, relinquishing control, 

acquiescing in slightly different ways through their different selves (‘other me’, 

‘not me’ self). These findings partially mirror that of other stroke survivors’ 

hospital experience (Olofsson et al., 2005, Burton, 2000). Norwegian stroke 

patients’ hospital (stroke centre) experience was less vivid and detailed 

compared to their remembrances of the stroke, as they passively put 

themselves in the staff’s charge, without demands and expectations, becoming 

objects of depersonalized care (Olofsson et al., 2005). However in contrast it 

was through the nurses holding practices in this study that Andrew in particular, 

and Sarah and Jane (through her own efforts and/or others’ holding) did not feel 

depersonalized. It is in this vein, that the stroke survivors’ experience is ventured 

to meaningfully relate to the emergence of multiple selves, but also the 

movement between selves. In similar and various ways, the healthcare 

practitioners’ thrived and survived the space of the ASU during the discontinuity 

and change they experienced, as they shored up, maintained and sustained 



 

245 
 

their sense of themselves, managed and moved between selves, as well as 

seeming to say goodbye to parts of their ‘me self’. 

There has been insufficient attention towards temporality, spatiality, or the 

consideration of self and authenticity, within the domains of healthcare provision. 

Research regarding the self in the nursing field does exist, but it is not specific to 

stroke or acute care (for example Kristoffersen and Friberg, 2015, Kristiansen et 

al., 2010, Ramage, 2004, Pejlert et al., 1998). Most of this research is limited to 

the psychiatric and mental health domain, perhaps because these fields 

privilege the self within their practice. A few have indicated the challenge for 

nurses to carry out new roles, and that this can require workplace support to 

integrate new identities into nurses’ self-concept (Ewens, 2003). Although a 

theoretical study that drew on examples from nurses in the both the somatic and 

psychiatric field, Kristoffersen and Friberg’s (2015) paper resonated almost 

exactly with Clare’s understanding of her work as project and the relationship 

with her self. This included her aspiration to improve herself and become a 

better person, stroke and suffering as a call to action, and self-gratification 

through giving. In a strikingly similar vein to Clare, Kristoffersen and Friberg’s 

(2015) theoretical proposition was that the nurses balanced ‘other-orientated’ 

with ‘self-orientated’ moral or moral-philosophical ideas, that were not in 

opposition, or isolation, but inherently combined. This would correspond with 

how Clare looked to operationalize and fulfil her work as existential project using 

the multiple facets of her nursing self; her portfolio of belongings for her self and 

another.  

Halford (2004) proposed that the (mental) transitional space may hold a 

collection of self-concepts and images that may include good selves, bad 

selves, hoped for selves, feared selves, ideal selves, ‘not me’ selves, possible 

selves, and past selves. This holds relevance to Helen, Angela and Clare as 

they justified their compromises, their dissonance, their ‘me’ and ‘not me’ that 

were always in play, occurring in relation, as they made sense of their ASU 

experience in their transitional space. There is a sense that this too may hold 

relevance for the stroke survivors’ different ways of being, and movement 

between ‘me’, and past selves (pre-stroke me), ‘other facets of me’ and ‘not me’ 

during their time there. So, as well as transitional space reflecting a practiced 
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lived space where transition occurred in different ways on the ASU, and an 

intermediate space between the inner and outer world of the individual; the latter 

may also function as both container and place for working with and making 

sense of the multiple selves that emerged within the healthcare practitioners’ 

and stroke survivors’ accounts of their ASU experience. 

This discussion section has focused on temporality and the emergent 

understanding that related to the multiple selves that were meaningfully 

experienced by the stroke survivors and health practitioners. The final part of 

this section relates to the dialogical realm of the inter-subjective space; that of 

being in-relation and being-in-the-world with others.  

The self-other relation within the ASU lived through experience 
The findings from this thesis indicate the relational nature of the lived, produced, 

holding, and transitional spaces of the ASU. As well as the temporal spatial 

relation, self-other in relation was of relevance to the ASU experienced by 

healthcare practitioners and stroke survivors. Self-other as distance, self-other 

as proximity between individuals; whether this represented the in-between 

between the person and other stroke survivors, person and members of staff, or 

indeed the person’s inner and outer world or multiple selves. Hence within the 

context of this study, the ASU as holding space, transitional space, lived, 

practiced, and produced space, were all understood as spaces of relation.  

The (mental) transitional space, as an individuals’ intermediate space between 

inner and outer worlds, was also conceived as reflecting the in-between of 

relation (Praglin, 2006). Young’s (1994) discussion of the potential (transitional) 

space within the psychoanalytic relationship is of relevance here: one that 

reflects the use of transitional objects and play within the intermediate space of 

overlap between therapist and patient  (as potential space). An inter-subjective 

space for I-Thou (Wilkin, 2006), that is about self-growth and becoming. As 

discussed earlier in this chapter, the healthcare practitioners articulated a 

commitment to relational work. This seemed to reflect genuine meetings within 

the intersubjective space as they worked to help patients with their transition.  

I propose in light of the findings from this study, the intertwined relevance of 

each experiential ‘landscape’ developed from these four stroke survivors, and 
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four healthcare practitioners. Understandably, there were variations, differences 

and particularities to each person, as well as within the perspective of stroke 

survivors, healthcare practitioners. However, there was also a surprising shared 

understanding between these two horizonal meaning perspectives. The 

healthcare practitioners and stroke survivors were undergoing change and 

transition, varying degrees of suffering, thriving, surviving, belonging and at-

home-ness, existential threats and concern. Thus to some extent, this 

discussion chapter represents the inter-subjective space and permeability 

between these two landscapes; the space between I-Thou and Thou-I, that I 

was not expecting: 

As I work with this chapter it feels that their experiential accounts provide 

insight and understanding for the other. When I started this research, I did not 

expect to find shared meaning from each of these two perspectives as well as 

my own. My thinking had separated them (and myself) as different, rather than 

viewing us all as human beings within an existential and lifeworld orientation.  

Summary  
This study has taken place at a time when there is still ‘space’ to explore acute 

stroke unit provision. It has opened up, visualized and represented these 

landscapes before the changes and technological emphasis takes us too far 

away from the human side of experience and the meaningful spaces we 

construct and live through. With the stroke unit policy change, the space ‘to be’ 

and ‘be with’ has become restrictive. I propose that by attending to space, and 

considering these spaces, reflecting and thinking about the ASU, but also other 

healthcare spaces, can be deepened and developed. It may offer a space in its 

own way; a way of thinking and engaging with the complex, meaningful 

experiential nature of the ASU and other health and wellbeing related spaces, 

that can have specific, meaningful relevance to practice. 

I propose that this study illuminates understandings of the experience of the 

ASU from these two perspectives that may in turn offer a preliminary (albeit one 

version) ‘map’ to access, consider and traverse an others ‘spatial landscape’ 

and horizon of understanding (see Figure 39). Understanding that demands: 
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‘more compassionate and realistic tales that we not only spin together, but 
also weave into a supportive reality for all of us journeying through life.’ 
(Banja, 2011, p29).  

This is what I have attempted to do in the undertaking of this study and 

production of this thesis. 





 

 

Figure 39: Combining the horizonal landscapes (stroke survivor and healthcare practitioner) for the acute stroke unit 
experience  
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Methodological insights and contribution 
This study has demonstrated the contribution of hermeneutic phenomenology 

within the healthcare setting and in this case, the ASU context. It has ensured 

that the phenomenological core of stroke survivors’ and healthcare practitioners’ 

experience was explored and illuminated through the hermeneutic process. 

Although the study is one co-constructed version and possible representation, it 

demonstrates how this type of research can develop unique, new, deeper, 

thought provoking insights into our assumptions about practice, our perceptions 

of our own experience, and that of others. Due to the hermeneutic nature of the 

project, meaning that was unarticulated, less visible, or under the surface could 

emerge through the systematic and thorough analysis process. By adopting a 

human lifeworld perspective, this research has brought the experience of the 

ASU as lived into the open in all its meaningful everyday particularity, nuance, 

ambiguity, richness and fine grained detail. 

By including the three findings chapters: the two chapters from the perspective 

of stroke survivors, and healthcare practitioners with their prologues, and the 

aesthetic offerings presented in Chapter 7: this study aimed to expand the 

resonance of the findings. Different perspectives and entry points into the 

experience of the ASU were thereby offered to the reader. I have attempted to 

demonstrate the value of these different perspectives for understanding the ASU 

experience and its relevance to practice. As such the findings aim to represent 

the: 

‘intertwined matrix of sensations and perceptions, collective field of 
experience lived through from many different angles’ (Abram, 1997, p39).  

The study has demonstrated how interpretative phenomenological analysis 

(IPA) can be drawn on to operationalize a hermeneutic phenomenological 

methodology from a human lifeworld perspective. As Smith et al (2009) 

advocate, and as a phenomenological and hermeneutic perspective requires, 

this approach was developed iteratively in relation to the context and 

philosophical, theoretical foundations underpinning this study. I looked to 

address the concerns raised by Giorgi (2011) in relation to IPA (for example, a 

clearer explication of the theoretical and philosophical foundations, the 



 

251 
 

phenomenological attitude, and a systematic rigorous procedure). Methodically, 

I have conveyed the somewhat abstract and less articulated process that occurs 

within hermeneutic research; explicating the movement of understanding within 

the hermeneutic and interpretive process. This represented the fusion of 

horizons between myself and the individuals involved in the study, as perceived 

and understood from my horizon of understanding. I have proposed the 

relevance and to some extents ‘utility’ of the initial analyses to the others, and 

how they all dynamically offered sensitivity and insight (and different points of 

access) to other accounts, through the hermeneutic circle of understanding. 

Within Chapter 4, I have explained how detailed analytic work then continued as 

I turned my gaze, and my altered horizon, to the collective whole. As I have 

demonstrated in the methods chapter, developing this level of understanding 

involved movement and interpretive work within multiple hermeneutic circles/ 

spirals (Figure 5).  

Hermeneutics can draw on a number of orientating perspectives. In undertaking 

this study I became more aware of my bodily involvement in sense making. This 

transition reflected how I moved from a position of demanding from the data, 

becoming led by the data to sensing what it demanded of me. Finlay (2011, 

2006) has advocated embodied practices and reflexivity; Todres (2007), 

embodied enquiry. Despite this, embodiment is too easily diminished within the 

research process. Daza and Huckaby (2014) with their em-bodied data analysis 

highlighted the body’s limited presence in methodological literature, and more 

telling perhaps within their own theses. My own sense making in part aimed to 

re-establish touch, the flesh and the deep, irrefutable relationship between 

sensations and interpretation. These are consonant with the philosophical 

principles of the lifeworld, hermeneutics and existentialism. Sense as sensation, 

mediator, meaning, and orientation that signify how we make sense of our lives, 

others, in and through the flesh (Kearney, 2015). Kearney (2015) suggests we 

can recover the body as text and the text as body, restoring hermeneutics to 

phenomenology and  vice versa. This is particularly important in our ever-

increasingly ‘fleshless society’; where advances in technology have removed 

touch and physical (and perhaps thereby other forms of) closeness (Kearney, 

2014), and where self and other have become objectified (Todres, 2007). I 
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discovered that using, listening to, and dwelling within (my) body was an integral 

part of the process. It provided access to self-understanding and understanding 

that was about the research participants’ bodily-being (sensing-in the world), as 

a body among bodies-lived through experience.  All of which were necessary for 

sensitive dwelling and sensing; for developing understanding that looked beyond 

the technical developments and biomedical-body emphasis in ASU provision 

and healthcare, and my physiotherapist’s orientation towards the body as tool, 

messenger, an object to observe, manipulate and alter. This bodily openness 

and sensitivity is particularly relevant for research in the healthcare setting 

where often the body too can be objectified. Through illness or injury the body 

becomes alien and the world altered (Finlay, 2011). As health care 

professionals, we observe, assess, and work with bodies, even parts of bodies, 

and through our own bodies. Embodied, empathic understanding that 

recognizes all our bodies as sense mediating and sense making-bodies, 

together in the world, is often underemphasized in practice and research. 

Although embodied sensing within the interpretive and hermeneutic process 

became increasingly relevant, when I started the project and carried out the 

interviews, I paid little attention to mine, or the participants’ body. I recorded how 

they engaged, worked, paused, and talked during the optional creative activity. 

However, in the interview I focused primarily on our relationship/ conversation 

and what they were saying. This may have overemphasised the linguistic at the 

expense of other senses. Documenting more about bodily responses within the 

interview and in the making of all forms of texts; an embodied text (Kamler, 

1997); would have enhanced the data collected beyond the language dominated 

realm, as well as potentially deepened my reflexivity. 

Research in the field of healthcare has begun to explore and extol the use of 

creative methods within the data gathering process (Kirkham et al., 2015, Gillies 

et al., 2005). However in this study, its uptake and effectiveness varied, and it 

was thought to have contributed to recruitment difficulties. I have therefore come 

to understand the significance of introductions and familiarity. Being removed 

from people within the recruitment process did not appear to engender feelings 

of recognition, safety and trust. All of which seemed necessary for people to feel 

sufficiently comfortable with me to want to share personal aspects of their life 
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and experience, and/or engage in the creative activity. Qualitative researchers 

may therefore need to consider the ways in which they can become introduced 

and ‘known’. The time needed for this groundwork to occur may also need more 

explicit acknowledgement. This could perhaps involve ways of being more 

present in particular settings, and offering multiple encounters as part of 

recruitment procedures and the data collection process.  

In line with this, I realised I had overestimated peoples’ enthusiasm for creativity, 

such was my own, and underestimated the time required to introduce, and 

become familiar with both me, and the type of creativity I asked people to 

undertake. Time during the activity was also important, and needed to be 

managed sensitively and responsively on an individualised basis. Minimising 

choice and options so as to not overwhelm, and the use of theme board-type 

activities with those less confident with artistic methods, were thought to have 

been helpful in facilitating participation in this creative practice. Considering 

carefully how this was introduced; perhaps how people could have been invited 

to browse, prior to taking part, and that I too could have worked creatively at the 

same time as the participants; might have further enhanced engagement with 

this aspect of the study. Despite some of these procedural concerns, on the 

whole using creative methods seemed to facilitate dialogue in a range of ways 

within the interview as conversation, as well as more unexpectedly, the 

hermeneutic circle (see reflections in Chapters 5 and 6).   

Despite advocates for aesthetic forms of presentation; for going beyond thin, to 

evocative forms of representation that resonate ‘with that’ (Todres, 2008, Todres 

and Galvin, 2008); and for research to harness its creative, emotional potential 

and impact (Grant, 2016), qualitative research in the healthcare field continues 

to favour traditional forms of (re)presentation. Aesthetic offerings in the unique 

form of maps were incorporated in this thesis to express and evoke the lived 

experience of the ASU. This was congruent with both the philosophical and 

methodological framework (existentialism, hermeneutics, the sensing body and 

affective concerns), and the understanding that developed from the narratives of 

the stroke survivors and health practitioners involved.  
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These aesthetic offerings were developed as a way to provide a sense of the 

horizonal landscape, its temporality, spatiality and complexity, and to create and 

embody, just as I asked the participants to do. I propose that they offered a 

sense of what Lefebvre (1991) considers the hypercomplexity of social space (in 

relation to  the health practitioners’ experience): 

‘embracing as it does individual entities and peculiarities, relatively fixed 
points, movements, and flows and waves – some interpenetrating, others 
in conflict, and so on.’ (p88). 

Seemingly paradoxically, I also consider these maps unique in their ability to 

capture and portray the whole on one page, whilst at the same time also offering 

an otherness: 

‘like shining a light which increases the reader’s sense of contact with this 
phenomenon without fully possessing it’ (Todres, 2007, p49).  

Through its inability to be possessed, perhaps a failure to achieve 

completeness27, it proffers a prompt; an invite to enter the map, traverse, dwell 

within the map, navigate, engage and think; a further opportunity to extend the 

potential life of dialogue.  

Ethical considerations 
The ethical approval process I went through before starting the study was 

considered, thought through but procedural. Instances and ‘ethical moments’ in 

the field are less expected and ones I could not prepare for. They demonstrated 

my implicit learning and struggle as part of the research process. For example, 

my emphasis and focus was on collecting data for answering my research 

question, but Sally just wanted to talk, explain, have company, and someone 

who would listen. There was a sense that in a similar vein to what Hole et al 

(2014) proposed, Sally needed (as was apparent in the interview) to express her 

multiple losses. This indicates a very relevant predicament for qualitative 

research that is about human experience and relatedness, and the ethical 

dilemma regarding redundancy of data. Bearing in mind the human lifeworld 

perspective, privileging the human in this research study was important.  

                                            
27 Gadamer’s (2004) prejudice of completeness that provides the impetus for entering the 
hermeneutic circle.   



 

255 
 

In my own way, I now wonder whether I was looking to ‘hold’ Sally, 

unconsciously hoping to fulfil what she felt the nurses on the ASU were unable 

to. 

I have come to understand that redundancy of data does not sit comfortably 

with hermeneutics. Rather the information collected from Sally (although still 

considered imbalanced), provided me with a greater ‘whole’ that offered a 

more expansive opportunity for sensitivity when engaging with the briefer parts 

of our conversation that were specific to her ASU experience. 

I implemented methods for upholding the safety of the participants as well as 

myself. However this study has shown that in future research, health and safety 

concerns could be more explicitly addressed for the researcher within the 

analysis, as well as the data collection phases of this type of qualitative inquiry. 

Another key concern materialised as I progressed through the study. I had 

rigorously considered and adhered to the ethical principles of the study and 

obtained informed consent. I had also clearly articulated the pitfalls and 

challenges of the creative activity, but not regarding the analysis itself. I became 

aware of the difficulties involved in explaining what can emerge within 

hermeneutic research. Articulating to potential participants the nature of 

hermeneutic and interpretive work as part of the consent process may need 

more consideration. Associated with this concern, and Scotland’s (2012) 

proposed shortcomings of the interpretive paradigm, I have become aware of 

the limited control the people who took part had in relation to the direction the 

research took, my interpretation, what was presented, and in what form. I have 

adhered ethically to interpreting in a rigorous and systematic way, telling their 

stories so that their lived experience can be understood, expressed 

meaningfully, and so that it remained embedded within their accounts. Despite 

this, in future research I would want to work in a more participatory way with the 

people who share their stories with me. 

Limitations of the study 
Nothing is perfect and this study is no different. This section will address a 

number of limitations and ‘concerns’. The interviews were undertaken over a 

two-year period, and the stroke survivor participants ranged from 3-21 months 
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post stroke. This may have influenced their recollection (indeed Sally was the 

longest since her stroke), and how they viewed their experience over the time 

that had passed. This does not mean the findings are any less relevant, in fact 

Halldórsdóttir (2000) suggests that in the midst of experience a participant’s 

ability to reflect may be limited. The varying distance in time between their ASU 

experience and taking part in the interviews, did however contribute additional 

complexity, and a need to acknowledge that the stroke survivors’ experience 

and thinking about the ASU would have been shaped and viewed from their 

current horizon of understanding. This may have meant that for some of these 

stroke survivors; their time on the ASU was accentuated or more sensitively 

encountered (this was definitely apparent for Sarah who missed the community 

of the ASU once she had left, and had spent considerable time thinking and 

reflecting on her experience after stroke as a whole). This also held relevance 

for the healthcare practitioners’ narratives, as they perhaps struggled to make 

sense in the midst of their in-process transition. Angela’s interview was the last 

of the health practitioners to be undertaken. This may have related to what 

seemed to be her different stage of transition, as she looked to make sense of 

the organisational change and its implications for her sense of belonging and 

authenticity. 

As a result of recruitment difficulties, the participants who took part in the study 

were healthcare practitioners from one of the ASUs, and stroke survivors from 

either of the two ASUs, in the Trust. This meant that additional variation existed 

in their experience, and the ASU they spent time on. This was not explored and 

was not within the scope of this study, but needs to be acknowledged. I have 

dealt with these variations by explicating the characteristics and contexts of the 

settings and participants involved. This information is for the reader; I do not 

seek to make sense of it separate from the participants’ own perception and 

accounts. Phenomenology is about how these individuals were understood to 

understand their experience within their own context and being in the world. I 

provide the information so that readers can interrogate the findings, understand 

the contexts in which the findings were produced and use them to explore 
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assumptions about their own practice and thinking for possible transferability 

and vertical generalizability28. 

Due to the recruitment difficulties and the optional creative element, the amount 

of data obtained for each person varied. Some completed the creative item and 

therefore talked to me twice, others only once (and more briefly), if lost to follow 

up. Again this was unavoidable and has been explicated clearly in the methods 

section. I cannot state that further conversations would not have elicited other 

and/ or more detailed understanding of their experience. I can however indicate 

that the data and corpus as a whole contained sufficient depth and breadth to 

answer the research questions from within the context the findings were 

produced.  

The data collected reflected a time period between 2010 and 2012. The work 

involved in the analysis was considerable. This meant that by the time the study 

was nearing completion a number of years had passed. This is not unusual in 

this type of study; in fact it reflects the level of engagement involved. In addition, 

the ASU, the hospital and the associated context changed. Again, it is 

necessary to acknowledge that these findings were representative of my 

interpretation of these individuals’ experience from their perspective at the time 

of the interviews. They do not offer a tidy image ‘frozen in time’; rather a 

complex picture that represents this more extended time period, and ASU 

services that were in the process of undergoing change and transition. The 

contemporary relevance of the findings could be questioned. However, change 

and transition is a constant feature of healthcare delivery within the NHS. As 

such, I argue that this study is pragmatic in its acknowledgement and 

acceptance of unavoidable change during data collection. I also posit that by 

accepting change and transition in this context, the findings offer relevance and 

application to the healthcare (NHS) context and lifeworld, neither of which offer 

stasis, pause, or stand still as they are lived through. Halford (2004) has 

indicated that change can offer a window onto what is taken for granted, and 

ready-to-hand. In this vein, the healthcare practitioners may have been more 

                                            
28  Where qualitative research is considered by its ability to enhance understanding, insight and 
contribute to existing theories and the development of new hypotheses (Cassidy et al, 2011). 
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alert and aware of the meaning of their work and lived experience because of 

the in-authenticity and un-home-like-ness they were experiencing. This may not 

have been accessible in different, less difficult circumstances. 

The healthcare practitioners who volunteered were nurses and therapists. This 

meant that the group of health practitioners did not encompass all the 

professionals involved in ASU provision (i.e. other therapists, social workers, 

doctors and healthcare assistants). As with any study that asks people to 

volunteer, it may be those with more positive experiences, and those who have 

a particular message (positive or negative) they wish to raise offer to take part. 

Again, although this is articulated as a consideration when viewing the findings, 

it does not diminish the meaning and relevance that has emerged by attending 

to these particular peoples’ accounts within the particular context of this study. 

In a broader sense, this thesis would be wrong to suggest that the findings 

provide unchallenged access into the participants’ fully formed thinking and self-

knowing, that the ‘voices’ presented are a direct and accurate reflection of self 

(Grant, 2014), or an absolute truth. Rather phenomenology, using a human 

lifeworld perspective, assumes that our experiential world may point, indicate or 

speak of ourselves in some way (Ashworth, 2015). In addition, insufficient 

acknowledgement is made to the making sense, thinking demands and 

preferences of participants within phenomenological studies. There was a sense 

that Andrew and perhaps also Beth, were not used to, or comfortable with the 

level of scrutiny the interview involved. Andrew would often explain and 

articulate his thinking through contrast. This may have functioned to distance 

himself from articulating what I perceived was his underlying sense of 

vulnerability. Beth’s narrative may have reflected both a tidy account of her 

experience, as well as her discomfort with my questioning her commonplace 

thinking and being. It is also important to note that the transitional space of the 

ASU did not emerge (neither was it meaningfully signified), within the analysis of 

Sally’s narrative. Although hermeneutics offers an avenue in which to interrogate 

the ‘given’ (present) alongside the not given (absent or ‘not visible’), the 

conversations on which the findings were based were bound within the limits of 

the data, the possibility and likelihood of incompleteness, and what the 

participants wished to, or felt they could share with me.  
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Despite these limitations, I propose that this study represents a plausible 

understanding that has been produced through a systematic and detailed in-

depth interrogation and analysis of the lived through experience of the ASU of a 

small number of particular stroke survivors and healthcare practitioners, and 

within the context that the findings were produced. However, in speaking for 

others and giving ‘voice’ an acknowledgement must be made in the limitations of 

language, text and voice, both as a mediator for understanding, and a product to 

convey that understanding. Most importantly I must acknowledge my own 

thinking and assumptions and the role that they played within the analysis. 

Finally I consider the aesthetic offerings of maps; the development of which 

represented a fluid, dynamic process somewhat hard to capture and report. Not 

dissimilar to the hermeneutic process, I need to acknowledge my role as 

mapmaker. As Wood (1992) explains: 

‘Even to point is always to point….somewhere; and this not only marks a 
place but makes it the subject of particular attention that pointed there 
instead of….somewhere else. The one who points: author, mapmaker; the 
place pointed: subject, location; the particular attention: the aspect 
attended to, the theme- nothing more is involved (and nothing less) in any 
map.’ (p24) 

Thus in undertaking this study, developing the findings, and producing this 

thesis I have pointed, directed, and turned my gaze and other’s towards the 

ASU as meaningfully experienced as the phenomenon of interest. However the 

map is also a representation and not to be mistaken for the world (Wood, 1987), 

and my role within its production does not exclude other directions that could 

have been pointed and projected towards. 

This section indicates where pragmatic decisions were made and where there 

was unavoidable complexity. I acknowledge that this is one story/ version, and 

that this experience originated when it was constituted through the conscious 

intentional act of its production, rather than the experience itself (Grant, 2014). 

The study is limited in the provisional, situational and contextual application of 

the findings. As to be expected with hermeneutic phenomenological inquiry, this 

study provides insight into the complexity, ambiguity and particularity within the 

ASU experience. However because of this complexity and detail, coverage of all 
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the findings and their relevance has not been able to be addressed in depth in 

this final chapter. 

Before drawing this chapter to a close, it is perhaps fitting to return to my original 

concerns alongside key reflections on my research journey, all of which were 

intertwined in this thesis. 

Final reflections  

This final reflection is indicative of significance and contrast. It 

focuses on my change in thinking, understanding, how this shaped 

the research and how I too was shaped in the process. 

At the beginning of the study I struggled to move beyond my 

physiotherapist’s lens and my preoccupation with rehabilitation. My 

focus and research question were orientated around care and 

rehabilitation in the stroke unit. As articulated earlier in this thesis, 

this seemed to be a reflection of mind-body dualism, where I 

considered care and rehabilitation as separate (albeit it still 

connected) entities. My thinking did not move much beyond these 

conceptions, and I suspect this reflected my past experience. As 

already explained in Chapter 1, I had moved from clinical practice to 

academia because I felt burnt out, despite the efforts I had made to 

distance and protect myself whilst there. This seemed to be a 

reflection of both my inauthenticity and inability to accept and 

engage with vulnerability. My strategy for coping, perhaps causing 

more harm than the perceived threats I thought I was shielding 

myself from.  

Looking back through my earlier reflective entries, it is evident that I 

assumed that services received in hospital would be negatively 

experienced by stroke survivors, that the practitioners on the ASU 

would most likely have cut themselves off from caring as I had done, 

and that I would discover through peoples’ experiential accounts, 

what was missing and in opposition (i.e. practice versus need, 

rhetoric versus reality etc.). As such by revisiting my reflective diary, 

a preoccupation with mismatch in practice was evident, and one that 

I now see was manifested by my own unarticulated mismatch.  
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As is explicated in this chapter, I held little awareness of an 

existential and human lifeworld perspective. From early reflections, it 

was apparent that I was expecting to find something out that the 

‘other’ group of people needed to know, and that I did not envisage 

the likelihood of shared meaning. I assumed that staff members and 

patients would have little in common, little shared understanding 

(such was my own). As I articulated at the start of this thesis, it was 

only when I moved to academia that I began (safely, and from a 

distance) to look for and engage with the storied accounts of stroke 

survivors and their relatives. Perhaps underneath it all, this project 

was an attempt for me to visit these issues, to address my own 

unarticulated discord and as I explain above, my inauthenticity.   

During the course of the study I gathered and worked with the data. 

However, in my initial attempts to analyse the participants’ accounts, 

I was quick to assume, ‘do’ and reflect back; manipulating, 

controlling and working with their words, just like I was used to doing 

with their bodies. It was a while before I realised that this was not 

hermeneutic analysis. My complacency, limited understanding and 

assumptions became more evident. In addition, the stroke unit 

changed to an acute stroke unit, and I became aware that I had to 

revisit the research questions so that they reflected the ASU as the 

phenomenon of interest, rather than being funnelled towards my 

own interests and preconceptions of the meaningful aspects of 

stroke unit care. I remember one of my supervisors suggesting that I 

look to the data and the stories to guide me. At that time, I could not 

envisage how I could do that, or how that would provide me with the 

direction I needed. 

However as I progressed in the research journey, I began to engage 

and deepen my understanding phenomenologically, 

methodologically, methodically and personally. This reflected a 

significant transition where I moved from learning; appropriating and 

using the work and thinking of others; to thinking, interrogating, 

constructing my own position and project, and harnessing my own 

creativity as a source of embodied knowing. Just as my supervisor 



 

262 
 

had suggested, it was at the point when I began to work 

hermeneutically, that this transition began.  

Indicative of this, the initial detailed analysis I undertook for Clare 

and Sarah were a turning point. I have articulated earlier in this 

thesis how they were useful in developing sensitivity for my ongoing 

hermeneutic work, but they functioned on a more extensive and 

fundamental level than that. I had to relinquish my previous (safe 

and easy) ways of ‘doing’. The detailed and extensive analysis I 

undertook, reflected my apprenticeship in a humanistic, hermeneutic 

and interpretive process. This process required complete 

commitment, being with them (Sarah and Clare), ‘being with that’, 

and dwelling. The complexity involved, in addition to the 

psychological and physical effort of the hermeneutic process, 

became apparent when compared to my previous endeavours. The 

need to own but also trust, take responsibility and commit became 

all too evident. At the same time, by dwelling within Sarah’s, Clare’s, 

and the other peoples’ stories, I found I was beginning to dwell in my 

own. I saw the parallels and the insight it brought.  

I saw my own path, became aware of my self, and my changing self. 

I felt I was yet to occupy my own and changed space. I began to 

understand that I was not used to or comfortable with sharing my 

space; to opening myself up to my own, or others’ vulnerability. I had 

envisaged academia a safer place with less emotional connection 

and danger. Which it was, until I went searching… searching for the 

phenomenological through hermeneutics. This was, and is not, a 

place for distance, protection and dis-connection.  

I too have undergone transition: my world became forever changed. 

I became a mother, twice. I returned to work part-time in a changed 

workplace. I attempted to re-establish and find my place again in an 

altered world where I was suddenly not what I once was, and not 

whom I thought I was. I had a difficult experience in the middle of 

this research study, which rocked the ground that I had built, and my 

very place upon it. All of these experiences brought forth my own 

vulnerability. Where once I had felt competent, resourceful, assured, 
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I became fearful, uncertain and experienced an almost all 

encompassing vulnerability. This was where I was, when I began to 

analyse Sarah’s and Clare’s accounts.  

As such, I have journeyed to my human, vulnerable self. Being 

vulnerable is not safe but it feels ‘real’, and I believe that this 

transition in understanding, thinking and being (personally and 

professionally) has given me more than it has taken. I wonder 

whether this was necessary to bring me to a position and space of 

openness and exposure from which I could connect (through 

intimacy and not distance), existentially, and thereby understand 

more sensitively, a meaningful encounter with another. I have 

moved from a position of ‘doing’, and doing the ‘correct thing’, to 

listening and responding to the people who shared their stories with 

me, and what I felt that required of me. This does not mean that I 

discarded distance. Rather, that I resided and dwelled at-home 

using closeness and distance, part and whole to better understand.  

I reflect that this might have been needed to wrest my possession of 

the ‘work’, and become ‘in service to something other than oneself’ 

(Romanyshyn, 2013, p83).  
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Chapter 9 

Conclusions  
‘ “Real isn’t how you are made,” said the Skin Horse. “It’s a thing 
that happens to you. When a child loves you for a long, long time, 
not just to play with, but REALLY loves you, then you become 
Real.” 
“Does it hurt?” asked the Rabbit. 
“Sometimes,” said the Skin Horse, for he was always truthful. 
“When you are Real you don’t mind being hurt.” 
“Does it happen all at once, like being wound up,” he asked, “or 
bit by bit?” 
“It doesn’t happen all at once,” said the Skin Horse. “You become. 
It takes a long time. That’s why it doesn’t happen often to people 
who break easily, or have sharp edges, or who have to be 
carefully kept. Generally, by the time you are Real, most of your 
hair has been loved off, and your eyes drop out and you get loose 
in the joints and very shabby. But these things don’t matter at all, 
because once you are Real you can’t be ugly, except to people 
who don’t understand.’  

(Williams, 2015). 

 

Introduction  
This thesis offers understanding, recognition and sensitivity regarding these 

particular people as they experienced and lived through meaningful events in 

their lives. It submits an understanding of the ASU as perhaps first and foremost 

experienced and populated by human beings who share human concerns; such 

as getting on with their projects, surviving, thriving and becoming, as they 

journey through life and deal with challenge and adversity; and secondarily 

perhaps as separate groups of people who are learning to make sense of the 

things that happen to them. In this way, this study has shown the particularity of 

each of these individuals, each of these groups of people, but also perhaps that 

these practitioners and these stroke survivors (and us all) have more common 

ground, more capacity for human understanding than we would initially assume. 
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By taking what might be considered to be two very separate groups of people, 

and bringing their accounts of their lives on an acute stroke unit together, this 

study has opened up a new way of understanding the acute stroke unit as it is 

lived, practiced and produced. This research study has shown that it is possible 

to make sense of the experience of an acute stroke unit from the unified 

perspective of those who reside and work there, and this bringing together of the 

‘people’ of the ASU has generated new insights, and may offer an opportunity 

for other research studies, that normally treat different sets of people separately, 

to do similarly.  

Contribution of the study 
This thesis has shown how the acute stroke unit was meaningfully experienced 

and made sense of by stroke survivors and healthcare practitioners, and 

addressed a significant gap in the evidence base. The findings have provided 

deeper, more meaningful insights that can exist alongside and perhaps 

contribute to the current agenda and evidence base. It provides understanding 

that is meaningful, shared, particular to the individuals, and the context in which 

the findings were produced.  

I propose that this thesis has taken the space of the ASU in a different direction 

and re-imagined it in its various meaningful spatial forms. The ASU was thought 

to be a complex emergent space that was produced, inhabited, and practiced. 

Unique understanding about these different spatial landscapes and territories, 

their dynamic and changeable nature, what people felt they brought to these 

spaces has emerged. How they existed, survived, thrived, practiced, and 

produced these spaces and themselves in relation, were illuminated within this 

hermeneutic phenomenological study into the ASU experience as the 

phenomenon of interest. 

This thesis has uncovered the differentiated, but intertwined holding and 

transitional spatial contribution of the ASU for stroke survivors; holding as being, 

being with, and being apart, with transition on the way to becoming. Holding 

emerged as a more detailed and nuanced interpretation that reflected a human 

response to human need and existential vulnerability. Holding was thereby 
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understood to provide safety, protection, time, and emotional and psychological 

support so that stroke survivors could dwell, make sense of the stroke, where 

they were, and begin to think about how they could respond. It was meaningfully 

related to need, but also practiced by different people (including patients), and 

was not just the foreground but could also be the impetus for transition. I 

propose that this meaningful part of the ASU experience is missing from 

contemporary definitions and conceptions of acute stroke unit services. Equally, 

that holding and relational practice are insufficiently recognised and prioritised at 

an organisational level, despite the fact that they were a meaningful part of the 

healthcare practitioners’ work, and a key experiential need expressed by the 

stroke survivors in this study.  

This thesis can thereby contribute to the evidence base and practice in a 

number ways. It can enable health practitioners to provide services and 

interactions in ways that are consistent with stroke survivors’ concerns. It can 

help develop empathic and contextualised understanding of the ASU as lived by 

stroke survivors and healthcare practitioners. The findings from this thesis are 

not proposed as definitive or an absolute truth, but they can begin to initiate 

discussion about what an ASU should and could be. Through understanding the 

experience of the ASU, thinking about the ASU, and reflecting upon and 

developing the ‘work’ and practice of the ASU, this thesis can hold relevance to 

stroke survivors, their relatives, health practitioners, policy makers, managers, 

and commissioners in the way in which they could begin to prompt services, and 

the people involved in delivering and commissioning them, to consider their own 

service and/or practice in light of these findings.  They can help initiate 

conversations about whether and how holding and relational work could/should 

exist alongside the current technical-medical emphasis within acute stroke unit 

care. These findings could encourage discussion within individual ASUs about 

their own specific ways of working, their aims and aspirations for the unit, 

themselves, and their practice, and prompt consideration of organisational 

developments that could support, recognise, and facilitate these more intangible 

but meaningful elements of ASU care.  

This thesis can help health practitioners develop their understanding and 

thinking regarding vulnerability (of patients, but also themselves and their 
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colleagues) in the ASU setting, and perhaps other healthcare spaces. It offers 

an opportunity to become more existentially attuned to vulnerability, and the 

different needs and ways that people can respond to vulnerability. It has 

provided a human picture of the ASU experience from stroke survivor and 

healthcare practitioner perspective and as such, could help us all reflect on, re-

examine, and reinstate humanisation and lifeworld led healthcare and in this 

context, within an acute stroke unit setting.  

When we understand something we understand it practically. The 

understandings that are offered and presented in this thesis can develop health 

care professionals’ (HCPs) thinking about their own assumptions, practice and 

interactions as part of an acute stroke unit service. This can ensure that they are 

better equipped to understand their ‘work’ in an informed way, prompting 

evaluation with this new gaze, and scholarly, theoretical and practical reflection. 

This thesis aims to open up thinking, challenge thinking and provide new ways 

of seeing the ASU, through the interpretive offerings of these healthcare 

practitioners’ and stroke survivors’ lived through ASU experience.    

In this study, the transitional space of the ASU reflected a lived space where 

most of the stroke survivors transitioned and transformed themselves in 

response to the stroke, spatial practices of the hospital and ASU, and in one 

case, how they transitioned towards recovery. This thesis has uncovered how 

varied and particular transitions were in process in the acute stroke unit and has 

re-imagined transition through the experiential accounts of these stroke 

survivors. It has furthered understanding about transition beyond that of bodily-

physical recovery, or movement from place to place.  

As such, this study offers unique understanding of the loci of transition within the 

ASU from the perspective of stroke survivors and healthcare practitioners, as 

privileging the self in variant ways. The self was experienced and perceived as 

the fundamental resource and actor in bringing about transition in the face of 

change. By venturing a re-imagining of the space of healthcare as practiced by 

both patients and healthcare practitioners, this thesis can also enhance 

sensitivity and recognition of the different ways patients practice, respond, 

transition, and thereby prompt further exploration of this topic. This thesis, 
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through the development of understanding about the different, varied transitions 

emergent within the stroke survivors’ time on the ASU, can help health 

practitioners better understand the patients’ lived experience. It can therefore 

provide an opportunity to enhance their sensitivity and attunement, so that they 

can better recognise transition, understand transition, support transition, talk 

about transition, and modify their holding accordingly. This study has shown that 

multiple transitions for protection, necessity, and recovery can be evident; that 

they can co-exist; and that some stroke survivors can quickly and dynamically 

move between them. This means that the preliminary understanding developed 

through this thesis could help health practitioners consider the dynamic, 

individual nature of each stroke survivor’s experience in the acute stroke unit, 

and develop more responsive strategies to help and support people’s different 

but also changing needs in this particular setting. The findings from this thesis 

can begin to open up the debate about how people respond differently (to 

stroke, healthcare, and hospital settings) and how services could be better 

reflective of their varied needs in these circumstances. This could be considered 

alongside whether different paths within the stroke unit setting could be 

organised around a stroke survivors’ individual holding/ transitional need and 

how they interact and view the hospital and ASU space, rather than determined 

by a fixed discharge date, or their impairment (such as the guidelines currently 

suggest). This could be valuable for individualising stroke unit provision and 

more effectively addressing specific, particular needs of particular people.  

For the healthcare practitioners, the ASU was where they lived out, and 

practiced to fulfil their projected work, be true to themselves and to contribute 

and assist stroke patients in their transition after stroke. The ASU as lived and 

produced space offered them a sense of belonging, at home-ness, and was 

where they felt that they could flourish and thrive. This study offers 

understanding about these healthcare practitioners’ experience of the ASU that 

represented work that went beyond work as employment and professional 

practice, as they appropriated the space of the ASU ontologically for their own 

becoming and human self-actualisation.  

This thesis has also illuminated how, at the same time, the healthcare 

practitioners were understood to experience varied existential feelings that 
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included a disrupted sense of belonging in time and place. They expressed 

experiential concerns for caring, proximal practice, slow care in an increasing 

fact care paradigm, and the implications for patients. These healthcare 

practitioners were understood to navigate their way through the produced space 

of the ASU; thriving, and at the same time, sometimes co-existing and/or 

overwhelmingly, surviving the space and both the service and organisational 

change that was occurring.  

The sense of belonging, being-at-home, and thriving that emerged in this study 

offers new insight that could assist health professionals and their managers 

understand the complexity and meaning involved in healthcare practitioners’ 

day-to-day practice, and their experience and decision-making, particularly in 

times of organisational and policy change. It has demonstrated the challenges 

the healthcare practitioners were understood to experience when their sense of 

belonging and thriving were diminished, and can begin to open up the debate 

about the risk and threats that may be felt and realized with change. Both 

perspectives in this study (stroke survivors and healthcare practitioners), offer 

insight into the emotional and psychological support needs for transition, and 

transition as understood as in flux, becoming; a holistic process full of 

complexity, multiplicity but also potentiality (McMurray, 2010, Ashburner et al., 

1996). Holding space and its related spatial practices are ventured as offering a 

path for surviving the suffering and vulnerability experienced by both the 

healthcare practitioners and stroke survivors involved in this study, as they 

looked to find their way, become, and be at-home. 

Change is not new; in fact it is part of the everyday in healthcare and human 

living. This thesis has provided a human picture of how organisational, policy 

and service-related change was understood to contribute to the ASU as 

experienced by a small group of healthcare practitioners. This may contribute to 

developing more awareness, attending to transition alongside change, how 

organisational change is experienced, its implications for staff, and how those 

undergoing transition can be supported.  

These findings can begin to prompt consideration of the best ways to support 

existing staff members and prepare future practitioners for the challenges faced 
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within contemporary healthcare. In particular, the findings suggest that specific 

attention to the vulnerable nurse and how they and the other staff members 

could be better protected and supported in undertaking their meaningful work, is 

warranted.  As was the case in this study, organisational space and those that 

work within it were understood as reciprocally formed and produced in relation. 

As such, there is a need for self-sustaining and self-organising for well-

be(com)ing (Küpers, 2005). Experiencing, surviving, managing, but also thriving 

during change is insufficiently acknowledged or addressed as part of health 

practitioners’ role, and education. By uncovering a detailed and nuanced 

understanding of the experience of these healthcare practitioners through a 

human lifeworld perspective, the experience of surviving and thriving within 

demanding organisational contexts has been expanded (within this ASU 

context) in relation to their affective, inter-subjective, authentic, self-sustaining, 

spatialized, embodied and affective concerns. This information could help us 

have better conversations with ourselves and others, as well as contribute to the 

consideration of the development of strategies through which thriving, rather 

than surviving could occur in similar challenging work contexts. 

Thus, I propose that this thesis and its findings can contribute to preparing 

student practitioners for the realities of acute stroke environments, and extend 

their awareness of the lived experience of stroke survivors. Through better 

understanding, HCPs can have more effective conversations and interactions 

with stroke survivors, colleagues, and themselves. The more we can understand 

the human implications and meaning of the acute stroke unit, the better we can 

prepare, recognize, re-evaluate, support and assist the people (stroke survivors 

and health practitioners) who are necessary and contribute to the complex, 

relational, humanistic (existential) practice that constitutes its ‘work’. 

In addition, the findings from the present study have illuminated the relevance of 

produced space and the spatiality of experience that may be particularly useful 

in considering, engaging with, and attempting to understand the complexity of 

healthcare and its related spaces from multiple perspectives, that can have 

specific, meaningful relevance to practice. 
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This thesis has thereby articulated emergent understanding about the 

complexity and multitude of spaces, spatial practices, existential and experiential 

concerns that the healthcare practitioners and stroke survivors experienced 

whilst on the ASU. It offers additional illumination for the holding and transitional 

spatial contribution of the ASU, and what was understood to be its dynamic, 

nuanced and particular nature. The orientation and foci of self-in-transition, the 

variant meanings of the holding and transitional space in relation to the ASU 

experience, and how they were experienced and practiced, could assist in both 

framing a shared vision for stroke services, and the ways in which they could 

embed and contribute to more individualized responses within programmes/ 

services. These developments might more effectively meet the dynamic range of 

needs for the stroke survivor and their self-in-transition. This understanding of 

transition may offer a broader more inclusive emphasis, and a way in which to 

think about practice in a more nuanced, detailed way.  

For example, by understanding the ASU as holding space intertwined with 

transitional space, the meaning of the ASU and the interaction between health 

practitioner and stroke survivor could be reframed. One: that to some extents 

reflects stroke survivors having the time and space to assimilate, make sense, 

consider, engage and plan. One: where their interactions with staff on the unit 

are thought to provide the necessary holding for them to do this safely without 

exacerbating their anxiety and vulnerability. One: where interactions with staff 

may provide opportunities to ‘play’, experiment and engage with transitional 

objects (that anchor them to their life before the stroke, or within the unit, and 

that could project out beyond). One: that aims for patients to take the potential 

space, their own transitional space (self-in-transition), with them back into the 

outside world.  

Further work 
Individual and collective understanding about people’s subjective experience 

can enrich the picture of the ASU as lived through. It can add another layer to 

understand the intricacy and nuance within each person’s meaningful lived 

experience and sense making. I presented the two summarised, individual 

accounts as prologues to the main finding Chapters (5 and 6) alongside their full 

versions in the Appendix. Although they proffer a sense of the understanding 
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they can provide, further work at this stage was beyond the scope of this thesis. 

There is still more to tell and more protracted work in this vein will continue to 

deliver that potential.  

In a similar vein, this thesis and the findings have indicated the spatiality, 

temporality, change, transition, and journeying, that was present within both the 

stroke survivors’ and healthcare practitioners’ accounts. As such, the potential 

for future work into these meaningful aspects, and from a narrative perspective 

may deepen the understanding of the ASU within the more extended, storied 

and journey-ed accounts of health practitioners’ and stroke survivors’.  

Further work in other related service provision settings such as the hyper-acute 

stroke unit, the rehabilitation unit, community based services after stroke, and 

within the lived space of home would be valuable. Exploring stroke survivors’ 

experience within the space of home in relation to ESD services and/ or how the 

space of home, neighbourhood, community are experienced once service input 

has ceased, would provide insight into stroke survivors’ spatial practice within 

these particularly, meaningful contexts. Exploring the spatial practice of being a 

patient, the experience of stroke survivors, as they travel between spaces, and 

as they respond to and live with stroke, would expand understanding in these 

areas. This could generate understanding to assist in developing health 

professionals’ thinking, interactions for explaining, supporting and contributing to 

people living with stroke in the best way, in the right places and at the right 

times.  

The health practitioners’ self and selves and their associated temporal 

relationships requires further consideration, particularly in services such as the 

ASU, that are undergoing significant and possibly conflicting paradigm shifts. 

Numerous temporalities and multiple meanings may be relevant to the complex, 

relational and produced space of the ASU which prompts further study and 

consideration. Exploring the consequences of nurses moved from ward to ward, 

as well as the experience of stroke survivors as they are ‘sent back’, would also 

be contributive to understanding the different ways people are moved been 

spaces, and the human implications of this. 
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A key perspective, that of close relatives and carers, is absent from this thesis. 

Previous research has indicated that their experience and need, from a holding, 

transitional and existential perspective, may share some similar threads of 

relevance (i.e. disruption of temporal being and biography) (Quinn et al., 2014, 

Lawrence and Kinn, 2013). Exploring their experience of the service spaces they 

encounter, and the space of home after the relative does or doesn’t return, 

would be significant for developing and deepening understanding.  

Further work of value would include exploring NHS staff members’ experience of 

organisational change, considering the development, implementation, 

effectiveness and utility of holding practices to support them as they go through 

the transitional process. Despite the magnitude and scale of the NHS as an 

organization, little emphasis seems to be placed, research wise on the people 

who work within it, those who are integral to bringing about and delivering the 

change so often demanded. As Delbridge and Sallaz (2015) highlighted, work is 

spatialised in a multitude of ways. Placing work and workers (as field actors) at 

the centre of organization studies, considering organizations and the spaces of 

work embedded nature (Delbridge and Sallaz, 2015), and going beyond the 

visual to the embodied corporeality, sensorial practice and understanding in 

organizations (Gherardi et al., 2013) is warranted. This study has demonstrated 

that finding out about healthcare spaces and how they are produced; conceived, 

practiced, and lived (using Lefebvre’s (1991) conception of produced space, and 

the spatial triad), may more effectively capture the complexity as well as the 

meaning involved in healthcare provision. I also venture that incorporating 

mapping and map building may be a particularly useful avenue for exploring ‘a 

sense of place’ (Spencer, 2011) and spatiality within ASU settings and/or other 

healthcare related spaces. 

This study, using hermeneutic phenomenology, has produced understanding 

about the lived experience of the ASU from the perspective of healthcare 

practitioners and stroke survivors. I aim to present the findings in different and 

accessible ways to clinicians, stroke survivors, the academic community and the 

students that I work with on a day-to-day basis.   
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Final remarks 
The combination of findings and offerings included in this thesis provide different 

ways to encounter the ASU experience as the phenomenon of interest, as it was 

lived, given, and understood. This thesis offers fresh insight into the experience 

of the ASU as spatially experienced, produced and practiced in complex and 

meaningful ways, all of which could begin to inform service development and 

therapeutic practice from a human lifeworld perspective, and resonate with 

others working or living through similar experiential spaces.   

These findings offer an understanding of the complexity, emergence, nuance, 

thickness and intricacies of living, present within this human experience, and the 

unique contribution that hermeneutic phenomenological research can proffer to 

the ASU evidence base. This thesis has thus embodied the produced space of 

the ASU with:  

‘actual flesh and blood and culture, with real life relationships and events’ 
(Merrifield, 2003, p175).  

 

  



 

275 
 

List of references 
ABRAM, D. 1997. The spell of the sensuous. Perception and language in a 

more-than-human world., United States of America, Vintage books. 
ADAMS, H., DEL ZOPPO, G., ALBERTS, M., BHATT, D., BRASS, L., FURLAN, 

A., GRUBB, R., HIGASHIDA, R., JAUCH, E., KIDWELL, C., LYDEN, P., 
MORGENSTERN, L., QURESHI, A., ROSENWASSER, R., SCOTT, P. & 
WIJDICKS, E. 2007. Guidelines for the early management of adults with 
ischemic stroke. A guideline from the American Heart 
Association/American Stroke Association Stroke Council, Clinical 
Cardiology Council, Cardiovascular Radiology and Intervention Council, 
and the Atherosclerotic Peripheral Vascular Disease and Quality of Care 
Outcomes in Research Interdisciplinary Working Groups. Stroke, 38, 
1655-1711. 

AHUJA, S., CLARK, S., MORAHAN, E., ONO, M., MULLIGAN, H. & HALE, L. 
2013. The journey to recovery: experiences and perceptions of 
individuals following stroke. New Zealand Journal of Physiotherapy, 41, 
36-43. 

ALLAN, H., BREARLEY, S., BYNG, R., CHRISTIAN, S., CLAYTON, J., 
MACKINTOSH, M., PRICE, L., SMITH, P. & ROSS, F. 2014. People and 
teams matter in organizational change: professionals' and managers' 
experiences of changing governance and incentives in Primary Care. 
Health Services Research, 93-111. 

ALLEN, D. 2004. Re-reading nursing and rewriting practice: towards an 
empirically based reformation of the nursing mandate. Nursing Inquiry, 
11, 271-283. 

ARNAERT, A., FILTEAU, N. & SOURIAL, R. 2006. Stroke patients in the acute 
care phase. Role of hope in self-healing. Holistic Nursing Practice, 20, 
137-146. 

ARNTZEN, C., BORG, T. & HAMRAN, T. 2015a. Long-term recovery trajectory 
after stroke: an ongoing negotiation between body, participation and self. 
Disability and Rehabilitation, 37, 1626-1634. 

ARNTZEN, C., HAMRAN, T. & BORG, T. 2015b. Body, participation and self 
transformations during and after in-patient stroke rehabilitation. 
Scandinavian Journal of Disability Research, 17, 300-320. 

ASHBURNER, L., FERLIE, E. & FITZGERALD, L. 1996. Organizational 
transformation and top-down change: the case of the NHS. British 
Journal of Management, 7, 1-16. 

ASHWORTH, P. 2015. The lifeworld- enriching qualitative evidence. Qualitative 
Research in Psychology, 13, 20-32. 

BANJA, J. D. 2011. Stroke rehabilitation and the phenomenological 
reconstitution of the self. Topics in Stroke Rehabilitation, 19, 24-29. 

BARINA, R. 2015. New places and ethical spaces: philosophical considerations 
for health care ethics outside of the hospital. HEC Forum, 27, 93-106. 

BARRECA, S. & WILKINS, S. 2008. Experiences of nurses working in a stroke 
rehabilitation unit. Journal of Advanced Nursing, 63, 36-44. 

BAUMEISTER, R. & LEARY, M. 1995. The need to belong: desire for 
interpersonal attachments as a fundamental human motivation. 
Psychological Bulletin, 117, 497-529. 



 

276 
 

BAYNHAM, M. 2003. Narratives in space and time: beyond "backdrop" accounts 
of narrative orientation. Narrative Inquiry, 13, 347-366. 

BEAL, C. C., STUIFBERGEN, A. & VOLKER, D. 2012. A narrative study of 
women's early symptom experience of ischemic stroke. Journal of 
Cardiovascular Nursing, 27, 240-252. 

BILEY, F. & GALVIN, K. 2007. Lifeworld, the arts and mental health nursing. 
Journal of Psychiatric and Mental Health Nursing, 14, 800-807. 

BLACKWELL, D. 1997. Holding, containing and bearing witness: the problem of 
helpfulness in encounters with torture survivors. Journal of Social Work 
Practice, 11, 81-89. 

BORG XUEREB, C., SHAW, R. & LANE, D. 2016. Patients' and physicians' 
experiences of atrial fibrillation consultations and anticoagulant decision-
making: A multi-perspective IPA design. Psychology and Health, 31, 436-
455. 

BRAUN, V. & CLARKE, V. 2013. Sucessful qualitative research: a practical 
guide for beginners, London. 

BRIDGES, W. & MITCHELL, S. 2000. Leading transition: a new model for 
change. In: HESSELBEIN, F. & JOHNSTON, R. (eds.) On Leading 
Change. New York: Jossey-Bass. 

BRIGHT, F., KAYES, N., MCCANN, C. & MCPHERSON, K. 2011. 
Understanding hope after stroke: a systematic review of the literature 
using concept analysis. Topics in Stroke Rehabilitation, 18, 490-508. 

BROOKE, J. 2013. The exploration of self-regulation and transfer anxiety within 
stroke patients transferred from a hyper acute stroke unit to a ward. 
Professional Doctorate of Health Psychology, London Metropolitan 
University. 

BROWN, M., LEVACK, W. M., MCPHERSON, K. M., DEAN, S. G., REED, K., 
WEATHERALL, M. & TAYLOR, W. 2014. Survival, momentum, and 
things that make me "me": patients' perceptions of goal setting after 
stroke. Disability and Rehabilitation, 36, 1020-1026. 

BURKE, R. 2003. Survivors and victims of hospital restructuring and downsizing: 
who are the real victims? International Journal of Nursing Studies, 40, 
903-909. 

BURTON, C. R. 2000. Living with stroke: a phenomenological study. Journal of 
Advanced Nursing, 32, 301-309. 

CARMAN, T. 2006. The concept of authenticity. In: DREYFUS, H. & 
WRATHALL, M. (eds.) A companion to phenomenology and 
existentialism. Chichester: Blackwell Publishing Ltd. 

CASSIDY, E., REYNOLDS, F., NAYLOR, S. & DE SOUZA, L. 2011. Using 
interpretative phenomenological analysis to inform physiotherapy 
practice: An introduction with reference to the lived experience of 
cerebellar ataxia. Physiotherapy Theory and Practice 27, 263-277. 

CATANGUI, E. & ROBERTS, C. 2014. The lived experiences of nurses in one 
hyper-acute stroke unit. British Journal of Nursing, 23, 143-148. 

CHAMBERLAIN, K. 2011. Troubling methodology. Health Psychology Review, 
5, 48-54. 

CHAMBERS, A. 2012. Student physiotherapists' narratives and the construction 
of professional identities. Doctorate in Education University of 
Manchester. 



 

277 
 

CHAN, D., CORDATO, D., O'ROURKE, F., CHAN, D., POLLACK, M., 
MIDDLETON, S. & LEVI, C. 2012. Comprehensive stroke units: a review 
of comparative evidence and experience International Journal of Stroke, 
8, 260-264. 

CLARK, M. 2000. Patient and spouse perceptions of stroke and its rehabilitation. 
International Journal of Rehabilitation Research, 23, 19-29. 

CLARKE, D. 2010. Achieving teamwork in stroke units: the contribution of 
opportunistic dialogue. Journal of Interprofessional Care, 24, 285-297. 

CLARKE, D. 2013. Nursing practice in stroke rehabilitation: a systematic review 
and meta-ethnography. Journal of Clinical Nursing, 23, 1201-1226. 

COCHRANE STROKE GROUP 2013. Organised inpatient (stroke unit) care for 
stroke Cochrane Database of Systematic Reviews Issue 9 ed. 

COMMISSION FOR HEALTHCARE AUDIT AND INSPECTION 2006. Survey of 
patients 2006. Caring for people after they have had a stroke. London. 

CONROY, S. 2003. A pathway for interpretive phenomenology. International 
Journal of Qualitative Methods, 2. 

CRAMER, S., STRADLING, D., BROWN, D., CARILLO-NUNEZ, I., CIABARRA, 
A., CUMMINGS, M., DAUBEN, R., LOMBARDI, D., PATEL, N., 
TRAYNOR, E., WALDMAN, S., MILLER, K. & STRATTON, S. 2012. 
Organization of a United States County system for comprehensive acute 
stroke care. Stroke, 43, 1089-1093. 

CROTTY, M. 2004. The Foundations of Social Research. Meaning and 
perspective in the research process, London, SAGE Publications. 

CROWELL, S. 2006. Husserlian phenomenology. In: DREYFUS, H. & 
WRATHALL, M. (eds.) A Companion to phenomenology and 
existentialism. Chichester: Blackwell Publishing Ltd. 

CUTCHER, A. 2015. Displacement, identity and belonging. An arts-based 
auto/biographical portrayal of ethnicity and experience, Rotterdam, Sense 
Publishers. 

CUTCHER, L., DALE, K., HANCOCK, P. & TYLER, M. 2016. Spaces and places 
of remembering and commemoration. Organization 23, 3-9. 

DAHLBERG, H. & DAHLBERG, K. 2003. To not make definite what is indefinite: 
a phenomenological analysis of perception and its epistemological 
consequences in human science research. The Humanist Psychologist 
31, 34-50. 

DAHLBERG, K., TODRES, L. & GALVIN, K. 2009. Lifeworld-led healthcare is 
more than patient-led care: an existential view of well-being. Medicine, 
Health care and Philosophy, 12, 265-271. 

DAHLBERG, K. M. & DAHLBERG, H. K. 2004. Description vs. interpretation- a 
new understanding of an old dilemma in human science research. 
Nursing Philosophy, 5, 268-273. 

DANIELS, R., WINDING, K. & BORELL, L. 2002. Experiences of occupational 
therapists in stroke rehabilitation: dilemmas of some occupational 
therapists in inpatient stroke rehabilitation. Scandinavian Journal of 
Occupational Therapy 9, 167-175. 

DANZI, M., HUNTER, E., CAMPBELL, S., SYLVIA, V., KUPERSTEIN, J., 
MADDY, K. & HARRISON, A. 2013. "Living with a ball and chain": the 
experience of stroke for individuals and their caregivers in rural 
Appalachian Kentucky. The Journal of Rural Health, 29, 368-382. 



 

278 
 

DAZA, S. & HUCKABY, M. 2014. Terra Incognita: Em-bodied Data Analysis. 
Qualitative Inquiry, 20, 801-810. 

DE WITT, L. & PLOEG, J. 2006. Critical appraisal of rigour in interpretive 
phenomenological nursing research. Journal of Advanced Nursing, 55, 
215-229. 

DELBRIDGE, R. & SALLAZ, J. 2015. Work: four worlds and ways of seeing. 
Organization Studies, 36, 1449-1462. 

DEPARTMENT OF HEALTH 2006. Improving stroke services: a guide for 
commissioners. In: HEALTH, D. O. (ed.). London: DH Publications. 

DEPARTMENT OF HEALTH 2007. National Stroke Strategy. London: DH 
Publications. 

DOWLING, M. 2007. From Husserl to van Manen. A review of different 
phenomenological approaches. International Journal of Nursing Studies, 
44, 131-142. 

DUBOULOY, M. 2004. The transitional space and self-recovery: a 
psychoanalytical approach to high-potential managers' training. Human 
Relations, 57, 467-496. 

EAMES, S., HOFFMANN, T., WORRALL, L. & READ, S. 2010. Stroke patients; 
and carers' perception of barriers to accessing stroke information. Topics 
in Stroke Rehabilitation, 17, 69-78. 

EATOUGH, V. 2005. An idiographic investigation of female anger and 
aggression using interpretative phenomenological analysis. Doctorate of 
Philosophy, Birkbeck College  

EATOUGH, V. & SMITH, J. 2006. 'I was like a wild, wild person': Understanding 
feelings of anger using interpretative phenomenological analysis. British 
Journal of Psychology, 97, 483-498. 

EDGAR, R. I. 1999. The imagework method in health and social science 
research. Qualitative Health Research, 9, 198-211. 

ELLIS-HILL, C., PAYNE, S. & WARD, C. 2008. Using stroke to explore the Life 
Thread Model: An alternative approach to understanding rehabiltation 
following an acquired disability. Disability and Rehabilitation, 30, 150-159. 

ELLIS-HILL, C., ROBISON, J., WILES, R., MCPHERSON, K. M., HYNDMAN, 
D., ASHBURN, A. & ON BEHALF OF THE STROKE ASSOCIATION 
REHABILITATION RESEARCH CENTRE TEAM 2009. Going home to 
get on with life: patients and carers experiences of being discharged from 
hospital following a stroke. Disability and Rehabilitation, 31, 61-72. 

ELLIS-HILL, C. S. & HORN, S. 2000. Change in identity and self-concept: a new 
theoretical approach to recovery following a stroke. Clinical 
Rehabilitation, 14, 279-287. 

ELLIS-HILL, C. S., PAYNE, S. & WARD, C. 2000. Self-body split: issues of 
identity in physical recovery following stroke. Disability and Rehabilitation, 
22, 725-733. 

ERIKSSON, H., ANDERSSON, G., OLSSON, L., MILBERG, A. & 
FRIEDRICHSEN, M. 2014. Ethical dilemmas around the dying patient 
with stroke: a qualitative interview study with team members on stroke 
units in Sweden. Journal of Neuroscience Nursing, 46, 162-170. 

EWENS, A. 2003. Changing in nursing identities: supporting a successful 
transition. Journal of Nursing Management, 11, 224-228. 

FINLAY, L. 2002. "Outing" the Researcher: The Provenance, Process, and 
Practice of Reflexivity. Qualitative Health Research, 12, 531-545. 



 

279 
 

FINLAY, L. 2006. Dancing between embodied empathy and phenomenological 
reflection Indo-Pacific Journal of Phenomenology [Online], 6. Available: 
http://www.ipjp.org/downloads/Special%20Editions/Method%20in%20Phe
nomenology%20-%20August%202006/Special_Edition_Method-
01_Finlay.pdf. 

FINLAY, L. 2008. A dance between reduction and reflexivity: explicating the 
"phenomenological psychological attitude" Journal of Phenomenological 
Psychology 39, 1-32. 

FINLAY, L. 2011. Phenomenology for Therapists, Chicester, West Sussex, 
Wiley-Blackwell. 

FINLAY, L. 2014. Engaging Phenomenological Analysis Qualitative Research in 
Psychology, 11, 121-141. 

FINLAY, L. & MOLANO-FISHER, P. 2008. 'Transforming' self and world: a 
phenomenological study of a changing lifeworld following a cochlear 
implant. Medicine, Health Care and Philosophy, 11, 255-267. 

FLAX, M. 2011. A crisis in the analyst's life: self-containment, symbolization, and 
the holding space. The Psychoanalytic Quarterly, LXXX, 305-336. 

FLEMMING, K. & BRIGGS, M. 2006. Electronic searching to locate qualitative 
research: evaluation of three strategies. Journal of Advanced Nursing, 57, 
95-100. 

FOSTER, A., WORRALL, L., ROSE, M. & O'HALLORAN, R. 2016. 'I do the best 
I can': an in-depth exploration of the aphasia management pathway in the 
acute hospital setting. Disability and Rehabilitation, 38, 1765-1779. 

FRASER, S. W. & GREENHALGH, T. 2001. Coping with complexity: educating 
for capability. British Medical Journal, 323, 799-803. 

FROST, R. 1966. The Poetry of Robert Frost: The Collected Poems, Complete 
And Unabridged. In: CONNERY LATHAM, E. (ed.) 1st ed. New York: 
Holt, Rinehart and Winston. 

GADAMER, H.-G. 1988. On the circle of understanding. In: CONNOLLY, J. & 
KEUTNER, T. (eds.) Hermeneutics versus science? Three German 
views. Notre Dame University of Notre Dame Press. 

GADAMER, H.-G. 2004. Truth and Method, London, Continuum Books. 
GADAMER, H.-G. 2008. Philosophical Hermeneutics Los Angeles, University of 

California Press. 
GAUNTLETT, D. & HOLZWARTH, P. 2006. Creative and visual methods for 

exploring identities. Visual Studies, 21, 82-91. 
GHERARDI, S., MERLIÄINEN, S., STRATI, A. & VALTONEN, A. 2013. Editors' 

introduction: a practice-based view on the body, senses and knowing in 
organization. Scandinavian Journal of Management, 29, 333-337. 

GIBBON, B. 2004. Service user involvement: the impact of stroke and the 
meaning of rehabilitation. Journal of the Australasian Rehabilitation 
Nurses Association, 7, 8-12. 

GILLIES, V., HARDEN, A., JOHNSON, K., REAVEY, P., STRANGE, V. & 
WILLIG, C. 2005. Painting pictures of embodied experience: the use of 
nonverbal data production for the study of embodiment. Qualitative 
Research in Psychology, 2, 199-212. 

GIORGI, A. 1997. The theory, practice, and evaluation of the phenomenological 
method as a qualitative research procedure. Journal of 
Phenomenological Psychology, 28, 235-260. 

http://www.ipjp.org/downloads/Special%20Editions/Method%20in%20Phenomenology%20-%20August%202006/Special_Edition_Method-01_Finlay.pdf
http://www.ipjp.org/downloads/Special%20Editions/Method%20in%20Phenomenology%20-%20August%202006/Special_Edition_Method-01_Finlay.pdf
http://www.ipjp.org/downloads/Special%20Editions/Method%20in%20Phenomenology%20-%20August%202006/Special_Edition_Method-01_Finlay.pdf


 

280 
 

GIORGI, A. 2000. The status of Husserlian phenomenology in caring research. 
Scandinavian Journal of Caring Sciences, 14, 3-10. 

GIORGI, A. 2009. The descriptive phenomenological method in psychology. A 
modified Husserlian approach., Pittsburgh, Pennsylvania, Duquesne 
University Press. 

GIORGI, A. 2011. IPA and Science: A Response to Jonathan Smith. Journal of 
Phenomenological Psychology, 42, 195-216. 

GIOVACCHINI, P. 1987. Treatment, holding environment and transitional space. 
Modern Psychoanalysis, 12, 151-162. 

GRAHAM, E. 2011. Finding ourselves: theology, place, and human flourishing. 
In: HIGTON, M., ROWLAND, C. & LAW, J. (eds.) Theology and human 
flourishing: Essays in honor of Timothy Gorringe. Eugene, OR: Cascade 
Books. 

GRANT, A. 2014. Troubling 'lived experience': a post-structural critique of 
mental health nursing qualitative research assumptions. Journal of 
Psychiatric and Mental Health Nursing, 21, 544-549. 

GRANT, A. 2016. Researching outside the box: Welcoming innovative inquiry to 
Nurse Education Today. Nurse Education Today, 45, 55-56. 

GRAVEN, C., SANSONETTI, D., MOLOCZIJ, N., CADILHAC, D. & JOUBERT, 
L. 2013. Stroke survivor and carer perspectives of the concept of the 
recovery: a qualitative study. Disability and Rehabilitation, 35, 578-585. 

GREEN, M. 2012. So what exactly is transitional space? [Online]. Available: 
http://changets.wordpress.com/2012/01/23/so-what-exactly-is-
transitional-space/ [Accessed 17/11/2015]. 

HAGERTY, B., LYNCH-SAUER, J., PATUSKY, K. & BOUWSEMA, M. 1993. An 
emerging theory of human relatedness. IMAGE: Journal of Nursing 
Scholarship, 25, 291-296. 

HAGERTY, B. & PATUSKY, K. 2003. Reconceptualizing the nurse-patient 
relationship. Journal of Nursing Scholarship, 35, 145-150. 

HALFORD, S. 2004. Towards a sociology of space. Sociological Research 
Online, 9. 

HALLDÓRSDÓTTIR, S. 2000. The Vancouver school of doing phenomenology. 
In: FRIDLUND, B. & HADLINGH, C. (eds.) Qualitative research methods 
in the service of health. Lund: Studentlitteratur. 

HAN-PILE, B. 2006. Affectivity. In: DREYFUS, H. & WRATHALL, M. (eds.) A 
companion to phenomenology and existentialism. Chichester: Blackwell 
Publishing Ltd. 

HARDING, C. 2013. The transitional space provided by coaching and 
mentoring. International Journal of Evidence Based Coaching and 
Mentoring, 56-72. 

HARRISON, M., RYAN, T., GARDINER, C. & JONES, A. 2013. Patients' and 
carers' experiences of gaining access to acute stroke care: a qualitative 
study. Emergency Medicine Journal, 30, 1033-1037. 

HARTMAN, D. & ZIMBEROFF, D. 2005. Trauma, transitions and thriving. 
Journal of Heart-Centred Therapies, 8, 3-86. 

HEIDEGGER, M. 2008. Being and Time, New York, Harper Perennial Modern 
Thought. 

HOLE, E., STUBBS, B., ROSKELL, C. & SOUNDY, A. 2014. The Patient's 
experience of the psychosocial process that influences identity following 

http://changets.wordpress.com/2012/01/23/so-what-exactly-is-transitional-space/
http://changets.wordpress.com/2012/01/23/so-what-exactly-is-transitional-space/


 

281 
 

stroke rehabilitation: a metaethnography. The Scientific World Journal, 
2014. 

HOLLOWAY, I. & TODRES, L. 2003. The status of method: flexibility, 
consistency and coherence. Qualitative Research, 3, 345-357. 

HORDYK, S., DULUDE, M. & SHEM, M. 2015. When nature nurtures children: 
nature as a containing and holding space. Children's Geographies, 13, 
571-588. 

HUBBARD, I. & PARSONS, M. 2007. The conventional care of therapists as 
acute stroke specialists: a case study. International Journal of Therapy 
and Rehabilitation, 14, 357-362. 

HUNT, D. & SMITH, J. A. 2004. The personal experience of carers of stroke 
survivors: an interpretative phenomenological analysis. Disability and 
Rehabilitation, 26, 1000-1011. 

HUSSERL, E. 1970. The crisis of European sciences and transcendental 
phenomenology. An introduction to phenomenological philosophy. , 
Evanston, Northwestern University Press. 

INDREDAVIK, B., BAKKE, F., SLORDAHL, S., ROKSETH, R. & HAHEIM, L. 
1998. Stroke unit treatment improves long-term quality of life. A 
randomized controlled trial. Stroke, 29, 895-899. 

INDREDAVIK, B., BAKKE, F., SLORDAHL, S., ROKSETH, R. & HAHEIM, L. 
1999. Stroke Unit Treatment. 10-year follow up. Stroke, 30, 1524-1527. 

INDREDAVIK, B., SLORDAHL, S., BAKKE, F., ROKSETH, R. & HAHEIM, L. 
1997. Stroke unit treatment. Long term effects. Stroke, 28, 1861-1866. 

INTERCOLLEGIATE STROKE WORKING PARTY 2004. National clinical 
guideline for stroke. 2nd ed. London: Royal College of Physicians. 

INTERCOLLEGIATE STROKE WORKING PARTY 2008. National Clinical 
Guideline for stroke. 3rd ed. London: Royal College of Physicians. 

INTERCOLLEGIATE STROKE WORKING PARTY 2010. National Sentinel 
Stroke Audit. Organisational audit 2010. London: Royal College of 
Physicians. 

INTERCOLLEGIATE STROKE WORKING PARTY 2012. National clinical 
guideline for stroke. 4th ed. London: Royal College of Physicians  

INTERCOLLEGIATE STROKE WORKING PARTY 2016. National Clinical 
Guidelines for Stroke. 5th ed. 

INTERCOLLEGIATE WORKING PARTY FOR STROKE 2008. National Sentinel 
Stroke Audit. Phase 1 Organisational Audit 2008. Report for England, 
Wales and Northern Ireland. London: Royal College of Physicians  

KALMBACH PHILLIPS, D. 2010. On transitional space, unresolved conficts, and 
an uncertain teacher education. Teachers and Teaching: Theory and 
Practice, 16, 633-644. 

KAMLER, B. 1997. Text as body, body as text. Discourse: Studies in the 
Cultural Politics of Education, 18, 369-387. 

KANNAMPALLIL, T., SCHAUER, G., COHEN, T. & PATEL, V. 2011. 
Considering complexity in healthcare systems. Journal of Biomedical 
Informatics, 44, 943-947. 

KEARNEY, R. 2014. Losing our touch The New York Times 30/08/2014. 
KEARNEY, R. 2015. What is Carnal Hermeneutics? New Literary History, 46, 

99-124. 
KEATS, J. 2014. John Keats. Selected Letters. In: BARNARD, J. (ed.). Penguin. 



 

282 
 

KESSLER, D., DUBOULOZ, C.-J., URBANOWSKI, R. & EGAN, M. 2009. 
Meaning perspective transformation following stroke: the process of 
change. Disability and Rehabilitation, 31, 1056-1065. 

KILBRIDE, C., MEYER, J., FLATLEY, M. & PERRY, L. 2005. Stroke units; the 
implementation of a complex intervention. Educational Action Research, 
13, 479-503. 

KING, R. B. & SEMIK, P. E. 2006. Stroke caregiving. Difficult times, resource 
use, and needs during the first 2 years. Journal of Gerontological 
Nursing, 32, 37-44. 

KIRKEVOLD, M. 2002. The unfolding illness trajectory of stroke. Disability and 
Rehabilitation, 24, 887-898. 

KIRKHAM, J., SMITH, J. & HAVSTEEN-FRANKLIN, D. 2015. Painting pain: an 
interpretative phenomenological analysis of representations of living with 
chronic pain. Health Psychology, 34, 398-406. 

KITSON, A., DOW, C., CALABRESE, J., LOCOCK, L. & MUNTLIN ATHLIN, A. 
2013. Stroke survivors' experiences of the fundamentals of care: a 
qualitative analysis. International Journal of Nursing Studies, 50, 392-403. 

KITZMÜLLER, G. & ERVIK, B. 2015. Female spouses' perceptions of the sexual 
relationship with stroke-affected partners. Disability and Rehabilitation, 
33, 499-512. 

KITZMÜLLER, G., HÄGGSTROM, T. & ASPLUND, K. 2013. Living in an 
unfamilar body: the significance of the long-term influence of bodily 
changes on the perception of self after stroke. Medicine, Health Care and 
Philosophy, 16, 19-29. 

KITZMÜLLER, G., HAGGSTROM, T., ASPLUND, K. & GILJE, F. 2012. The 
existential meaning of couples' long-term experience of living with stroke. 
Illness, Crisis and Loss, 20, 339-362. 

KLEIN, R. 2010. The new politics of the NHS: from creation to reinvention, 
Oxford, Radcliffe Publishing. 

KOUWENHOVEN, S., KIRKEVOLD, M., ENGEDAL, K. & KIM , H. 2012. 'Living 
a life in shades of grey': experiencing depressive symptoms in the acute 
phase after stroke. Journal of Advanced Nursing, 68, 1726-1737. 

KRISTIANSEN, L., HELLZÉN, O. & ASPLUND, K. 2010. Left alone- Swedish 
nurses' and mental health workers' experiences of being care providers in 
a social psychiatric dwelling context in the post-health-care-restructuring 
era. A focus-group interview study. Scandinavian Journal of Caring 
Sciences, 24, 427-435. 

KRISTOFFERSEN, M. & FRIBERG, F. 2015. The nursing discipline and self-
realization. Nursing Ethics, 22, 723-733. 

KÜPERS, W. 2005. Phenomenology and integral pheno-practice of embodied 
well-be(com)ing in organisations. Culture and Organization, 11, 221-232. 

KVIGNE, K. & KIRKEVOLD, M. 2003. Living with bodily strangeness: women's 
experiences of their changing and unpredictable body following stroke. 
Qualitative Health Research, 13, 1291-1310. 

LARKIN, M., EATOUGH, V. & OSBORN, M. 2011. Interpretative 
phenomenological analysis and embodied, active, situated cognition. 
Theory & Psychology, 21, 318-337. 

LARKIN, M., WATTS, S. & CLIFTON, E. 2006. Giving voice and making sense 
in interpretative phenomenological analysis. Qualitative Research in 
Psychology, 3, 102-120. 



 

283 
 

LAWRENCE, M. & KINN, S. 2012. Determining the needs, priorities and desired 
rehabilitation outcomes of young adults who have had a stroke. 
Rehabilitation Research and Practice, 9 pages. 

LAWRENCE, M. & KINN, S. 2013. Needs, priorities, and desired rehabilitation 
outcomes of family members of young adults who have had a stroke: 
findings from a phenomenological study. Disability and Rehabilitation, 35, 
586-595. 

LEFEBVRE, H. 1991. The production of space, Oxford, Blackwell Publishing  
LEWINTER, M. & MIKKELSEN, S. 1995. Patients` experiences of rehabilitation 

after stroke. Disability and Rehabilitation, 17, 3-9. 
LILJA, L. & HELLZEN, O. 2007. Disconfirmed in one`s otherness: A comparison 

between the nurse`s view of the patient`s past, present and future and 
the patient`s own view of the past, present and future. International 
Journal of Qualitative Studies on Health and Well-being   2, 131-143. 

LUKER, J., BERNHARDT, J. G., KA & EDWARDS, I. 2014. A qualitative 
exploration of discharge destination as an outcome or a driver of acute 
stroke care. BMC Health Services Research, 14, 193. 

MALONE, K. 2004. "Holding environments": creating spaces to support 
children's environmental learning in the 21st century. Australian Journal of 
Environmental Education, 20, 53-66. 

MALONE, R. 2000. Dimensions of vulnerability in Emergency nurses' narratives. 
Advances in Nursing Science, 23, 1-11. 

MALONE, R. 2010. Distal nursing. In: CHAN, D., BRYKCZYNSKI, K. & 
MALONE, R. (eds.) Interpretive phenomenology in health care research. 
Indianapolis: Sigma Theta Tau International, Centre for Nursing Press. 

MANGSET, M., DAHL, T. E., FORDE, R. & WYLLER, T. B. 2008. `We`re just 
sick people, nothing else`:...factors contributing to elderly stroke patients` 
satisfaction with rehabilitation Clinical Rehabilitation, 22, 825-835. 

MANIVA, S., FREITAS, C., JORGE, M., CARVALHO, Z. & MOREIRA, T. 2013. 
Experiencing acute stroke: the meaning of the illness for hospitalised 
patients. Revista da Escola de Enfermagem da USP, 47, 357-363. 

MANNAY, D. 2010. Making the familiar strange: can visual research methods 
render the familiar setting more perceptible? Qualitative Research, 10, 
91-111. 

MAPP, T. 2008. Understanding phenomenology: the lived experience. British 
Journal of Midwifery, 16, 308-311. 

MARSHALL, J. & OLPHERT, A.-M. 2009. Understanding the effects of 
organisational change on staff in the NHS: a case study of a local Primary 
Care Trust merger. Management Services, Spring, 17-24. 

MAYS, N., POPE, C. & POPAY, J. 2005. Systematically reviewing qualitative 
and quantitative evidence to inform management and policy-making in 
the health field. Journal of Health Services Research & Policy, 10, 6-20. 

MCCORMACK, B. & MCCANCE, T. 2006. Development of a framework for 
person-centred nursing. Journal of Advanced Nursing, 56, 472-479. 

MCCORMACK, B. & TITCHEN, A. 2014. No beginning, no end: an ecology of 
human flourishing International Practice Development Journal, 4. 

MCCRUM, R. 2008. My year off. Rediscovering life after a stroke, London, Pan 
Macmillan Ltd. 

MCMURRAY, R. 2010. Tracing experiences of NHS change in England: a 
process philosophy perspective. Public Administration, 88, 724-740. 



 

284 
 

MCMURRAY, R. 2012. Embracing dirt in nursing matters. In: SIMPSON, R., 
SLUTSKAJA, N., LEWIS, P. & HÖPFL, H. (eds.) Dirty work: concepts and 
identities. Basingstoke: Palgrave McMillan. 

MELEIS, A., SAWYER, L., IM, E.-O., HILFINGER MESSIAS, D. & 
SCHUMACHER, K. 2000. Experiencing transitions: an emerging middle-
range theory. Advances in Nursing Science, 23, 12-28. 

MELEIS, A. & TRANGENSTEIN, P. 1994. Facilitating transitions: redefinition of 
the nursing mission. Nursing Outlook, 42, 255-259. 

MERRIFIELD, A. 2003. Henri Lefebvre: a socialist in space. In: CRANG, M. & 
THRIFT, N. (eds.) Thinking Space (Critical Geographies). London: 
Routledge. 

MILES, A. 2009. Complexity in medicine and healthcare: people and systems, 
theory and practice. Journal of Evaluation in Clinical Practice, 15, 409-
410. 

MOHANTY, J. 2006. Intentionality. In: DREYFUS, H. & WRATHALL, M. (eds.) A 
companion to phenomenology and existentialism. Chichester: Blackwell 
Publishing Ltd. 

MORAN, D. 2000. Introduction to Phenomenology. Taylor & Francis. 
MORRIS, R., PAYNE, O. & LAMBERT, A. 2007. Patient, carer and staff 

experiences of a hospital-based stroke service International Journal for 
Quality in Health Care 19, 105-112. 

MUGERAUER, R. 2010. Anatomy of life and well-being: a framework for the 
contributions of phenomenology and complexity theory. International 
Journal  of Qualitative Studies on Health and Well-being, 5. 

MUNRO, R. 2001. Unmanaging/Disorganisation. Ephemera, 1, 395-403. 
MURRAY, S. & HOLMES, D. 2014. Interpretative Phenomenological Analysis 

(IPA) and the ethics of body and place: critical methodological reflections. 
Human Studies, 37, 15-30. 

NATIONAL AUDIT OFFICE 2010. Progress in improving stroke care. UK: The 
Stationery Office  

NEWIRTH, J. 2016. Pleasure in the transitional space: intersubjectivity and 
transformation. Contemporary Psychoanalysis, 52, 249-274. 

NILSSON, I., JANSSON, L. & NORBERG, A. 1999. Crisis phenomena after 
stroke reflected in an existential phenomena. International Journal of 
Aging & Human Development, 49, 259-277. 

NOLAN, M., DAVIES, S., BROWN, J., KEADY, J. & NOLAN, J. 2004. Beyond 
'person-centred' care: a new vision for gerontological nursing. 
International Journal of Older People Nursing in association with Journal 
of Clinical Nursing, 13, 45-53. 

NYSTROM, C. 1978. Waiting: the semantics of transitional space. Et cetera, 35, 
245-253. 

O'CONNELL, B., BAKER, L. & PROSSER, A. 2003. The educational needs of 
caregivers of stroke survivors in acute and community settings. Journal of 
Neuroscience Nursing, 35, 21-28. 

O'HALLORAN, R., WORRALL, L. & HICKSON, L. 2011. Environmental factors 
that influence communication between patients and their healthcare 
providers in acute hospital stroke units: an observational study. 
International Journal of Language & Communication Disorders, 46, 30-
47. 



 

285 
 

OLOFSSON, A., ANDERSSON, S.-O. & CARLBERG, B. 2005. 'If only I manage 
to get home I'll get better' - Interviews with stroke patients after 
emergency stay in hospital on their experiences and needs. Clinical 
Rehabilitation, 19, 433-440. 

PALEY, J. & EVA, G. 2011. Complexity theory as an approach to explanation in 
healthcare: a critical discussion. International Journal of Nursing Studies, 
48, 269-279. 

PALLESEN, H. 2014. Body, coping and self-identity. A qualitative 5-year follow-
up study of stroke. Disability and Rehabilitation, 36, 232-241. 

PALMER, R. E. 1969. Hermeneutics. Interpretation Theory in Schleiermacher, 
Dilthey, Heidegger, and Gadamer, Evanston, Nothwest University Press. 

PASCOE, E. 1996. The value to nursing research of Gadamer`s hermeneutic 
philosophy. Journal of Advanced Nursing, 24, 1309-1314. 

PEJLERT, A., ASPLUND, K., GILJE, F. & NORBERG, A. 1998. The meaning of 
caring for patients on a long-term psychiatric ward as narrated by formal 
care providers. Journal of Psychiatric and Mental Health Nursing, 5, 255-
264. 

PEOPLES, H., SATINK, T. & STEULTJENS, E. 2011. Stroke survivors' 
experiences of rehabilitation: a systematic review of qualitative studies. 
Scandinavian Journal of Occupational Therapy, 18, 163-171. 

PETTERSSON, I., APPELROS, P. & AHLSTRÖM, G. 2007. Lifeworld 
perspectives utilizing assistive devices: individuals, lived experience 
following a stroke. Canadian Journal of Occupational Therapy, 74, 15-26. 

PLESK, P. & GREENHALGH, T. 2001. The challenge of complexity in health 
care. British Medical Journal, 323, 625-628. 

PLESK, P. & WILSON, T. 2001. Complexity, leadership, and management in 
healthcare organisations. British Medical Journal, 323, 746-749. 

POUND, P., BURY, M., GOMPERTZ, P. & EBRAHIM, S. 1995. Stroke patients' 
views on their hospital admission. British Medical Journal, 311, 19-22. 

PRAGLIN, L. 2006. The nature of the "In-Between" in D.W. Winnicott's concept 
of transitional space and in Martin Buber's das Zwischenmenschliche. 
Universitas, 2, 1-9. 

PRINGLE, J., DRUMMOND, J. & MCLAFFERTY, E. 2013. Revisioning, 
reconnecting and revisiting: the psychosocial transition of returning home 
from hospital following a stroke. Disability and Rehabilitation, 35, 1991-
1999. 

PRINGLE, J., DRUMMOND, J., MCLAFFERTY, E. & HENDRY, C. 2011. 
Interpretative phenomenological analysis: a discussion and critque. Nurse 
Researcher, 18, 20-24. 

PRINGLE, J., HENDRY, C., MCLAFFERTY, E. & DRUMMOND, J. 2010. Stroke 
survivors with aphasia: personal experiences of coming home. British 
Journal of Community Nursing, 15, 241-247. 

PROOT, I. M., TER MEULEN, R. H., ABU-SAAD, H. H. & CREBOLDER, H. F. 
2007. Supporting Stroke Patients' autonomy during rehabilitation. Nursing 
Ethics, 14, 229-241. 

PURKIS, M. 1996. Nursing in quality space: technologies governing experiences 
of care. Nursing Inquiry, 3, 101-111. 

QUINN, J. 1992. Holding sacred space: the nurse as healing environment. 
Holistic Nursing Practice, 6, 26-36. 



 

286 
 

QUINN, K., MURRAY, C. & MALONE, C. 2014. The experience of couples when 
one partner has a stroke at a young age: an interpretative 
phenomenological analysis. Disability and Rehabilitation, 36, 1670-1678. 

RADLEY, A. & TAYLOR, D. 2003. Images of recovery: a photo-elicitation study 
on the Hospital ward. Qualitative Health Research, 13, 77-99. 

RAMAGE, C. 2004. Negotiating multiple roles: link teachers in clinical nursing 
practice. Journal of Advanced Nursing, 45, 287-296. 

RHODES, J., LEATHLEY, M., WATKINS, C. & SHARMA, A. 2003. Stroke 
patients' experiences of being admitted to and nursed within a mixed sex 
environment: a qualitative study. Clinical Effectiveness in Nursing, 7, 141-
147. 

RITTMAN, M., FAIRCLOTH, C. A., BOYLSTEIN, C., GUBRIUM, J. F., 
WILLIAMS, C., VAN PUYMBROECK, M. & ELLIS, C. 2004. The 
experience of time in the transition from hospital to home following stroke. 
Journal of Rehabilitation Research & Development, 41, 259-268. 

ROCHETTE, A., RACINE, E., LEFEBVRE, H., BASTIEN, J. & TELLIER, M. 
2014. Actual and ideal services in acute care and rehabilitation for 
relatives post-stroke from three perspectives: relatives, stroke clients and 
health professionals. Journal of Rehabilitation Medicine, 46, 16-22. 

RODING, J., LINDSTROM, B., MALM, J. & OHMAN, A. 2003. Frustrated and 
invisible- younger stroke patients' experiences of the rehabilitation 
process. Disability and Rehabilitation, 25, 867-874. 

ROLFE, G. 2002. `A Lie that helps us see the truth`: research, truth and fiction in 
the helping professions. Reflective Practice, 3, 89-103. 

ROMANYSHYN, R. 2013. The Wounded Researcher. Research with the Soul in 
Mind, New Orleans, Louisiana, Spring Jounral Books. 

ROOS, S. 2010. The long road to relevance: disability, chronic sorrow, and 
shame. In: KAUFFMAN, J. (ed.) The shame of death, grief, and trauma. 
New York: Routledge/Taylor & Francis Group. 

ROSEWILLIAM, S., SINTLER, C., PANDYAN, A., SKELTON, J. & ROSKELL, C. 
2016. Is the practice of goal-setting for patients in acute stroke care 
patient-centred and what factors influence this? A qualitative study. 
Clinical Rehabilitation, 30, 508-519. 

ROYAL COLLEGE OF PHYSICIANS 2015. Sentinel Stroke National Audit 
Programme (SSNAP). Domain specific report. Stroke unit. 

ROYAL COLLEGE OF PHYSICIANS CLINICAL EFFECTIVENESS AND 
EVALUATION UNIT ON BEHALF OF THE INTERCOLLEGIATE 
STROKE WORKING PARTY 2012. Sentinel Stroke National Audit 
Programme (SSNAP). Acute organisational audit report. 

ROYAL COLLEGE OF PHYSICIANS CLINICAL EFFECTIVENESS AND 
EVALUATION UNIT ON BEHALF OF THE INTERCOLLEGIATE 
STROKE WORKING PARTY 2014. Sentinel Stroke National Audit 
Programme (SSNAP). Acute organisational audit report. 

ROYAL COLLEGE OF PHYSICIANS CLINICAL EFFECTIVENESS AND 
EVALUATION UNIT ON BEHALF OF THE INTERCOLLEGIATE 
STROKE WORKING PARTY 2015. Sentinel Stroke National Audit 
Programme (SSNAP). Clinical audit July - September 2014 public report. 
National Results. 



 

287 
 

RUSHTON, C., NILSSON, A. & EDVARDSSON, D. 2016. Reconciling concepts 
of time and person-centred care of the older person with cognitive 
impairment in the acute care setting. Nursing Philosophy, 17, 282-289. 

SALISBURY, L., WILKIE, K., BULLEY, C. & SHIELS, J. 2010. 'After the stroke': 
patients and carers experiences of healthcare after stroke in Scotland. 
Health and Social Care in the community, 18, 424-432. 

SCHLEIERMACHER, F. 1998. Schleiermacher: Hermeneutics and criticism and 
other writings, Cambridge, Cambridge University Press. 

SCOTLAND, J. 2012. Exploring the philosophical underpinnings of research: 
relating ontology and epistemology to the methodology and methods of 
the scientific, interpretive, and critical research paradigms. English 
Language Teaching, 5, 9-16. 

SCOTTISH INTERCOLLEGIATE GUIDELINES NETWORK 2010. Management 
of patients with stroke: Rehabilitation, prevention and management of 
complications, and discharge planning. A national clinical guideline. 
Edinburgh: Scottish Intercollegiate Guidelines Network. 

SEAMON, D. A lived hermetic of people and place: phenomenology and space 
syntax.  Proceedings, 6th International Space Syntax Symposium, 
Istanbul, 2007. 

SECREST, J. A. & THOMAS, S. P. 1999. Continuity and discontinuity: the 
quality of life following stroke. Rehabilitation Nursing, 24, 240-246. 

SENEVIRATNE, C., MATHER, C. & THEN, K. 2009. Understanding nursing on 
an acute stroke unit: perceptions of space, time and interprofessional 
practice. Journal of Advanced Nursing, 65, 1872-1881. 

SHINEBOURNE, P. 2011. The theoretical underpinnings of Interpretative 
Phenomenological Analysis (IPA). Existential Analysis 22, 16-31. 

SIGURGEIRSDOTTIR, J. & HALLDORSDOTTIR, S. 2008. Existential struggle 
and self-reported needs of patients in rehabilitation. Journal of Advanced 
Nursing, 61, 384-392. 

SIMONS, H. & MCCORMACK, B. 2007. Integrating Arts-Based inquiry in 
evaluation methodology. Opportunities and challenges. Qualitative 
Inquiry, 13, 292-311. 

SMITH, J. 2007. Hermeneutics, human sciences and health: linking theory and 
practice. International Journal  of Qualitative Studies on Health and Well-
being, 2, 3-11. 

SMITH, J., FLOWERS, P. & LARKIN, M. 2009. Interpretative Phenomenological 
Analysis. Theory, method and research., London, SAGE Publications Ltd. 

SMITH, J., JARMAN, M. & OSBORN, M. 1999. Doing interpretative 
phenomenological analysis. In: MURRAY, M. & CHAMBERLAIN, K. 
(eds.) Qualitative Health Psychology. Theories and methods. London: 
SAGE Publications Ltd. 

SMITH, L. N., LAWRENCE, M., KERR, S. M. & LEES, K. R. 2004. Informal 
carers' experience of caring for stroke survivors. Journal of Advanced 
Nursing, 46, 235-244. 

SPENCER, S. 2011. Mapping society. A 'sense of place'. In: SPENCER, S. (ed.) 
Visual research methods in the social sciences. Awakening visions. first 
ed. New York: Routledge. 

SPOUSE, J. 2000. Talking pictures; investigating personal knowledge through 
illuminative art-work. Nursing Times Research, 5, 253-261. 



 

288 
 

STENNER, R., MITCHELL, T. & PALMER, S. 2016. The role of philosophical 
hermeneutics in contributing to an understanding of physiotherapy 
practice: a reflexive illustration. Physiotherapy. 

STROKE ASSOCIATION 2012. Struggling to recover. Life after stroke campaign 
briefing. London: The Stroke Association. 

STROKE UNIT TRIALISTS COLLABORATION 1997. Collaborative systematic 
review of the randomised trials of organised inpatient (stroke unit) care 
after stroke. British Medical Journal, 314, 1151-1160. 

STROKE UNIT TRIALISTS COLLABORATION 2007. Organised inpatient 
(stroke unit) care for stroke. Cochrane Database of Systematic Reviews. 

STUHLMILLER, C. M. & THORSEN, R. 1997. Narrative Picturing: a new 
strategy for qualitative data collection. Qualitative Health Research, 7, 
140-149. 

SUCHMAN, A. L. 2006. A new theoretical foundation for relationship-centred 
care. Complex responsive processes of relating. Journal of General 
Internal Medicine, 21, S40-44. 

TAYLOR, E., MCKEVITT, C. & JONES, F. 2015. Factors shaping the delivery of 
acute inpatient stroke therapy: a narrative synthesis. Journal of 
Rehabilitation Medicine, 47, 107-119. 

TAYLOR, S. & SPICER, A. 2007. Time for space: a narrative review of research 
on organizational spaces. International Journal of Management Reviews, 
9, 325-346. 

TIMOTHY, E., GRAHAM, F. & LEVACK, W. 2016. Transitions in the embodied 
experience after stroke: grounded theory study. Physical Therapy, 96, 
1565-1575. 

TODRES, L. 2007. Embodied enquiry. Phenomenological touchstones for 
Research, Psychotherapy and Spirituality, Basingstoke, Hampshire, 
Palgrave Macmillan. 

TODRES, L. 2008. Being with that: the relevance of embodied understanding for 
practice. Qualitative Health Research, 18, 1566-1573. 

TODRES, L. & GALVIN, K. 2010. "Dwelling-mobility": An existential theory of 
well-being. International Journal  of Qualitative Studies on Health and 
Well-being [Online], 5. Available: 
http://www.ijqhw.net/index.php/qhw/article/view/5444/5987 [Accessed 
05/11/2016]. 

TODRES, L., GALVIN, K. & DAHLBERG, K. 2007. Lifeworld-led healthcare: 
revisiting a humanising philosophy that integrates emerging trends. 
Medicine, Health care and Philosophy, 10, 53-63. 

TODRES, L., GALVIN, K. & HOLLOWAY, I. 2009. The humanization of 
healthcare: a value framework for qualitative research. International 
Journal of Qualitative Studies on Health and Well-being, 4, 68-77. 

TODRES, L. & GALVIN, K. T. 2008. Embodied interpretation: a novel way of 
evocatively re-presenting meanings in phenomenological research. 
Qualitative Research 8, 568-583. 

TOMKINS, L. & EATOUGH, V. 2013. The feel of experience: phenomenological 
ideas for organizational research. Qualitative Research in Organizations 
and Management: An International Journal, 8, 258-275. 

TUTTON, E., SEERS, K., LANGSTAFF, D. & WESTWOOD, M. 2012. Staff and 
patient views of the concept of hope on a stroke unit: a qualitative study. 
Journal of Advanced Nursing, 68, 2061-2069. 

http://www.ijqhw.net/index.php/qhw/article/view/5444/5987


 

289 
 

TYRRELL, E. 2016. Nurses as agents of change in the rehabilitation process. 
Journal of the Australasian Rehabilitation Nurses Association, 19, 13-20. 

VAN DER SMAGT-DUJINSTEE, M., HAMERS, J. P. & ABU-SAAD, H. 2000. 
Relatives of stroke patients- their experiences and needs in hospital. 
Scandinavian Journal of Caring Sciences, 14, 44-51. 

VAN MANEN, M. 2007. Phenomenology of practice. Phenomenology & 
Practice, 1, 11-30. 

VOUZAVALI, F., PAPATHANASSOGLOU, E., KARANIKOLA, M., 
KOUTROUBAS, A., PATIRAKI, E. & PAPADATOU, D. 2011. 'The patient 
is my space': hermeneutic investigation of the nurse-patient relationship 
in critical care. Nursing in Critical Care, 16, 140-151. 

VUOSKOSKI, P. 2014. Work-placement assessment as a lived-through 
educationally meaningful experience of the student: an application of the 
phenomenological descriptive approach. Doctor of Philosophy, University 
of Lapland. 

WADE, D. 2011. Complexity, case-mix and rehabilitation: the importance of a 
holistic model of illness. Clinical Rehabilitation, 25, 387-395. 

WATKINS, C. 2005. Representations of space, spatial practices and spaces of 
representation: an application of Lefebvre's spatial triad. Culture and 
Organization, 11, 209-220. 

WERNER, A., ISAKSEN, L. & MALTERUD, K. 2004. 'I am not the kind of 
woman who complains of everyhting': illness stories on self and shame in 
women with chronic pain. Social Science & Medicine, 59, 1035-1045. 

WEST, T., LANGHORNE, P. & BERNHARDT, J. 2013. How do comprehensive 
and acute stroke units differ? A critical review. International Journal of 
Therapy and Rehabilitation, 20, 41-53. 

WHITE, A., BUSHIN, N., CARPENA-MÉNDEZ, F. & NÍ LAOIRE, C. 2010. Using 
visual methodologies to explore contemporary Irish childhoods. 
Qualitative Research, 10, 143-158. 

WILKIN, P. 2006. In the search of the True Self: a clinical journey through the 
vale of Soul-making. Journal of Psychiatric and Mental Health Nursing, 
13, 12-18. 

WILLIAMS, M. 2015. The Velveteen Rabbit. Chios Classics. 
WILSON, A. 2015. New roles and challenges within the healthcare workforce: a 

Heideggerian perspective. Journal of Health Organization and 
Management, 29, 2-9. 

WILSON, J. 2013. "The devastating conquest of the lived by the conceived": the 
concept of abstract space in the work of Henri Lefebvre. Space and 
Culture, 16, 364-380. 

WILSON, T. & HOLT, T. 2001. Complexity and critical care. British Medical 
Journal, 323, 685-688. 

WINNICOTT, D. 2005. Playing and reality, Oxon, Routledge Classics. 
WOOD, D. 1987. Pleasure in the idea/ the atlas as narrative form. 

Cartographica, 24, 24-45. 
WOOD, D. 1992. The power of maps, New York, The Guildford Press. 
WORLD HEALTH ORGANIZATION. 2013. Health Topics: stroke, 

cerebrovascular accident [Online]. 
http://www.who.int/topics/cerebrovascular_accident/en/. Available: 
http://www.who.int/topics/cerebrovascular_accident/en/ [Accessed 
04/04/2013 2013]. 

http://www.who.int/topics/cerebrovascular_accident/en/
http://www.who.int/topics/cerebrovascular_accident/en/


 

290 
 

WRATHALL, M. 2006. Existential phenomenology. In: DREYFUS, H. & 
WRATHALL, M. (eds.) A companion to phenomenology and 
existentialism. Chichester: Blackwell Publishing Ltd. 

WRATHALL, M. & DREYFUS, H. 2006. A brief introduction to phenomenology 
and existentialism. In: WRATHALL, M. & DREYFUS, H. (eds.) A 
Companion to phenomenology and existentialism. Chichester: Blackwell 
Publishing Lts. 

YARDLEY, L. 2008. Demonstrating validity in qualitative psychology. In: SMITH, 
J. (ed.) Qualitative psychology: a practical guide to methods. 2nd edition 
ed. 

YEUNG, S., WING, F. & MOK, E. 2011. Holistic concerns of Chinese stroke 
survivors during hospitalization and in transition to home. Journal of 
Advanced Nursing, 67, 2394-2405. 

YOUNG, R. 1994. Potential space: transitional phenomena. Mental Space. 
Process Press Ltd. 

 

  



 

291 
 

Appendices  
Contents ................................................................................................................ 291 

Appendix 1: A chronological overview of how the acute phase and acute 

stroke unit (processes and/or characteristics) have been defined/ described ..... 293 

Appendix 2: Strategy for selecting and reviewing the literature ........................... 300 

Appendix 3: Faculty Research Ethics and Governance Committee (FREGC) 

approval for NHS based study ............................................................................ 304 

Appendix 4: FREGC approval for study to recruit stroke survivor (and relative) 

participants (not via NHS) ................................................................................... 305 

Appendix 5: NRES approval ............................................................................... 306 

Appendix 6: Recruitment poster, leaflet and example participant information 

sheet: patient ...................................................................................................... 307 

Appendix 7: Inclusion and exclusion criteria for the study and screening 

procedure. ........................................................................................................... 316 

Appendix 8: Checklist for obtaining informed consent ......................................... 318 

Appendix 9: Topic Guide ..................................................................................... 319 

Appendix 10: Pictures of the creative artefacts ................................................... 321 

Appendix 11: The close textual reading developed for the first stroke survivor - 

Sarah .................................................................................................................. 324 

Appendix 12: An example transcript: Andrew (stroke survivor) ........................... 335 

Appendix 13: Undertaking the idiographic analysis: a demonstration and data 

trail ...................................................................................................................... 349 

Appendix 14: A summary of Andrew’s, Sally’s and Jane’s idiographic analysis 

(stroke survivors)................................................................................................. 369 

Appendix 15: Moving from the idiographic and individual analysis to that of the 

collective ............................................................................................................. 372 

Appendix 16: Andrew’s final themes and their contribution to the final themes ... 374 

Appendix 17: An overview of the themes developed from the idiographic 

analysis of the three remaining stroke survivor participants and how they 

contributed to each final theme across the accounts as a whole ........................ 375 



 

292 
 

Appendix 18: An example of the contributing extracts across all stroke 

survivors for one final subtheme: Holding through the spatial practices of 

nurses ................................................................................................................ 378 

Appendix 19: The close textual reading developed for the first healthcare 

practitioner– Clare .............................................................................................. 382 

Appendix 20: A summary of Helen’s, Angela’s and Beth’s idiographic analysis 

(healthcare practitioners) .................................................................................... 394 

Appendix 21: An overview of the themes developed from the idiographic 

analysis of each participant and how they contributed to each final theme 

across the accounts as a whole (health practitioners) ........................................ 397 

Appendix 22: Development of the maps ............................................................. 401 

 

 

 

 

 



 

293 
 

 

Appendix 1: A chronological overview of how the acute phase and acute stroke unit (processes and/or 
characteristics) have been defined/ described29  
Defined acute phase 
(in relation to time 
after stroke) 

Definition process/ characteristics of acute stroke unit  (ASU) Source   

7 days before 
discharge from ASU 

Acute stroke units that accept patients acutely but discharge early (usually within 
7 days). These appear to fall into 2 categories: 

• Intensive model: with continuous monitoring, high nurse staffing levels 
and potential for life support 

• Semi-intensive with continuous monitoring high nurse staffing but no life 
support facilities 

• Non intensive with none of the above 
Rehabilitation stroke units (RSU) accepts patients after a delay usually of 7 days 
or more and focus on rehabilitation 
Comprehensive stroke units (CSU)- combined acute and rehabilitation. Stroke 
units that accept patients acutely but provide rehabilitation for at least several 
weeks if necessary.  

Cochrane Review (1997) but 
cited by Cochrane Review : 
Organised inpatient (stroke 
unit) care for stroke 
(Cochrane Stroke Group, 
2013) 

 

No indication or 
definition of acute or 
acute care. No 
mention of acute 

Stroke services provide acute care and rehabilitation: that are a identified unit, 
MDT that meets at least once a week, specialist staff with expertise in stroke and 
rehabilitation, educational programmes for staff, patients and carers, agreed 
protocols and access to brain and vascular imaging services. They address the 

National Clinical Guidelines 
for Stroke (2004) 

(Intercollegiate Stroke 

                                            
29 Key: PT- physiotherapist, SaLT- Speech and language therapists, OT- occupational therapists, GP- general practitioner, ASU- acute stroke unit, RSU- 
rehabilitation stroke unit, CSU- comprehensive stroke unit, MDT- multi-disciplinary team, RCP: Royal College of Physicians, SSNAP: Sentinel stroke 
national audit programme 
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stroke unit or hyper 
acute stroke unit 

activities that should be involved in the initial screening and monitoring (not 
dissimilar to subsequent guidelines) but no reference to an ASU and early 
referral to a specialist rehabilitation team soon after admission. 

Working Party, 2004) 

 

 Primary care Trusts (PCT)s should deliver acute stroke care/ services through a 
stroke unit.   
 

National audit office report 
(2005) and House of 
commons committee of 
public accounts –reducing 
brain damage: faster access 
to better stroke care, both 
cited in ‘Improving stroke 
services: a guide for 
commissioners’. 
(Department of Health, 
2006) 

up to 7 days to be 
discharged from 
ASU 

ASU: (intensive) that discharge patients early (usually within 7 days) 
RSU: accept patients after 7 days and focus on rehabilitation 
CSU: comprehensive stroke unit: accepts patients acutely and also provides 
rehabilitation for several weeks if necessary  

Cochrane review (2007) 

(Stroke Unit Trialists 
Collaboration, 2007) and 
cited by (Chan et al., 2012)  

Transfer to acute 
stroke unit within 48 
hours 

An acute stroke unit is one that will provide high-dependency care including 
physiological, neurological monitoring and rapid treatment of stroke and 
associated complications, early rehabilitation and palliative care.  
• Hyper-acute stroke services provide, as a minimum, 24-hour access to 
brain imaging, expert interpretation and the opinion of a consultant stroke 
specialist, and thrombolysis is given to those who can benefit.  
The majority of stroke patients will require high-dependency care on an acute 
stroke unit for the first 24 hours of the illness. Most stroke progression occurs 
within the first 24 hours and so prompt access to an acute stroke unit is needed. 

National Stroke Strategy 
(2007) 

(Department of Health, 
2007) 
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Effective early management of stroke will reduce the need for intensive care 
beds.  
Therefore seems to be interchanging between acute and hyperacute within the 
main document.  
Acute stroke units need a multidisciplinary team, with the skills and equipment 
for: 
• appropriate care and monitoring (e.g. neurological function, blood 
pressure, cardiac rhythm, respiratory function, oxygen saturation and blood 
glucose); 
• access to physiotherapy (including respiratory physiotherapy);  
• access to speech and language therapy (including swallowing);  
• access to dietetic services (including nutrition screening);  
• providing critical care for stroke patients who require enhanced 
monitoring or who develop complications; 
• prompt access to support from specialist critical care colleagues;  
• good communications with patients, their families and the patient’s GP.  
Suggested hub and spoke service model: 
Hyper-acute stroke unit (hub) would have an on-site, 24-hour acute stroke team 
with 24-hour radiology access, including advanced imaging. People who have 
had a stroke receiving hyper-acute care could be transferred to a ‘spoke’ acute 
stroke unit within 48 hours. 

ASU- transferred 
within 7 days (usually) 

Acute stroke unit organisation criteria included:  
Continuous physiological monitoring (ECG, oximetry, blood pressure) 
• Access to scanning within 3 hours of admission 
• Direct admission from A&E/front door 
• Specialist ward rounds at least 5 times a week 
• Acute stroke protocols/guidelines 

ASU-Patients are accepted acutely but discharged or transferred early (usually 

Sentinel Audit ( 2008) 

(Intercollegiate Working 
Party for Stroke, 2008) 
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within 7 days) 

RSU: accepts patients after a delay of often 2 days or more and has a focus on 
rehabilitation 

CSU No separation between acute and rehabilitation beds. Accepts patients 
acutely but also provides rehabilitation for at least several weeks if necessary. 

acute phase 0-7 days  
A section refers to the 
‘acute care phase’ 
that includes the first 
24 hours, ‘up to about 
7 days’ and states 
that in most people 
the phase is 
‘complete within 3 
days’. 

ASU mentioned but not defined.  
Explained that an ASU should have immediate access to: 

• Medical staff trained in acute medical care of stroke patients (incl. 
diagnostic and delivery procedures for thrombolysis) 

• Nursing staff trained in acute management of stroke 
• Imaging and laboratory services 
• Rehabilitation specialist staff 
Acute care phase not dissimilar to the 2012 content however no reference to 
stroke unit. instead they talk about acute stroke services (ie for medical 
management and thrombolysis) and referral to an inpatient specialist stroke 
rehabilitation service (stroke unit)  

National Clinical Guideline 
for Stroke (2008) 

(Intercollegiate Stroke 
Working Party, 2008) 

 Acute stroke units mentioned but not defined. 
Acute stroke unit organization – 7 criteria for evaluating quality 

1. Continuous physiological monitoring (ECG, oximetry, blood pressure) 
2. Immediate access to scanning for urgent stroke patients 
3. Direct admission from A&E/ front door 
4. Specialist ward rounds on 7 days a week 
5. Acute stroke protocols/ guidelines 
6. Nurses trained in swallow screening 
7. Nurses trained in stroke assessment and management  

2010 Sentinel audit 
(Intercollegiate Stroke 
Working Party, 2010) 

 Stroke unit staffed by a co-ordinated MDT with a special interest in stroke care 
and early active involvement in the rehabilitation process. State admission to 
stroke unit, but other than above- including MDT working, active involvement of 
patient and carers and specialist training and education, early mobilization, 

(Scottish Intercollegiate 
Guidelines Network, 2010) 
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therapeutic positioning and ADL training. States there was insufficient evidence 
that acute stroke units with shorter admission improved clinical outcomes. Also 
included recommendations for assessment and screening but no timeframes 
and no acute phase reference. Dysphagia after one week was recommended for 
assessment.  

In relation to bed 
typology: Type 1: 
solely for the first 72 
hours 

(Type 2: solely for 
patients beyond the 
first 72 hours)  

Type 3: used for both 
the first 72 hours of 
care and beyond 

Bed typology. 
7 key stroke indicators for performance: assessment, medical or nursing 
orientated: 

8. Continuous physiological monitoring (ECG, oximetry, blood pressure) 
9. Immediate access to scanning for urgent stroke patients 
10. Direct admission from A&E/ front door 
11. Specialist ward rounds on 7 days a week 
12. Acute stroke protocols/ guidelines 
13. Nurses trained in swallow screening 
14. Nurses trained in stroke assessment and management  

Used the term acute to refer to what is considered to be the hyperacute phase 
after stroke (up to 72 hours). It didn’t refer to acute care after the first 72 hours. 

SSNAP.(Royal College of 
Physicians Clinical 
effectiveness and evaluation 
unit on behalf of the 
Intercollegiate Stroke 
Working Party, 2012) 

 

First 24 hours up to 7 
days post stroke (but 
elsewhere in document 
considered to be up to 
2 weeks) 
A section refers to the 
‘acute care phase’ that 
includes the first 24 
hours, ‘up to about 7 
days’ and states that in 
most people the phase 
is ‘complete within 3 

Acute stroke unit- but no definition. States that a specialist acute stroke unit 
should monitor and regulate basic physiological functions. 
An acute stroke unit should have access to: medical staff specially trained in the 
medical care of stroke patients (incl thrombolysis), specialist nursing staff, 
imaging and laboratory services, rehabilitation specialist staff. 
Guidelines reiterate requirements for assessment by nursing staff and one 
member of rehabilitation staff (within 24 hours of admission to hospital), and all 
relevant members of the team within 72 hours. Swallow screened within 4 hours 
of admission to hospital and ongoing management plan for nutrition, (also 
including assessment for immediate needs re bladder control and positioning, 
moving and handling, mobilisation) (the latter were included within a list of 
recommended assessments within 4 hours of admission that also included 
hearing, vision, nutritional status and dehydration, cognitive ability and risk of 

RCP Stroke Guidelines 
(2012)  

(Intercollegiate Stroke 
Working Party, 2012) 
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days’. developing pressure ulcers) and scanned within 1 hour if they meet the 
indication criteria. MDT goals agreed within 5 days.  
They refer to this acute phase as underpinning the diagnosis and management 
of the underlying disease (pathology) but also state that early rehabilitation 
should begin as soon as possible and in parallel with acute treatment. Mobilised 
within 24 hours of admission and offered frequent opportunities to practice 
functional activities. 
Also includes hyperacute stroke unit- that will assess for thrombolysis and other 
urgent interventions. 
In the following page states patients should be admitted directly to a specialist 
acute stroke unit and assessed for thrombolysis (receiving it if need be). 
Also states hospitals admitting stroke patients should have access to a specialist 
rehabilitation ward. This is a geographically defined unit, MDT that meets at least 
once a week, specialist expertise in stroke and rehabilitation, educational 
programmes for staff, patients and carers and agreed management protocols for 
common problems, based on best available evidence.  

hyperacute SU 
defined as initially 
treated and usually 
for a short period of 
time (i.e. up to 3 days) 

‘an acute stroke unit is one that treats patients usually in an intensive model of 
care with continuous monitoring and nurse staffing levels’ (p8) 

2014 Sentinel Audit (Royal 
College of Physicians 
Clinical effectiveness and 
evaluation unit on behalf of 
the Intercollegiate Stroke 
Working Party, 2014) 

 Defined stroke unit (general not acute though) as I have in the chapter 2.  
Indicates core team usually involves doctors, nurses, PT, OT, SaLT, dietitians, 
therapy assistants, psychologists and social workers.  
Explained that the essential components of care patients receive in the stroke 
unit that they go to immediately is the ASU, and this includes monitoring, 
assessment, early mobilization and physiotherapy. Other features are described 
to include goal setting, MDT meetings, information and education for patients 

SSNAP Domain specific 
report- stroke unit (2015) 

(Royal College of 
Physicians, 2015) 
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and staff, and best practice methods for dealing with complications and 
problems post stroke.  

Hyperacute – up to 72 
hours  

An acute stroke unit should provide: 
-specialist medical staff trained in the acute management of people 
with stoke; 
-specialist nursing staff trained in the acute management of people 
with stroke, covering neurological, general medical and 
rehabilitation aspects; 
-stroke specialist rehabilitation staff; 
-access to diagnostic, imaging and cardiology services; 
-access to tertiary services for neurosurgery and vascular 
surgery.’(Intercollegiate Stroke Working Party, 2016, p17) 
Continuous access to a consultant with expertise in stroke 
medicine, with consultant review 5 days per week   

(Intercollegiate Stroke 
Working Party, 2016, p17)  
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Appendix 2: Strategy for selecting and reviewing the literature 
Advanced searching of databases that included: AMED, British Education Index, 

Business Source Premier, Child Development & Adolescent Studies, CINAHL 

Plus with Full Text, Communication & Mass Media Complete, eBook Collection, 

Education Abstracts, E-Journals, ERIC, PsycINFO. 

The Cochrane Collaboration Database was also searched.  

Searching used a combination of key terms: 

Terms  Other 
terms  

used    

acute  first weeks / 

two weeks 

acute stroke hospital  start / 

beginning 

/ early 

 

acute stroke 
unit 

stroke care   stroke unit stroke ward hospital 

(care) 

rehabilitation  

qualitative Experience 

(s)  

phenomenology findings interviews  

stroke survivor patient stroke sufferer service user   

health 
professional  

staff  individual 

professional 

groups (ie 

physiotherapist, 

occupational 

therapists, 

nurses, SaLT 

etc) 

practitioner  provider  professional 

This process began at the start of the study and continued at various points 

throughout. Formal database searching was undertaken in 2013 starting with 

inclusion in title and then working outwards to subject terms and ‘in text’ (see 

table above). 

Follow up searching was undertaken at various points throughout 2015 and 

2016 with the final search occurring in September 2016 in preparation for thesis 

submission. I initially concentrated on the following: 
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1) Qualitative research, in the UK, collected after the acute re-organisation, 

that focused on an acute stroke unit and/or experience of an aspect there 

of (that included stroke survivor, patient or staff perspective). 

As this resulted in very few articles I developed and worked down the following 

list of priorities:  

2) As above, but amended to: published since 2007◊ 

3) Qualitative research, undertaken in the UK that focused on the 

experience of an acute stroke unit or aspect of an acute stroke unit, acute 

care or hospital provision (with reference to (acute) stroke unit in the text) 

(including stroke survivor, patient or staff perspective). 

4) Qualitative research that was undertaken internationally, that focused on 

the experience of an acute stroke unit or experience of an aspect of an 

acute stroke unit, acute care, hospital provision (with reference to (acute) 

stroke unit or variation thereof (i.e. stroke centre) in the text) (stroke 

survivor, patient or staff perspective). 

As I had to broaden the scope, considering the timeframe regarding publication 

was necessary. Work published from 2000 onwards was reviewed if it fulfilled 

either criterion 3 or 4. 

The search was carried out following the guidelines for qualitative electronic 

searching (Fleming and Briggs 2006) which involved ‘in text’ searching using the 

terms ‘interview’, ‘findings’, ‘experience’ and ‘qualitative’. Results were 

scrutinised for repetition and relevance. 22 additional records were found. 

Reference lists of guidelines, systematic reviews and policy documents were 

also scrutinised. 

Abstracts and papers were read in full to determine their significance. Initially 

papers were prioritised if the data had been collected in the UK. However a 

number did not include the collection timeframe and this produced very few 

studies. The inclusion of papers was therefore expanded to: published from 

2000, in the UK or internationally- qualitative based studies that focused on 

experience of acute/hospital, stroke unit care or an aspect thereof from the 

                                            
◊ In line with the year that acute stroke units were first introduced/ defined within the National 
Stroke Strategy (UK) 
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patient and or staff perspective (general or individual professional group). 

Articles that focused on patient and carer experience were included if they met 

the above criteria and then scrutinised for the stroke survivor perspective only. 

Research studies were excluded if they had no clear reference to acute stroke 

unit care, where data was quantitative, collected before 2000, or where the 

research was exploring a novel intervention or process rather than experience 

(i.e. how a stroke unit was developed, how staff referred etc). 

Finally it is necessary to address how I worked with the stroke rehabilitation 

experiential research base. As already highlighted, reviews of the different 

stroke unit models have suggested that ASUs may have implications for 

rehabilitation. ‘Rehabilitation specialist staff’ were referred to within the National 

Stroke Strategy (2007) and Stroke Clinical Guidelines (2008, 2012). Thereby 

including studies that were qualitative, experiential that explored stroke 

rehabilitation, but within an acute stroke unit or acute phase emphasis were 

considered in line with the same criteria stipulated above. 

Reference lists of the selected articles were scrutinised. 

Ethos was searched using the terms: 

Acute stroke unit, stroke patients and stroke unit 

Because of the complexity of the topic and definitions involved all documents 

and papers were scrutinised within the text to ensure whether they met the 

criteria for inclusion.  

An overview of the key observations of the evidence in table format are included 

over the page. 
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Table A: An overview of the key observations and issues encountered with 
the evidence base 

Key issues encountered within the evidence base  

i.There was an extensive body of experiential work in the field of stroke. This 

was wide-ranging in its focus. There was another equally large body of work 

that had established the effectiveness of stroke unit provision, individual 

elements, and the recent acute service developments via quantitative 

methods. Another sizable evidence base had explored experiences of stroke 

rehabilitation. Although not irrelevant, none of these three key pools of 

knowledge attended to the acute stroke unit as experienced by stroke 

survivors and health practitioners.  

ii.The evidence base as a whole offered few research studies that were within 

the relevant context (UK) and since the acute re-organisation.  

iii.Insufficient detail was often provided of settings/ services  

iv.Studies undertaken internationally or within the UK were often unclear as to 

the ‘acute’ setting, concepts or frame of reference used.   

v.It was unclear whether acute stroke services internationally reflected UK 

ASU practice/ definitions. 

vi. Timeframe for data collection was not always articulated. 
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Appendix 3: Faculty Research Ethics and Governance Committee 
(FREGC) approval for NHS based study 

Faculty of Health and Social Science 
Research Ethics & Governance  
Proposal Review Form 
 
Date:   2.10.09 
 

Title of project:        
 
FREGC Application No: 09/34rr 
 
Name of Principal Investigator/Supervisor:  Kitty Suddick 
 
Name of All Other Researchers/Students :        
 
Reviewers’ Names: 
 
 1st Reviewer  Dr Marion Martin  
 
 2nd Reviewer  Dr Catherine Caballero             
 
Outcome: 
     
 
 Approved 
............................................................................................................√   
  
 Approved with minor changes, the chief investigator or the supervisor  
 should confirm in writing to the administrator of FREGC that the changes have  
 been undertaken  
……….……………………………………………………………………………………………………….  
 
 Return to researchers for major changes and resubmission to FREGC 
……..…………………….  
 
 Not approved 
 …………………………………………………………….……………………………………………………..  
 
            NHS Sponsorship Recommended?   Yes     No  √    N/A  
 
Comments:  
 
(Please indicate clearly any specific revisions required.) 
 
We are pleased to let you know that having read the revised proposal we feel Kitty Suddick 
has responded to our questions fully.  She has given detailed answers with full references and 
has decided to pilot her methodology and data collection methods to ensure the safety of all 
participants.  We are now happy for this to go to the next stage. 
      
 
 
 
 
 
 
 
 

s 
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Appendix 4: FREGC approval for study to recruit stroke survivor 
(and relative) participants (not via NHS) 
04-Oct-2012 
 
Dear Mrs. suddick: 
 
It is a pleasure to approve your application entitled "Stroke unit care 
and rehabilitation: experiences of stroke survivors and carers." which 
has been approved by the Faculty of Health and Social Science Research 
Ethics and Governance Committee.  The comments of the reviewer(s) who 
reviewed your manuscript are included at the foot of this letter. 
 
Please notify The Chair of FREGC immediately if you experience an 
adverse incident whilst undertaking the research or if you need to make 
amendments to the original application. 
 
We shall shortly issue letters of sponsorship and insurance for 
appropriate external agencies as necessary. 
 
We wish you well with your research. Please remember to send annual 
updates on the progress of your research or an end of study summary of 
your research. 
 
Sincerely, 
Prof. Julie Scholes 
Chair, Faculty of Health and Social Science Research Ethics and 
Governance Committee J.Scholes@brighton.ac.uk 
 
Reviewer(s)' Comments to Author: 
Reviewer: 2 
Comments to the Applicant 
Thank you for your revised protocol. All my comments have been 
addressed. Thank you and very best wishes for the research study. 
 
Reviewer: 1 
Comments to the Applicant 
 A very interesting study in the making. There is evidence of 
congruence between the purpose of study and the chosen methodology. The 
justification for methodology, as well the issues related to the study 
design are clearly articulated. 
Best wishes 
 
 

  

mailto:J.Scholes@brighton.ac.uk
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Appendix 5: NRES approval 
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Appendix 6: Recruitment poster, leaflet and example participant 
information sheet: patient  
Poster: 
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Leaflet:  
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Example participant information sheet (stroke survivor): 

Version 2: 5th January 2010 

 
Participant Information Sheet  
1 Study title  
Experiences of stroke unit care and rehabilitation 
 
2 Invitation paragraph  
I would like to invite you to take part in a research study. Before you 
decide you need to understand why the research is being done and 
what it would involve for you. Please take time to read the following 
information carefully. This information is also available in audiotape 
or large print. Talk to others about the study if you wish. Talk to your 
speech and language therapist, or members of your family. Ask me if 
there is anything that is not clear or if you would like more 
information. Take time to decide whether or not you wish to take 
part. 
 
3 What is the purpose of the study?  
The study aims to explore what it is and means to receive and 
provide care and rehabilitation on a stroke unit. It also aims to find 
out about the patient and carer journey. I am undertaking this study 
as part of an educational qualification: a PhD. 
 
4 Why have I been invited?  
You have been invited because you have had a stroke and you are a 
patient on [named stroke unit] Ward. You will be unable to take part if 
you have severe problems with your speech or thinking. This is 
because the main way of collecting information will be through 
conversations with me, the researcher. There will be 12 people 
taking part: 4 patients, 4 carers, and 4 members of staff. 
 
5 Do I have to take part?  
It is up to you to decide. Take time to think about it and ask any 
questions that you want. If you are interested please leave your 
name and contact details with [named member of staff]. I will contact 
you and make sure you have all the information that you need. If you 
are a stroke patient, I will also be speaking to [named member of 
staff] to check that you meet the needs of the study and that you will 
be able to understand what will be asked of you, and decide what 
you want to do. I will describe the study and go through this 
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information sheet with you. If you still want to take part I will ask you 
to sign a consent form. If you are unable to sign I will ask you to 
provide your mark, or designate a person such as your carer/partner 
to sign on your behalf. You are free to withdraw at any time without 
giving a reason. This will not affect the care you receive. 
 
6 What will happen to me if I take part?  
If you decide to take part you will be asked to attend a number of 
sessions with me over the course of 6 months to a year. These will 
occur in a private room on the ward, or in your own home. I will also 
ask for your permission to talk with the relevant members of the 
stroke unit team. I will be doing this to make sure that I am providing 
you with the necessary support in the research sessions. I will not be 
asking them anything else about you or your condition. If you need 
sessions to be shorter due to your concentration, or because of 
fatigue, this will also be arranged. 
 
Session 1-  Being  Creative (optional) 
This will involve you making something creative of your choice that 
says something about your experience of care and rehabilitation on 
the unit. It will last about an hour. 
You could draw, model, or produce a theme board by cutting out 
pictures from magazines. 
 

 
 
 
 
It does not matter what you produce, rather what it means to you, 
and what it says about your experience. If you need any physical 
help with the item you are producing I will be on standby to help.  
 

Producing a theme board Using modelling and sculpture 
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I will also ask you some general questions about yourself and your 
experience on the unit. 
 
Session 2-  Talking about your experiences        (1 week later) 
You will be asked to talk about what you created, why, and your 
experiences on the unit. You will be asked to bring the object with 
you for the second session, and I will take a photograph of it. This 
session will last about an hour and will be recorded and typed up.  
 
Sessions 3-4- Follow up conversations   
(about 3 months and 6 months after your first session) 
These two sessions will involve conversations about the topics 
discussed in the first round of interviews. You will be asked about 
any further thoughts and reflections you have had. I will be looking at 
what was said. I will draw out the things that emerge about your 
experience of stroke unit care and rehabilitation. 
 
If you are the first patient to take part, I will also be asking you to give 
your opinion on: 

• the information provided 
• how your consent was taken 
• the creative part of the research 
• the first interview  

 
I will ask for your thoughts at the end of each session. This will help 
me make sure the research works well, and that the information 
provided, is as clear and helpful as possible.  
 
7 What will I have to do?  
You will be asked to read this information sheet so that you fully 
understand what the research will entail, and to think about whether 
you would like to participate. If you take part, you will be asked to 
produce a creative item related to your experience of stroke unit care 
and rehabilitation. You will then be asked to talk about what you 
have produced and your experiences over a number of sessions.  
 
8 What are the possible disadvantages and risks of taking part?  
It is possible that this topic may raise emotional and traumatic 
experiences. 
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If this should happen I will ask you whether you wish to stop. I will 
provide you with the details of a named person on the stroke unit 
who is available in a supportive role if you would like to talk to 
someone. I may also mention other possible avenues of support that 
may be helpful. You should not talk about anything that you do not 
want to at any time. If you feel tired at any stage please tell me 
straight away, and the interview will be stopped. I will make sure that 
we rearrange (if you are agreeable) and that you have sufficient 
breaks and rests as you need them. Sessions can be arranged in the 
evening and at weekends, and will not disrupt your rehabilitation or 
visiting hours. 

 
9 What are the possible benefits of taking part?  
You will not benefit directly from taking part in this study. However 
you may welcome the opportunity to talk about your experiences. 
 
10 What if there is a problem?  
Any complaint about the way you have been dealt with during the 
study or any possible harm you might suffer will be addressed. If you 
have a concern about any aspect of this study, you should ask to 
speak to me or my research supervisors at the University, who will 
do their best to answer your questions (contact details are at the 
bottom of this sheet). If you remain unhappy and wish to complain 
formally, you can do this through the NHS Complaints Procedure. 
Details can be obtained from the hospital.  
 
11 Will my taking part in the study be kept confidential? 
Yes. I will follow ethical and legal practice and all information will be 
handled in confidence. No recognisable details will be disclosed, all 
names and places will be removed from any write up. Each 
participant will be allocated a number instead of your name. All 
information will be held for ten years and then deleted securely. Only 
I will have access to any identifiable information and this will 
destroyed after 10 years. 
 
If there is a breach of confidentiality, for example, the computer 
system being accessed by an unknown/outside individual, then you 
will be notified in writing of the circumstances and the action to be 
taken. Due to the topic being investigated in this study, it is unlikely 
that anything will be disclosed in the sessions that may require 
further action and a breach of confidentiality. However in the unlikely 
event of this occurring; for example if you disclose something that 
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would indicate you, or someone else is at risk of harm; I will first 
discuss this with my research supervisors. Any decisions made will 
be governed by my Professional Code of Conduct and Standards. 
 
12 What will happen if I don’t want to carry on with the study?  
If you don’t want to carry on with this study, you may withdraw at any 
time and without giving a reason. If this happens I may ask you 
whether I could still use the information I have collected up to this 
point. It is entirely up to you whether you want to agree to the 
information being used or not. 
 
13 What will happen to the results of the research study? 
Information collected from the interviews will be written up in part 
completion of the researchers' MPhil/ PhD degree at the University 
of Brighton. The study may also be published in a peer review 
journal. The researcher will also hold interim briefings for the staff, 
stroke patients and carers about the research, and what is being 
found. You will not be identified at any point and all information will 
be anonymous.   
 
14 Who has reviewed the study?  
All research in the NHS is looked at by an independent group of 
people, called a Research Ethics Committee to protect your safety, 
rights, wellbeing and dignity. This study has been reviewed and 
approved by the Faculty of Health and Social Science` Research and 
Governance Committee, University of Brighton, and the Brighton 
East Research Ethics Committee.  
 
15 Contacts for further information  
 
Researcher: Kitty Suddick 
   MPhil/ PhD student, Senior Lecturer,  
   University of Brighton 
   Office G15 
   Robert Dodd Building 

University of Brighton 
School of Health Professions 
49 Darley Road 
Eastbourne 

   BN20 7UR  
Email:  k.m.suddick@brighton.ac.uk 
Phone:  01273643516 
 

mailto:s.p.chambers@brighton.ac.uk
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University Supervisor:  
   Dr Graham Stew 

Robert Dodd Building 
University of Brighton 
School of Health Professions 
Darley Road 
Eastbourne 
BN20 7UR 

Email:  g.stew@brighton.ac.uk 
Work Phone: 01273643469 
 
You will be given a copy of this information sheet and a signed 
consent form to keep.  
 
Thank you for considering taking part in this study 
 
 



 

315 
 

Participant Identification Number:  
Participant consent form (patient) Version 2: 5th January 2010 
 
Title of Project: Experiences of stroke unit care and rehabilitation. 
Name of Researcher: Kitty Suddick 
 
 
1. I confirm that I have read and understand the 
information sheet Dated 5th January 2010 (version 2) for 
the above study. I have had the opportunity to consider 
the information, ask questions and have had these 
answered satisfactorily.  
 
2. I understand that my participation is voluntary and that I 
am free to withdraw at any time without giving any reason, 
without my medical care or legal rights being affected.  
 
3. I understand that relevant sections of my medical notes 
may be looked at by individuals from the Stroke Unit. Data 
collected during the study may be looked at by individuals 
from the University of Brighton, regulatory authorities or 
from the NHS Trust, where it is relevant to my taking part 
in this research. I give permission for these individuals to 
have access to my records.  
 
4. I understand and agree to the recording of the 
interviews. 
 
5. I agree to the use of direct, anonymised quotes in the 
write up of the study. 
 
6. I am aware of the circumstances when confidentiality 
may be broken. 
 
7. I agree to take part in the above study.  
_______________ ________________ _________________  
Name of Participant    Date    Signature/ Mark 
_________________ ________________ ___________________  
Name of Person    Date     Signature  
taking consent  
when completed, 1 for participant, 1 for researcher site file 
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Appendix 7: Inclusion and exclusion criteria for the study and 
screening procedure. 

Screening of participants 

The named liaison person on the acute stroke unit was responsible for 

screening stroke survivors to ensure they met the inclusion criteria and had 

capacity to provide informed consent. This was undertaken before any 

information about the study was distributed. I screened the remaining 

individuals.  

1) Staff, stroke survivors recruited via the ward. Research study 
approved via FREGC and NRES 

Inclusion criteria: 

• Permanent staff that worked on the stroke unit (nurses, medical staff, 
speech and language therapists, occupational therapists, 
physiotherapists, social workers, dieticians, health care assistants, 
therapy and rehabilitation assistants and other ancillary and support 
staff).  

• Patients who had been admitted to the unit following a stroke. Patients 
must have been on the ward and have been receiving rehabilitation on 
the ward. A stroke could include any form of ischaemic or haemorrhagic 
cerebrovascular accident or brain haemorrhage.  

• Participants must be able to communicate and understand English 
sufficiently to participate in the interviews.  

• Patients require sufficient capacity to provide informed consent, and 
cognitive and communication ability to be able to participate in the semi- 
structured interviews. 

 

Exclusion criteria: 

• Stroke patients that could not speak, read and understand English 
sufficiently to provide their informed consent and participate in the 
interviews. 

• Stroke patients with cognitive and communication problems that would 
severely affect their ability to understand the spoken work and 
communicate verbally within the interview.  

• Temporary staff based on the stroke unit.  
• People that could not communicate and understand English sufficiently to 

participate in the interviews. 
• Participants that did not have sufficient capacity to provide informed 

consent. 
• Patients who did not have a diagnosis of either an ischaemic or 

haemorrhagic stroke or brain haemorrhage.  
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• Patients who were admitted to the unit with a primary diagnosis of multi-
infarct dementia or transient ischaemic attacks (TIAs).  

• Patients who had not received any rehabilitation. 
• Patients and carers of patients that were discharged from the stroke unit 

more than three months ago. 
 

2) Stroke survivors not recruited through the NHS. Research study 
approved via FREGC. 

 

Inclusion criteria: 

• Stroke survivors who were admitted to one of the two local stroke ward/ 
units following a stroke within 2 years and who were receiving 
rehabilitation on the ward/ unit. A stroke can include any form of 
ischaemic or haemorrhagic cerebrovascular accident or brain 
haemorrhage.  

• Participants will need to communicate and understand English sufficiently 
to participate in the interviews.  

• They will also require sufficient capacity to provide informed consent, and 
cognitive and communication ability to be able to participate in the semi- 
structured interviews. 

 

Exclusion criteria: 

• Stroke survivors that cannot speak, read and understand English 
sufficiently to provide their informed consent and participate in the 
interviews. 

• Stroke survivors with cognitive and communication problems that would 
affect their ability to understand the spoken word and communicate 
verbally within the interview.  

• People that cannot communicate and understand English sufficiently to 
participate in the interviews. 

• Participants that have insufficient capacity to provide informed consent. 
• Stroke survivors who do not have a diagnosis of either an ischaemic or 

haemorrhagic stroke or brain haemorrhage.  
• Stroke survivors who were admitted to one of the two local stroke ward/ 

units with a primary diagnosis of multi-infarct dementia or transient 
ischaemic attacks (TIAs).  

• Stroke survivors who do not feel that they received any form of 
rehabilitation whilst on the stroke unit or ward.  
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Appendix 8: Checklist for obtaining informed consent      
Participant no;.......        Tick/ initial 

1) Screened by named liaison person 
a. Participant has the capacity to provide informed consent  

`         Date........ 

 

b. Participant meets the inclusion criteria for the study 
Date........ 

 

2) Provided with information sheet, or other format 
(normally give at least 1 week to read the information)   

Date........ 

3) Meeting with researcher: checking of the following: 
• Received and read information 
• Understood information 
• Reminded of the overview of the research 

o What it is about 
o What it would entail 
o Withdraw at any time 
o Under no obligation 

 

• Ask any questions? 
 

• More time to think about it? 
Date ....... 

 

4) Sign consent form 
Date........ 

 

5) If condition changes and capacity deteriorates, informed by named liaison  
Person; participant withdrawn from the study, and personal data deleted 

                                                                          Date...........
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Appendix 9: Topic Guide 
Session 1  

• check for questions re: study, what will happen? Want longer to think 
about it? 

• Use informed consent checklist 
• summarise process for session 1, and 2 : what it will involve, completely 

confidential  
• remind stop at any time, don’t talk about anything don`t wish to 
• audiotaping and note taking 
• plan for first session 

Schedule:  

general questions of the participants:  

• about themselves and their experience of the stroke unit.  
(about their age, type of stroke, profession, how long working there, when they 
were admitted etc) 

Researcher : 

• describe the creative tools and artistic methods that could be used 
(modelling/sculpture, theme boards, drawing, poetry, writing or 
combination of methods, imagework, narrative picturing)  

• any method or combination of methods 
• remind participants that it is not about what they produce, so it can take 

whatever form they wish. Reassure them about what they produce, what 
it means to them is important, nothing else 

• For stroke survivors: that researcher may offer physical assistance (on 
their direction) if this is requested or needed.  

• explain that the item does not have to be finished, that they can select a 
creative approach that they may find easier to complete i.e. narrative 
picturing or imagework.  

• can stop the task at any point if they are finding it frustrating or tiring 
•  Participants will be offered the relevant equipment to continue to work on 

the piece independently if they so wish, or are able.  
• Can get help from their carers or family members if they would like. 

Participants will be asked to bring the item they have produced to the 
next session.  

• Take photo of item 
 

Comments and thoughts in preparation for the next session: 

•  
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Session 2: Talking about experiences. 1 week after the first session 

If opts out of the creative element- the first session will be a combination of the 
general questions from session 1 (see earlier), and below: 

• welcome and reintroduction  
• photograph or copy of the creative item taken (if not done already) 
• Remind that these methods can unexpectedly elicit feelings and 

emotions, so only disclose and talk about things that they are comfortable 
with and wish to talk about 

• audiotaping and note taking 
• reiterate confidentiality, stop at any time 
• plan for the session 
• How did they get on with producing the item? What did they think about 

it? 
 

Main question to start the main body of the interview: 

 "Can you let me what your [picture/ themeboard/ item] says about your 
experience of…stroke unit?  

Prompts & probes : 

What does that represent? 

Why is that?  

Was there anything that you couldn't represent very clearly? What was it? Why 
was it important? Why did you use [.....] as part of your [created item]? What 
does that mean? Why? Can you tell me more about that? Is there anything else 
about your experience you want to tell me?" 

you`ve mentioned....,......,.... and ….... 

Is there anything else that was part of your experience ? 

Can you tell me more about that? Why was that? What was that like? 

If you had to tell someone about your experience here on …ward, how would 
you describe it?  

• Thanks and debrief 
• Anything else you wish to add, think I should know about your 

experience? 
• What will happen now 
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Appendix 10: Pictures of the creative artefacts  
Andrew (stroke survivor) 

 

[picture of tree to left, his wife above centre, and car in the foreground] 
 

Jane (stroke survivor) 
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Clare (healthcare practitioner) 

 
 
Helen (healthcare practitioner) 
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Angela (healthcare practitioner) 

 
 
 
 
  



 

 324 

Appendix 11: The close textual reading developed for the first stroke 
survivor - Sarah  
Although the focus of this research was to understand the experience of being 
on an acute stroke unit (ASU) it was necessary to consider the whole of Sarah’s 
story and the meaning embedded within it. This provided the ‘whole’ from her 
perspective as it was lived within her lifeworld, and the basis from which I could 
make sense of and interpret her experience of being on the ASU.  
 
Sarah 
Sarah was understood to experience fundamental disruption after the stroke. 
This was felt to be the central strand of her experience that followed. The 
disruption was understood to be widespread and ongoing, suddenly and 
significantly beginning as the stroke entered her life. This stroke ‘character’ was 
thought to be first presented, and continued to be present through its disruption. 
The significance of the disruption and its enormity was understood to be played 
out in the ASU, but also continued after she left. Aspects of her experience of 
being on the ASU were felt to emphasise or further contribute to her disruption, 
some aspects thought to reduce or assist.  
 
Sarah was understood to live through biographical, bodily and temporal 
disruption. The stroke event disrupted both her sense of self and her, and her 
family’s social world and life ‘its’ never going to be as it was, because we [her 
and her husband] were both very independent, we lived our own lives, didn’t 
we?’ (p45). She experienced limited control over her body, the stroke, place, 
direction, and her recovery. Her precarious body changed or she had another 
stroke: ‘I had another further little mini one in [later 2012]’ (p6), ‘then I had a little 
um..setback um..I had a bit of a fall and that shakes your confidence’ (p7). This 
was felt to further accentuate her vulnerability, loss of control and disruption.  
 
There was a sense that the stroke had extenuated the fragility of life, death and 
tragedy for her and those close to her: ‘mother had a stroke when she was 80, 
and she [doctor] said if you do all the right things, if it’s in your genes, you could 
still get it. So now I’m worrying about my children, if they’ve got it…if they’re 
going to get strokes.’ (p43). All these factors seemed to have necessitated her to 
live within the present: ‘I said that’s gone. Forget what happens in the past’ (p24) 
‘I said don’t think about the future, you can’t plan the future’ (p24).  
 
‘And to go from that …to this’ (p9) 
Fundamental disruption within her lifeworld after stroke 
 
Sarah described how strange, unnatural and unreliable her body suddenly 
became and how it remained. There was a sense that it had become a separate 
and unfamiliar ‘this’- this lesser body. She was understood to experience an 
intimate and heightened sense of vulnerability and fragility of the life giving body: 
hers, but also those around her. She was thought to experience and witness 
vulnerability intimately, in close quarters on the ASU (either her own or others). 
These feelings became apparent as she recounted: ‘It’s odd because the lady I 
got on the best with, she was in the bed opposite me, it was her third stroke and 
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she couldn’t speak at all.  She was fed through a PEG in her side …’ (p15). 
Then going on to further explain: 
‘one day she was very, very ill, she started to be sick and was obviously very 
poorly’…. ‘ We were all afraid she would choke, you know, when she was being 
sick’ (p16). 

There was a perception that alongside the strangeness and fondness Sarah 
experienced with this lady, tragedy was always close by. In this instance, Sarah 
became literally and metaphorically face to face with it- ‘she was in the bed 
opposite me’ (p15). The was thought to accentuate her vulnerability and make 
the possibility of death very real and very close both for Sarah and the other 
patients in the hospital bay. 
 
Sarah’s experience of the ASU was understood to mean feeling disrupted in 
place and by the place (hospital/ ASU situation). Sarah recounted how she was 
seen by the doctor who said, ‘I want this lady on my ward…so that’s where I 
went’ (p4). She explained how she was sent there, somewhere else, ‘ended up 
back’ there, and ‘told’ to do certain things. As such she was understood to 
experience limited control, choice and a circuitous route to and from the ASU. 
Some parts of this journey were described as direct; others took time, multiple 
attempts and were thought to be a combined result of her precarious body and 
the hospital situation and systems: 
‘because I’ve got [pre-existing complaint] so my breathing gets bad sometimes 
and I had something wrong with my chest and I had to go back to the [ASU 
hospital]. Then I had another clot and went back, then I had an internal bleed 
from the Warfarin and I had to go back again’ (p4). 
 
The disruption Sarah was felt to experience because of the hospital situation 
and ASU revolved around control, choice and time: ‘things can’t happen the 
minute you want’ (p16), ‘dinner or lunch is going to be a little bit late some days’ 
(p22), ‘it’ll be a long time before they come and get you up or something’ (p21). 
These statements reflected what was understood to be a combined sense of 
loss or surrender of control of her own routines and habits, but also perhaps 
hinted towards what she may have perceived as an underlying disorganization 
and/or particular deficiencies, especially in relation to the limited number of 
nurses: 
‘Lot of patients in there, and sometimes it would only be like one staff nurse and 
three health care assistants on for the whole ward’ (p13). 
 
‘Sometimes it doesn’t always go your way’ (p21) 
Complex process of transition of self and making sense in response to 
disruption 
 
The ambiguity of the above statement reflected the nuances present as Sarah 
made sense of her experience: seeming to suggest a broader interpretation that 
represented being in the hospital/ASU, life, the stroke and recovery. It also 
provided a brief insight into what was understood as Sarah’s personal process 
of responding to, and making sense of their (i.e. stroke, hospital, ASU, recovery) 
combined and ongoing disruption.  
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Her descriptions often referred to ‘in hospital…’ and  ‘you can’t do that’…’you 
can’t think like that’. This was thought to further signify her feeling of diminished 
control, but also provided understanding about how she reconciled her situation 
through understanding, accepting and being thankful. She indicated that she 
had learnt through her own experience of being in hospital and through her 
daughter’s experience (who was a nurse): 
‘Also of course I have had, before that, had some long stays in hospital, with 
other things, so I was used to the system and the routine in hospital, I knew 
what to expect and when it was happening and er... you just have to learn 
patience in hospital, you know, things can’t happen the minute you want, they do 
the best they can, but you know, you sometimes have to be prepared to wait.  
And of course some people aren’t prepared to wait’ (p21-22). There was sense 
that she perceived that this hospital place had different rules, necessitated a 
different way of being, and that she had learnt this through experience. The 
wording used here was relevant. It was felt to not only indicate her (and others) 
lack of choice, but also the related implications for ‘thinking’ and ‘doing’ (‘you 
can’t do that/ think like that’). This was therefore intertwined and offered further 
insight into the ways she was thought to respond to the disruption and 
vulnerability she experienced: internally- in relation to her personal thinking, 
motivation and making sense process; and externally- through her actions, and 
behaviour.  
 
One of the ways in which Sarah was understood to behave and respond was by 
transforming and adopting a hospital persona. This was thought to be a 
temporary (active) transformation of self. She was understood to reduce her 
expectations, consider the broader community of the ASU, and relinquish 
control. This was reflected as she moved from first person to ‘you’: ‘you know, 
things can’t happen the minute you want’ (p16), ‘they do the best they can’ (p22) 
‘you have to be realistic and accept’ (p21). Sarah was understood to be 
regaining power and control over the situation through her internal process and 
response; feeling more agentive and perhaps protecting herself from the 
vagaries and disappointment she would otherwise feel.  
 
The quotation that began this section: ‘Sometimes it doesn’t always go your 
way’ (p21) was used when Sarah was talking about the limited number of nurses 
on the ASU, the drug round, and the uncertainty of when it would occur and 
where it would start. She was understood to make sense of the situation, watch 
and count the nurses. Sarah was understood to be in a unique position to see, 
and as is clear above, monitor their situation on the ASU. Sarah provided an 
image of an isolated nurse surrounded by patients. This offered a sense that 
Sarah’s understanding was that nurses carried a solitary burden and 
expectation. This seemed to underscore her felt appreciation, empathy and 
concern for them in particular. There was a suggestion perhaps here that 
Sarah’s perception was that the situation was at times not safe, or bordering on 
not safe with not enough staff, and a patient at risk of choking being left 
unattended. Again her position as a mother of a nurse (and a grateful recipient 
of NHS care) was thought to have made her reluctant to criticize and state this 
outright. Sarah’s account and the contradictions and ambiguities within it 
provided access to understanding a fundamental tension that she seemed to 
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feel and may have been wrestling with; telling me about her experiences whilst 
also trying to protect her daughter’s profession and the NHS.  
 
As Sarah recounted her stroke story she began with ‘I’ and moved quickly to 
using ‘they, we, you’ as she entered the hospital and ASU. The reinsertion of  ‘I’ 
on the ASU became an indicator of her self and reflected her internal processes 
of responding to disruption whilst there.  There was a narrative thread of identity 
and her self within her account. She experienced challenges to her self from the 
stroke, the hospital and other situations and concerns. She used her self and 
different ways of being, in combination with others on the ASU to survive the 
stroke, the hospital and her life after stroke. These were understood to be in play 
at points within her account: her ‘me self’ that she continued to articulate and 
uphold, aspects of her ‘past self’ that had to be left behind after the stroke, and 
her ‘not me self’ (for example her hospital persona, and her perception of her 
self in comparison to other patients).  
 
Sarah was thought to begin to re-establish continuity by regaining and 
maintaining her self: her active agentive and determined self in the ASU. She 
was felt to utilise this particularly in framing, visualising and making sense of her 
rehabilitation and recovery. She used statements that were understood to 
reiterate and help her re-assert her strength of self and personhood. However 
whilst Sarah expressed her strength of self- who she used to be, who she still 
was and who she would always be- a more complex interpretation emerged that 
suggested she was also not what or whom she once was: ‘I was very strong 
before I had the stroke’ (p33), ‘they just always remember the good days. I said 
that’s gone’ (p24). There was thought to be an unarticulated threat that she still 
faced and continued to make sense of. At the same time her experience and 
interactions with others was understood to provide her with an opportunity to 
distinguish her self and her difference from others: ‘I can always motivate myself 
to do more. And I think that’s important, I think some people give in so easily 
and just think oh well that’s it,’ (p23). She was different, not someone who gave 
up, or expected too much from the nurses and who didn’t understand. This was 
understood as perhaps functioning to shore up her self belief and strengthen her 
sense of self after the stroke and whilst on the ASU.  
 
Part of Sarah’s experience of being on the ASU involved the progress she 
witnessed (in others), and what she herself experienced and made sense of 
(temporally, spatially and relationally). She explained how she started the 
recovery process in the ASU and progressed. At the same time she was 
understood to attempt to make sense of her recovery, disruption and the co-
existing, sometimes paradoxical emotions she was felt to experience alongside. 
The following excerpts demonstrate how Sarah appeared to be undergoing a 
dynamic complex process of reconciliation. To do this she was thought to 
harness and use her making sense process and her internal and external 
resources.   
‘If I’d stayed at the [ASU], which obviously I couldn’t,’ (p6) …. ‘But of course 
everyone I’ve spoken to since, they haven’t stayed at the [ASU] for very long, 
and they’ve been sent home and felt as if there was nothing’ (p6). Here Sarah’s 
thinking showed an underlying acknowledgement of the reality and fairness of 
the situation. At first reading there is a taken for granted assumption and 
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acceptance that ‘of course’ and ‘obviously’ she was in the same situation as 
everyone else.  She compared her experience to other stroke survivors. She 
had more services and input than other people (others were sent straight home, 
she was not), was less affected, and appreciated the individual (personal and 
family) resources that others did not have. However this acceptance and 
appreciation was felt to be combined with a subtle, unarticulated trace of 
disappointment. The co-existence of thankfulness and disappointment was felt 
to originate at the start of her stroke story as Sarah began to make sense of the 
stroke, her situation and changed social world. This theme continued throughout 
her time on the ASU and beyond. She was more overtly thankful in the ASU: ‘if I 
needed help and they could help me, thank you very much’ (p18). Sarah was 
understood to be successful on the whole in reconciling her situation whilst 
there. This seemed to make the disappointment (when it was expressed) feel 
more personal and painful- like a mother’s love and understanding but 
disappointment that was more keenly felt (see final section). Sarah was thought 
to undergo this internal process of reconciliation, which included making sense 
of these co-existing emotions of thankfulness and disappointment, but also 
alongside acceptance defiance, and hope. She was understood to utilise 
acceptance in the hospital/ ASU to manage disruption but had to reconcile 
acceptance, hope and defiance in relation to her recovery and rehabilitation. 
She talked about accepting and reconciling what she could and couldn’t do, 
appreciating the present whilst also feeling hopeful for the future: 

‘So then I thought OK I’ve had a stroke, and I can’t move, but I can talk and I 
thought well...’ (p23) 

‘I said it’s now that you’re here and enjoy now and what you can get out of now.’ 
(p24) 

However, as she was talking about accepting and appreciating the present there 
was a sense of her need to balance this alongside taking action, not accepting 
and at times being clearly defiant as part of the recovery process: 
‘I can always motivate myself to do more. And I think that’s important, I think 
some people give in so easily and just think oh well that’s it,’ (p23) 

‘... I will not go along with that and never have done, and fortunately I have 
children who feel the same way’ (p34). 

Sarah was understood to harness both internal and external strategies and 
resources to respond to disruption.  Her internal process of responding and 
making sense was part of her lived through experience of being on the ASU but 
also continued after she left. It travelled and remained with her. She was thought 
to dynamically respond, change and adapt to further disruption: from the stroke, 
but more significantly apart the stroke itself, from the diminishing and then 
stopping of services. Beyond the stroke unit and over time, her story returned to 
‘I’. This was understood to signify both a regaining of power and control but also 
her isolation and loss of the ‘community of strangers’ she encountered in the 
ASU. Over time the disruption that she experienced was understood to bring 
with it a more profound disappointment that she found more difficult to reconcile. 
These were felt to be meaningfully related to her expectations around how she 
would recover, the services she received and when they were stopped. 



 

 329 

 
‘You miss the fact that when you come home and there’s just you…and 
your husband, and there’s nobody else there’ (p12) 
Responding and transitioning through a social process of rebuilding within a 
community of strangers 
 
This was taken from a section of the transcript when Sarah was talking about 
returning home and the stopping of services. It showed what she understood to 
be the contribution and value of the community that she experienced whilst on 
the ASU, through her lens when it was no longer present or available to her. 
Sarah explained how she didn’t make sense or respond to the disruption she 
experienced from the ASU and stroke in isolation. She was thought to do this 
through her interactions with others: a social process of rebuilding within a 
community of strangers. This social process was understood to involve 
meaningful contributions from the communal body of the hospital bay, the 
nurses and from physiotherapy. 
 
As Sarah talked about her experience of being on the ASU, the hospital bay 
emerged as a significant place. As already indicated, it was where she first 
began to makes sense of, see and experience disruption. At the same time it 
was also where she was felt to experience familiarity, sharing and 
understanding. It was here that the patients together compensated for their 
disrupted, precarious bodies, the deficiencies of the staffing situation and where 
they responded to the real possibility of tragedy. These patients along with 
Sarah were understood to forge a temporary community there- inhabiting, 
enacting but also practicing the space of the hospital bay. It was thought to be 
here that the staff visited: ‘They [nurses] said we love coming into this bay 
because you’re all such fun. And we did.  We had a laugh’ (p9). The space of 
the hospital bay was therefore understood to be peopled by patients, this 
communal ‘we’, all of the time, with staff the transient visitors. However the 
hospital bay was also perceived to have it’s own issues: 
‘and if you happen to ring your bell at the same time, well blow you, you know, 
I’m being seen before you’ (p22). 
 
Sarah was understood to practice within the hospital bay alongside her similar 
others (patients). She explained how they shared understanding, skills, abilities, 
how they taught, learnt, encouraged and supported each other. She described 
making efforts to explain about being in hospital, being patient, sharing her 
understanding about the staffing situation. Part of Sarah’s sense of agency was 
felt to be intertwined with the sense of her own knowledge and experience. As 
someone who knew about hospitals she felt in a unique position to help the 
others understand.  
 
The patients in the hospital bay; understood as a communal body and collective 
‘we’; were thought to help each other respond to the stroke’s disruption:  ‘we 
urged each other on…’. ‘we’d ask each other every day how we were’, (p12) and 
help protect and compensate for the deficiencies of the (nursing) staffing 
situation. This was reflected in the following excerpt:  
‘So we helped each other out wherever we could, because again, it’s just so 
understaffed and especially at night.  We dreaded nights because we knew 
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there was not going to be anywhere near enough staff on duty and we all used 
to say to each other, try not to need anybody, because you won’t get anybody! 
(laughs)’ (p17). 
 
The phrasing and meaning of this passage were emotional and powerful and a 
turning point in my analysis and interpretation. It provided understanding about 
the role of the communal body of the hospital bay in response to the deficiencies 
of staffing but it also offered insight into what was felt to be more complex in 
meaning, a glimpse under the surface. This was understood to be the first clear 
articulation of significant disappointment and disruption on the ASU: ‘it’s just so..’ 
‘we dreaded’ ‘anywhere near enough’. Sarah was very thankful but at times (as 
this excerpt demonstrated) alongside her appreciation she experienced 
fundamental disappointment and concern. Her perception and memory was that 
nights were really to be feared. Vulnerable people perhaps left to cope/suffer on 
their own. Sarah laughed after saying this- something she did on a few 
occasions when expressing difficult and significant aspects of her life after 
stroke. Each time I read or listen to this section, I feel sadness, tears well in my 
eyes and my ‘heart breaks’. There was a felt sense that the night situation was 
significant not just because of limited staffing but also the vulnerability she and 
the others with her, experienced. 
 
It is relevant to return to how Sarah practiced within the hospital bay. She 
explained how she and the other patients assisted each other and compensated 
for their bodily deficiencies. In relation to her friend opposite her, she recounted: 
‘but I learnt to interpret her hand gestures and her facial expressions.’… ‘she 
was such fun and if she needed something, you know, she’d look across to me 
and she’d go ??? and I’d say what do you want?  Do you want this doing?’ 
(p15). 
 
Sarah was understood to have learnt to communicate with this lady, developing 
a meaningful relationship and blossoming friendship in the absence of verbal 
communication. Perhaps even more significantly, feelings of responsibility and 
care for others emerged within her account. Sarah explained how she needed to 
be able to see this same friend and neighbour who was suffering and at risk:  
‘when they were seeing to her I said don’t close the curtains round her, I said, I 
want to watch her, and I said I’ll let you know if she needs anything else.  We 
were all afraid she would choke, you know, when she was being sick, and even 
at night, they said well you need to sleep.  I said I can sleep but I said leave the 
curtains, I need to see her’ (p16). This was understood to be a human need to 
look out for another person. When Sarah was worried about her friend’s safety 
at night it was her not the nurses who took watch. There was an understanding 
that the patients who occupied the hospital bay were felt to have claims and 
responsibility for their similar others. From this extract it was thought that 
shutting Sarah out would have taken something away from her, that she was 
perhaps looking to maintain/hold onto a valued part of her identity, in the face of 
all that she perceived was under threat. As such this sense of responsibility was 
thought to perhaps shore up her sense of self and make her feel like she 
belonged in this strange new world, and community of strangers.  
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The nurses and physiotherapists were also significant members of Sarah’s 
community of strangers on the ASU. The nurses provided a kind, loving, caring, 
helping presence, normality, practicality, protection and physical assistance. 
They encouraged, provided a sensitive and gradual transition towards 
rehabilitation: 
‘initially of course they’d bring a bowl of water..then gradually, they would bring a 
bowl and you’d sit in your chair and they’d wash you. But then they would say 
now how much do you think you can do for yourself, and I would say oh well I’ll 
have a go at what I can do’ (p19). 

They also appeared to assist Sarah in maintaining her identity and sense of self: 
‘but it was nice, they knew me and my family, and could ask, you know, because 
they would say well how’s [daughter] and I’d tell them what she was doing…’ 
(p20). 

As Sarah talked about her experience of being on the ASU, there was therefore 
a contradictory and inconsistent sense of the nurses being understood as 
understaffed, stretched, always there, and not always there: 
‘You feel cared for, that if you press your button there’s always somebody there 
who’ll come and help you with whatever you need help with and look after you’ 
(p11). 

This was reflected in the contrasting descriptions provided by Sarah, the 
contrasting perception of ever-present caring during the day and a sense of 
abandonment at night. This was understood to be less easy for Sarah to 
reconcile. Unlike the nurses’ contribution, there was thought to be no gradual 
transition within physiotherapy on the ASU. It was described as immediate, 
intense and challenging. Physiotherapy was understood to play a significant part 
in contributing to how Sarah responded to disruption. There was a sense as she 
described: 
‘I can remember being amazed…’ (p6) and going on to explain: 

‘ I think it was more intense there. They really did work very intensely and there 
were always two of them, you know, so one to guide,’ ‘they had me…they would 
throw a ball and have me trying to catch it, and kick a ball, you know, which I 
could hardly move at all’ (p6). 

Although she had some control over the process ‘the physio used to say ‘right 
now we thought you might like to try this, how do you feel about it ?’’ (p18), there 
was felt to be a contrast between her active, determined self, existing (at times) 
alongside a more (perhaps primarily bodily) passive role within physiotherapy: 
‘they would..’ (p6), ‘they had me’ (p6), ‘The Physios told me..’ (p14). For Sarah, 
physiotherapy was understood to surpass her expectations, involve work and 
effort, and was perceived as synonymous with her recovery and rehabilitation. 
This became apparent as she interchanged between the two: ‘I thought this was 
a rehabilitation unit, I expected to get more physio’ (p5-6). Her appreciation was 
thought to be related to her reduced expectations (as per her hospital persona), 
but also the speed and extent of the recovery she experienced over such a short 
time. This progress and recovery was understood as significant for Sarah’s 
sense of agency, self-belief, and gave her an increasing sense of hope for 
recovery and for her future whilst there ‘it meant you were on the road to 
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recovery’ (p15). However because of the powerful meaning she was thought to 
associate with physiotherapy, when she had to leave (she was thought to want 
to stay longer in what she perceived as this challenging but potentially orientated 
space), when things slowed and/or when physiotherapy was stopped, she was 
felt to experience considerable threat and concern. The significance of the ASU 
community of strangers became even more apparent over time. As Sarah 
continued to experience disruption without access to this community her 
expression of disappointment became a more visible and tangible part of her life 
after stroke.  
 
Figurative representation of the themes developed for Sarah: 
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Appendix 12: An example transcript: Andrew (stroke survivor) 
 

(Key: A: Andrew (pseudonym), W: wife   Bold: me) 
 
A “Because they keep on about horse meat at the moment....” 
 
Long pause at beginning of recording while A draws a car? 
 
 A “Do you do this all day?” 
 
“Oh I’d like to, but I spend a lot of time with… I train up physio students to be physios, so 
I don’t know who saw you at the hospital, but I might have trained them, you never 
know.” 
 
A“Yeah.” 
 
“Can you remember who the physio was at the…?” 
 
A “No.  What was the name, they came here, the physio…?” 
 
W “What, the girl?” 
 
A “Yeah.” 
 
W “I can’t remember now.” 
 
A “I forget their names now.  Yeah, sorry about that…” 
 
“That’s alright.”   
 
A“I suppose you’ve gathered what that is?” 
 
“Yeah.” 
 
A laughing  “A tree.  Now let’s try and draw W.” 
 
W “I’m a big blob!” 
 
A “You can keep your clothes on because I’m not doing no painting.” 
 
“Do you want any more space?  I’ve cleared some space for you.” 
 
A “No I’ll have to get a darker one. Yeah, a brown one. ……. Cut her leg off!!! Oh she’s got silver 
hair! Hmm.  Oh she’s got ears and all.  Ear-rings on… “ 
 
“You want some new pencils I think…” 
 
W “When do you pack up work then?” 
 
“I’m working until the beginning of May hopefully so… I’ve got quite a few things to get 
done in that time but um… it’s going ever so quick.” 
 
W “And what date do they give you?” 
 
“3rd June. Yeah, so I’m hoping it’s not going to come early.  I haven’t planned for an early 
one.  The last one came bang on the due date which I think is a bit rare.  You’re normally 
either early or… or can be waiting a long time.  He’s doing a good job W.” 
 
W “Is he?” 
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“Yeah.” 
 
A “Looks like her.” 
 
“Yeah, it’s not bad at all is it.” 
 
W “That’s not the hand that shakes anyway is it?” 
 
A “No it’s that one.” 
 
“Does the left one shake?” 
 
A “Yeah and the leg.” 
 
“Right.” 
 
A “ It’s ??? isn’t it… boom, boom, boom, boom, it goes like that.” 
 
“Does it help if you push… push on it.” 
 
A “Oh I smack it.” 
 
“Oh do you, and does it listen?” 
 
A “Yeah and it stops.” 
 
“I meant to ask you last week but I can’t remember if you told me, do you mind me asking 
how old you are?” 
 
W “I’m [late seventies].” 
 
A “Oh is it?  I thought it was 88.” 
 
W “I’m three years older than him.  He’ll be [early 70s] in [month].” 
 
“So you’re [early 70s] at the moment.” 
 
A “That’s it.  Pretty good isn’t it?” 
 
“It’s pretty good.” 
 
A “I’ll give you flat hair though, brown.” 
 
“Well it’s got some curl in it.” 
 
A “A lot of curls in it, look.” 
 
“A good head of hair.” 
 
A “Yeah.  Good isn’t it? 
 
“It is really good.” 
 
W “Have you been visiting any other people?” 
 
“Not yet, but there are a few people that I think I’m going to be contacting next week, so 
you’re my first ones.” 
 
A ”Good.” 
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“I’m trying it all out on you first.” 
 
A “Yeah well you’ve got to.  This is all for college is it or…?” 
 
“Yeah, so I work at the University, but I’ve always been interested in research, but I’m 
doing an extra degree to try and… yeah to… but I’ve been at it for about four years now 
and I’ve got about two more years to go so, it’s a long haul.” 
 
A “”What’s the reason is it?  Is it to find out what causes strokes is it?” 
 
“It’s more to find out about people’s experiences afterwards, really and more about, well 
I’m interested in care, the care you get and the rehabilitation, but also anything else that’s 
important, because what I think might be important might not be the same as what you 
and W and other people think are important so that’s one of the reasons it’s much more 
useful for me to talk to people like yourselves and… I mean is there anything else that 
you think… has come to mind as being important about your experience since the stroke.  
Because that was… was it… it wasn’t quite two years ago was it.” 
 
A “Two years this June.” 
 
“Right OK.” 
 
A “And the other one will be two years in September.” 
 
“Oh OK.” 
 
A “ I’ve had two.” 
 
“And that one was while you were in the hospital, was it?” 
 
A “No I was out.” 
 
“Oh OK right.” 
 
A “Yeah, it happened again.” 
 
“And where were you when it happened again?  Were you at..?” 
 
A “At home.” 
 
“Here, or was that at your old…?” 
 
A “No the old address yeah.” 
 
“And was that last September?” 
 
W “The one before.” 
 
A “Sorry, yeah, one before, yeah.” 
 
“And… so is there anything else that would be relevant or any sort of words or pictures 
that…ad I’m thinking about from that time till now really, is there anything that would 
come to mind or…?” 
 
A “Not really.” 
 
“OK.  So I mean could you… I’ll ask you a little bit more about this in a moment, A, could 
you tell me a little bit about what happened when you had the stroke or… can you 
remember it at all?” 
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A “Yes I remember it well.  I was sitting in the chair.  10 o’clock wasn’t it?  And you said you felt 
tired and I said oh I feel tired, I think we’ll go to bed.  And I went, and I thought can’t move… so I 
managed to get up didn’t I?  And I got up the stairs, I don’t know how, but I got up there, got in 
bed and all of a sudden I was doing this with this arm.  And it went and I thought thank Christ for 
that.  Next minute I went… I thought I can’t move again. So I got back out of bed, rolled along 
the wall and said to W, you’d better get an ambulance, I think I’ve had a stroke.  And then we 
went back downstairs, waited for the ambulance, and they come in and that’s when it was wasn’t 
it? They said you’re having several.  Yeah, I was still having them in the ambulance. “ 
 
“Right, yeah.  And did you realise that or… did you find that our later A?” 
 
A “Yeah, yeah.” 
 
“So and what sort of… were you getting a sort of weakness every now and then or…?” 
 
A “Now and then, yeah.” 
 
“And so which hospital did they take you to A?” 
 
A “The [hospital 2].” 
 
“Right and did you go into the Accident and Emergency…?” 
 
A “Yeah into the stroke bit, yeah, straight in.” 
 
“So you didn’t go… you didn’t have to wait in the…?” 
 
A “Didn’t have to wait in A & E, straight in the stroke bit yeah.” 
 
“Oh that’s good.  And is that a particular ward?  Is that a ward on the…?” 
 
A “No it’s in A & E at the back but it does resusc, in there.” 
 
“Right.  And how long were you there for?  Can you remember much about what 
happened there?” 
 
A “Yeah, I was there all night.  I mean er… they give me the injection… they did warn me, they 
said it could do a brain bleed… so I went round in the… x-ray first, and had a scan, and when he 
came back they gave me the injection, and got almost barring that much in… when I had a 
terrific nosebleed, so they stopped it.” 
 
“Right.  Was it the injection to thin your blood?” 
 
A “Yeah it’s the one what’s supposed to save you, yeah.  Yeah so they stopped it then and then 
they plugged my nose.  So… and that was it, I mean I went up on the ward…” 
 
“And was that the stroke ward?” 
 
A “Yeah.” 
 
“And did you know it was the stroke ward then when you went…?” 
 
A “Yeah, they tell you.” 
 
“Right and how long were you there for?” 
 
A “Three weeks, wasn’t it.  Then I went to… went to the [community rehabilitation unit], yeah.  
Then I was there three weeks, and because I had my old complaint back, upset stomach, they 
couldn’t handle it, so they sent me back to the [hospital 2].” 
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“Oh OK, right.” 
 
A “And I was there another week wasn’t it, and then I came out.” 
 
“And when you went back to the hospital again were you on the same ward or a different 
ward?  Can you remember?” 
 
A “Same ward.” 
 
“You went back onto the stroke ward.” 
 
 A “Yeah.” 
 
“And did you go home from the hospital or from the [community rehabilitation unit]?” 
 
A “From the [community rehabilitation unit] I went back to the [hospital 2] and then a week later I 
was discharged from there.” 
 
“And that was to home.” 
 
A “Home yeah.” 
 
“Right and that’s the [previous home]?” 
 
A “[previous home] yeah” 
 
“And… so when you first went onto the ward and you were there for three weeks you 
said, what… what was your experience like, being on the ward?  What did you think of 
it?” 
 
A “Oh they’re very good.  You don’t know a lot because you sleep…. Makes snoring noise..” 
 
“Right.  Your body takes quite a hit doesn’t it?” 
 
A “It does, so you sleep a lot.” 
 
“And do you find that still?” 
 
A “Yeah, I still sleep don’t I?” 
 
“So you get tired?” 
 
 A“I get tired.” 
 
W “Sometimes he has a lay down in the afternoons.” 
 
A “In the afternoons, yeah.” 
 
“Yeah, you must let me know if you get tired today as well because we can stop and do 
sort of shorter sessions.  You said it was good on the ward.  What was good about it do 
you think? What were the good…?” 
 
A “Well they have… it seems different to any other ward, you know, they seem they’ve got the 
time for you.  Yeah it was lovely.” 
 
W “What about when you went the one night… up there… and they brought you home in the 
wheelchair?  What was that?” 
 
A “Oh that was last year.” 
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W “Yeah what did she take you up there for?  I can’t remember now.” 
 
A “They didn’t, they took me in didn’t they? I had an upset stomach and then she went…” 
 
W “Hmm but then you waited about a long time.” 
 
A “Yeah, didn’t see anybody.” 
 
W “Didn’t see anybody so my daughter went in with a wheelchair and …” 
 
A “I got in it and she said come on home.” 
 
“Yeah, yeah, and that was… when you’d seen a doctor or… were you meant to see a 
doctor then or… ?” 
 
A “Yeah.” 
 
“Right.  And that was last year was it?” 
 
 A “Yeah.” 
 
 “OK.  And when you said they had lots of time for you on the ward, why does that feel 
important do you think?” 
 
 A “Well because of the way you are.  I mean there’s some of them who were bad in there, sort 
of looking up… couldn’t feed, didn’t know where they were, no.” 
 
“And what were you able to do when you were there?  Were you eating and drinking 
and… yep?  And talking and…?” 
 
A “I had a wheelchair didn’t I?  I used to get out in the wheelchair, yeah.” 
 
“And were there any other bits that were good about it?  When you said it sort of felt 
different from other wards, was there anything else that felt different about being on that 
ward particularly?” 
 
A “Well it didn’t… you didn’t er… associate it within a hospital.  That’s what it is.” 
 
“And how did they manage that do you think?  I know I’m asking you… I’m making you 
think about all these things, but it’s really, really useful.”  
 
A “Um... I don’t know really.  I suppose when they’re trained, you know, you go in another ward, 
you get on with it, yeah... But not there.” 
 
“Right and so what was different about that ward?  So in another ward you’d be getting 
on with it, what would...?” 
 
A “Yeah, they’d just say oh get on with it, but they’re there ALL the time, round you, you know...” 
 
W “You used to go in the day room didn’t you A?” 
 
A” Yeah, watch a bit of telly, yeah.” 
 
 “And so what were the staff like on the ward?  You said they were... they sort of felt like 
they were all around you?” 
 
A “Oh they were terrific.  You know...” 
 
“And how were they terrific? You’re not getting away with anything! Laughter...” 
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A “Well it’s hard to explain.” 
 
“I know, I’m sorry.” 
 
A “You know.,..you sort of go in another ward and you’re just... that’s it...like a lump of meat.  But 
there you’re not.  They look after everybody, and treat... everybody’s the same.” 
 
“Hmm.  And do you think that’s really important after you’ve had a stroke?” 
 
A “Yeah, yeah.” 
 
“Why did that feel important?  If you’d have ended up on another ward...” 
 
A “Well you’d just give up wouldn’t you? Yeah.” 
 
“Right. Yeah. And so the ward being like it was helped, you know, keep you um...” 
 
A “ Yeah and they’re specially trained staff,  not like er... the ordinary nurses.” 
 
“Yep, and did that impact on how you felt or how they were? What do you think?” 
 
A “Yeah, it is.  I suppose like um... Macmillan Nurses, you know they’re trained to do that, yeah.” 
 
“And did you... did you feel, you know... I suppose did it make you feel secure and...?” 
 
A “Yeah, you felt, you know, as though you were looked after, oh yeah.” 
 
“And, I’m sorry because I’m trying to get as much information out of you as 
possible...laughter... when you say you feel like you were looked after, what does that 
mean to you really?” 
 
A “Oh a lot, after you’ve had a stroke, yeah.” 
 
“And you said they treat everybody the same.” 
 
A “The same, yeah.” 
 
“Why did that feel important?” 
 
A “Well because you’re sort of all one... no favourites, everybody’s... you were just one, yeah.” 
 
 “And was there anything else... if you had to say to somebody, if they said oh yeah, well 
what was the ward like?  How would you describe it to somebody?” 
 
A “Absolutely terrific, yeah.” 
 
“Do you think they could have done anything better?  Or... there wasn’t really 
anything...?” 
 
 A “No, no.  That’s why I’m glad they never moved it.” 
 
“Hmm, because they’re talking about stopping the one...” 
  
 A “Yeah, they were putting it at [hospital 1].  But they didn’t. Now they’ve rewon it.” 
 
“Yeah, they’re going to shut the [town where hospital 1 is located] one up then aren’t they 
and...” 
 
A “They’ll all have to come from [town where hospital 1 is located].” 
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“Yeah I think that’s the plan, I think.  What um... so I’m quite interested in... in people’s 
experiences of care after stroke.  Would you... what would you say about the care you 
received after your stroke in the hospital?” 
 
A “That was very good. Very good. Even the [community rehabilitation unit], terrific.” 
 
“And was that terrific in the same sort of way, or was there any differences?” 
 
A “Yeah.   No the same way because they don’t have doctors out there, it’s just the nurses what 
look after you.” 
 
“And did it feel very much about the... about the nurses and you rather than the other 
people?” 
 
 A “Yes because they get you up for dinner, yeah you all go out and the garden in there, well it 
was lovely.” 
 
“And do the... does the environment make a difference?  Or is it more about the people 
or...?” 
 
A “Yes.  Um... environment I think, yeah.  Yeah, because that... you do get the odd person who 
will lay there moaning all day.  You’ll never get away with that, they always will.” 
 
“But um... because... was the environment in the hospital good, or do you think that could 
have been better or...” 
 
A “More electric, yeah.. It was..” 
 
“And how was that good do you think?” 
 
A “What the [community rehabilitation unit]?” 
 
“In the hospital, in the [hospital 2].” 
 
A “And I’ll tell you what, the time went so quick.” 
 
“Right.  Yeah.” 
 
A “Because they was always there and giving you food, check on you, oh yeah.” 
 
“And did that... who was... when you felt they were always there, who was the they?” 
 
A “The nurses.” 
 
“The nurses, particularly, yeah?” 
 
A “Oh yeah. “ 
 
“So they have a big impact...” 
 
A “Yeah.” 
 
“And was that the same at the [community rehabilitation unit]?  Was it the nurses you 
remember there?” 
 
A “Yeah, like a family home wasn’t it..?” 
 
W “Yes.” 
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A “... the [community rehabilitation unit].” 
 
“Right.  And did that feel a bit different from the hospital?  Did it feel a bit more of a family 
or... about the same?” 
 
A “Yes. Yeah.” 
 
“Why do you think that was?  What was it...?” 
 
A “Well it’s a rehab unit, that’s why.” 
 
“Yeah.” 
 
 A “As I say you had no doctors there.  It was the nurses what run it, yeah.” 
 
“And so what made that feel more of a family?” 
 
A “When you wanted anything you’d press a button and they were there.” 
 
W “Plus they all sit down together, don’t you, to eat?” 
 
A “Yeah we all sat down together and had a laugh, yeah.” 
 
 “Right.  And when you say, you all, was that... was that you and the other people who 
were in the Unit or... the staff or the...?” 
 
A “In the same... yeah, no... the other patients.  And we did have a laugh.” 
 
“And was that a good part of being there?” 
 
A “Yes, yeah.” 
 
“Did that help?” 
 
A “Yeah it did.” 
 
“W was saying you still keep in touch with some people from...from there.” 
 
A “Yeah, still got three people, yeah.” 
 
“And you mentioned it was a bit like a community,,,” 
 
 A “Yeah, a family.” 
 
“And why do you think that was good, after having a... the stroke and being there?” 
 
 
A “Well... um...” 
 
“If you’d have gone somewhere else that wasn’t so much of a family and...” 
 
A “Oh yeah, if it had been somewhere else, we wouldn’t have cared about... you wouldn’t have 
cared about... you might have been stuck there and you wouldn’t see anybody all day.  But 
they’re dedicated people, yeah.” 
 
“And as... would you see that the care was the same , or how would you describe the care 
that you got there?  I know you sort of said it was really terrific and felt like a family and...  
Are there any other words that you might describe...” 
 
A “No... all that, you know, it was terrific, yeah.” 
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“And what about since you’ve... you went home and you’ve been here.  Have you had 
different experiences or what we might call care or...?” 
 
A “ No, the care’s very good here.  ???? yeah. “ 
 
“So there’s people on site isn’t there, I remember talking about that last week and...” 
 
A “Yeah, carers.” 
 
“And how does this place compare to... to what we were saying with the hospital and the 
[community rehabilitation unit]?” 
 
A “Well it’s different ain’t it to the hospital, because that’s hospital, this is sort of home and 
carers.  Yeah but it’s good thought isn’t it?  Very good.” 
 
“And what’s good about the care here do you think?” 
 
A “Well you’re not worried because you... if there’s anything, you want any help, you just ring 
and it’s there.  Terrific in that.” 
 
“Yeah, so it’s immediate and...” 
 
A “Yeah I think they should have more of these places from...” 
 
“It’s really good isn’t it?” 
 
A “Yeah.” 
 
“Yes, and when the carers come, you know, what’s... how do they sort of interact with 
you and, you know, how...” 
 
W “They like coming in here?” 
 
A “Yeah, it’s like family isn’t it, yeah.  Whatever you want they just do.” 
 
“Yeah, and everybody knows you.  I was... someone was asking me when I rang the bell 
down the end there, are you off to see A?  I was like yes, yes... I don’t know... the 
gentleman outside with his stick, he was having a cigarette.” 
 
A “Oh yeah that’s B, isn’t it?” 
 
“And um... and what about the... I suppose I call it sort of rehabilitation, but what about 
the sort of therapy you had, did you have any therapy in the hospital can you remember.” 
 
A “Yeah. I remember I had them when I came out didn’t I?  At  [previous home].  Because you’re 
not... you’re getting any better, over a period they stop, yeah.  You’ve had your money’s worth.” 
 
“And how long did that last after you came home?” 
 
A “About three months wasn’t it.”  
 
“OK. And when was... can...” 
 
A “They’ve been here to visit us, but that’s all.” 
 
“And did you get in contact with them or did they come back to see you or...?” 
 
A “Oh they came back, yeah, they rang up.” 
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“To see how you were getting on.” 
 
A “Yeah.” 
 
W “Because a lot of people they send to [intermediate care/ rehabilitation unit in town where 
hospital 2 is located] don’t they?” 
 
“Yes, yeah, but you didn’t go... you didn’t go there?” 
 
A “No, didn’t go there.” 
 
“And can you remember when you went back to [previous home] after the stroke, can you 
remember?  So you had the stroke in June, that would be 2011, can you remember when 
you went home, was that....?” 
 
A “Awful wasn’t  it?” 
 
 W “Yeah.” 
 
A “Couldn’t get in the toilet, couldn’t have a bath or shower, yeah, couldn’t do nothing.” 
 
“And did you know when you were going home? How much warning had you got and...?” 
 
A “Well no, they actually... you know when you’re getting nothing found, and they tell you, you’re 
going home and that’s it.” 
 
“Right.  And can you remember how long there was between someone telling you and 
you actually going home?” 
 
A “It was only a day.” 
 
“Right OK.  And had they come out to the house and looked at it or...?” 
 
A “No.” 
 
“You just went straight home?” 
 
A “Yeah.” 
 
“And when was that?  How long after the stroke did you go home?  Because the stroke 
was in...” 
 
A “Er... about five/six weeks wasn’t it? 
 
W “It must have been.” 
 
“OK, so it wasn’t long after the stroke?  So would that have been... like round August...” 
 
A “July... August...” 
 
W “It was August.” 
 
A “August, yeah, beginning of August yeah.” 
 
“So what happened... so once you got home it was... all the things that were really 
difficult.” 
 
W “He had private caring.” 
 
“Right.  And had they arranged that before you came home or...” 
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A “Yes, they arranged that.” 
 
“OK, and how was that?  How was that level of care?” 
 
A “The first lot of carers, they were no good were they?  And then, no... I had um... whatsname 
carers from [hospital 2], not [hospital 2], um.... what do you call them?  You get a fortnight with 
them don’t you?  The one you pay the money to... them...” 
 
W “Not social services.” 
 
A “Social services, yeah.” 
 
“Oh right, OK.” 
 
A “Yeah, I had them for two weeks, they were good  and then they assigned you carers, then I 
had [another caring service], didn’t we?  They were hopeless, so we got rid of them, then I 
ended up with [another caring service].” 
 
“Right.  And so were you having to sort out the carers or was somebody else working 
with you?” 
 
A “No I complained about them and Social done that, Social Services got rid of them and then 
they got [care service] in.” 
 
“And what... when you say that some of the carers weren’t any good, what were the 
things that were... were not good?” 
 
A “Oh I had a... an army nurse, so she got the bowl, put the flannel in it, squeezed it and threw it 
at me, and said get on with it.  Yeah.  And we threw her out...” 
 
“Yeah, yeah... you get on with it!” laughter 
 
 A “Yeah we slung them out, yeah,” 
 
“And the other carers that you said you had, the [first replacement]...” 
 
A “Yeah we got rid of them.” 
 
“Was that similar...” 
 
A “[first replacement] were what um... Social Services got and we got rid of them, and then they 
gave us [care service].  But they were good.” 
 
“And why were they good?” 
 
A “Well different to the others really.  Very helpful wasn’t they?  They used to come in three 
times a day.” 
 
“And was that similar to what you have now... or do they have set times they come to see 
you or you just ring and...” 
 
A “No, they just ring, yeah.” 
 
W “But they come up always at the same time in the morning.” 
 
 A “And dinner time you’re down in the dining hall.  If you want help they help you.” 
 
“Yeah it’s good to have that flexibility isn’t it and not stuck to someone else’s schedule 
are you, like you were before.” 
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A “No, that’s good.” 
 
W “Don’t forget you’ve got to go down to dinner soon.” 
 
“Oh have you alright OK.  Well I’ll maybe ask you just a quick thing about your picture 
and then maybe... would that be alright coming back next Thursday same sort of time?  
Would that be alright for both of you?” 
 
A “Yeah, course you can darling.” 
 
“And we can’t a bit more about things, that would be great.  Tell me just briefly what 
you’ve drawn and why A?  What’s this?  Why do these things sort of pop into your 
head?” 
 
A “I don’t know, I always used to be drawing trees and cars.  Yeah always did, and heads.” 
 
W “But you don’t drive, and you never have done.” 
 
 “Have you never driven?” 
 
A “No.  Well I did have a go in London didn’t I.  But I didn’t like it.” 
 
“Yeah it’s not the best place to drive is it really.” 
 
A “It’s bad enough driving this [points to electric wheelchair] .” 
 
“And what do these things sort of say about your experience since the stroke?  Have they 
got any relevance to...?” 
 
A “No. No.  Really.” 
 
 “Because when you started drawing it, I thought you were in the car, and I thought you 
were heading to the tree, I thought that was you having the stroke, you see, so I was 
reading far too much into it.” laughing 
 
A “No,,,” 
 
“I mean could the car say anything about you since you’ve had the stroke?” 
 
 A “No.” 
 
“What about the picture of W?” 
 
A “No, or the tree.  It’s just when I was little I was always doing these things... yeah... doodling 
about...” 
 
“So you’ve not drawn them for a while.  Well what I might do, if that’s alright, I’ll take a 
picture of it, so I’ve got a picture and I’m going to try and see if we can... you never know 
they might mean something about having a stroke... but do you want to... you can add to 
it if you want before I come back, well you don’t have to, but I could leave you with some 
of the pens if you wanted to.” 
 

A “No it’s alright, wait till you come back.” 
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“And then we can chat a bit more, but you might find there’s something... I don’t mind 
leaving you the pens and then if something you think actually, that’s interesting about... I 
might put that down about having the stroke or.... He’s done a good job hasn’t he...? 
 
A  [laughs] 
W “Blimey, that’s a minibus isn’t it?” 
 A “Yeah.” 
 
“I was going to say to you A, but I wasn’t sure... And then yeah, so I... we’ll chat a little bit 
more if that’s alright, next week, is that OK?  I’ll call about 11 again is that alright?” 
 
A  “Yeah yeah.” 
“Fabulous.”  
 
 A “Yeah it all helps...” 
“Thank you so much...” 
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Appendix 13: Undertaking the idiographic analysis: a demonstration 
and data trail 
 
This appendix demonstrates as far as is possible the stages of the analysis 
undertaken using Andrew (stroke survivor) as an example. This begins with an 
initial understanding developed ‘of the whole’ as per stage iii of the analysis (see 
Figure 3, Chapter 4). A small extract of the interview transcript and exploratory 
comments are presented, then the same excerpt in relation to the preliminary, 
emergent themes (stage v). An example of how some of these themes were 
further developed is provided. Chapter 5 includes some key reflections that are 
appropriate to be considered alongside this data trail. 
 
A detailed overview of Andrew’s analysis is then presented within his full 
idiographic document. It begins with an overview including some key reflections 
and a table with all the verbatim excerpts included alongside the final relevant 
themes.  
 
Developing an understanding of the whole for Andrew (stage iii of the 
analysis process (see Figure 3, Chapter 4) 
 
Your story seems to start with details and processes. This began with when you 
had your stroke as well as what happened in A&E at the hospital, before you 
went to the stroke ward. It was thought to include how you were moved from 
place to place. From home via the ambulance to the hospital, to A& E, for scans, 
xrays, and treatment, to the stroke ward, to the rehabilitation centre, back to the 
stroke ward at the local hospital, and then home. Getting to the stroke unit was 
direct. From there the route seemed less so. Part of your experience was 
thought to involve entering, exiting, re-entering and leaving the stroke ward. You 
were moved from, and back to the stroke unit. You were sent/discharged – by 
whom? with little control or discussion like a parcel? 

Time seemed different on and off the stroke unit. Before entering the stroke unit- 
the time period was brief but concentrated (you were thought to be acutely 
conscious) and knowledgeable. Full of processes and events you could describe 
and recount. On the stroke unit time went quickly but did not appear to include 
anything other than being there and being with the nurses.  You talked about 
‘you’ not me- whilst on the unit- in relation to people on the unit generally. There 
were minimal events or activities you mentioned. What happened there? You 
appeared not as present or as involved?  You slept a lot – what was going on 
around you?   

The stroke unit was a thing and place that was different and special. It was not 
like any other ward or like hospital. For you being on the stroke unit meant being 
with the nurses. The stroke unit was thought to be the nurses. They made and 
inhabited it. They were constantly present. They were a group- a body- not like 
other, ordinary nurses. You knew (how?) they were specialist and trained. You 
and everyone there were understood to feel surrounded and cared for. You were 
a person, not a lump of meat. They were felt to be inclusive, encompassing and 
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humanising. This meant the patients there did not give up. They did not 
surrender to the stroke were hopeful and motivated to fight? 

You explained how time was given by the nurses. This was important on the 
ward because of how badly the stroke had affected the people there. There was 
a relationship between you and the nurses, where they were constantly present 
with you, for you, and constantly needed. They provided for the simplest but 
basic things- giving you food, checking on you. These were basic but significant 
things. At times, what was different about the stroke unit and the nurses was 
describable (It could not have been any better, absolutely terrific ). At other 
times you found it indefinable. Why? Is it because it was difficult to express or 
imperceptible intangible?  

You were aware of the possibility of closing or moving the stroke unit and how 
the plan had changed. You were thankful it had been saved and would remain. 
You talked about ‘They’, (who?) who were putting it somewhere, they who won. 
Was this success for the staff? (someone else?) again what They?  

You explained how you left the stroke unit twice. Once when you were moved to 
the community rehabilitation unit and the second time when you returned home. 
You seemed to leave as quickly and as suddenly as you arrived. It seems as if 
there is something about home, perhaps a changed home and movement in 
different directions, incl. backwards. You talk about the first time you go home 
and how awful the experience was, and I wonder how much of a home that was 
after the stroke. You describe how you were given little warning about leaving 
the ASU (one day) and what seems to be little preparation (i.e. no home visit). 
You and your wife have since found a new home. Because of your need for 
care, your present home, and the carers here seem important. Within your 
account after leaving the CRU/ASU you explain about numerous issues and 
concerns with carers, all of which you and your wife, but more so, you) have 
resolved. Finally in your current home, the carers are very good. It becomes 
apparent (as I listen and read), that you describe these carers in similar terms to 
the ‘they of the ASU/ CRU’ (see next paragraph). 

Within your talk are numerous reference to ‘they’. These seem to be different 
theys: they in the community rehab unit, they in A&E, they on other wards, they 
in the ASU, they in the CRU. The ‘they of the ASU’ are different from other 
wards, all around you and terrific. The nurses there (not like ordinary ones) are 
specially trained (like MacMillan nurses), mean you weren’t a piece of meat 
(dehumanised?), was looked after and cared for, the same as everyone else, 
and mean that you didn’t give up. The reference to Macmillan nurses seems to 
suggest a pinnacle of praise: dedication and commitment associated with this 
type of nurse. When you talk later about the CRU and the nurses there, you also 
describe them as always there and dedicated (and that it was the same way (as 
the ASU) as there were no doctors out there). You explain the feeling of home 
and community (another home reference), and the friendships you and your wife 
made there with others at the CRU. Was this the same for the ASU? The CRU 
seems in contrast to the ASU within this part of your story- you go out in the 
garden, the CRU ‘they’ are still there, but now there is a ‘we’ in the CRU- you 
and other patients that sit down for meals. These are people that you and your 
wife are still in contact with. Like a family you explain.   
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I asked you about your therapy and rehabilitation but we end up talking about 
something else so I am wondering whether this was as meaningful for you 
and/or whether this may be linked to your perhaps limited recovery. You don’t 
seem to talk about anyone or anything but the ‘they of the ASU’ whilst there. The 
main thing you mention about therapy was that there wasn't enough and it was 
stopped because you weren’t getting any better, and you had had your money’s 
worth. From what I can tell, this seems orientated around the therapy and 
services in the community once home. There is a sense that you and your wife 
may feel let down by the minimal input you received once home, then it’s 
stopping, and because you weren’t referred to other services (that other people 
were). You explain quite close together, ‘when you’re getting nothing found’, (for 
the reason you are sent home), and that you ‘couldn’t do nothing’ once at home 
which make me feel less certain that your previous ‘not bad’ account is as 
straightforward as you perhaps portray. 
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Excerpt of the initial analysis phase: exploratory comments, Figure 3, stage iv (for Andrew) 

After reading through multiple times, listening to the recordings, noting, writing on the transcript, and producing an early 
overview of the whole (stages i- iii), stage iv was undertaken.  
The right hand column shows my exploratory comments made during stage iv of the analysis process. The commentary in the 
far right articulates key thinking and development in understanding. 
Transcript  
(p10-12 in the exploratory comments 
table) 

Exploratory comments  
Description / context (although everything is 
interpretation) 
Linguistic 
And preliminary thoughts/ feelings/ senses  
Conceptual   

 
 
 
 
Commentary  

OK.  And when you said they had lots of 
time for you on the ward, why does that 
feel important do you think?” 
 A “Well because of the way you are.  I 
mean there’s some of them who were bad in 
there, sort of looking up… couldn’t feed, 
didn’t know where they were, no.” 
“And what were you able to do when you 
were there?  Were you eating and 
drinking and… yep?  And talking and…? 
 
 A “I had a wheelchair didn’t I?  I used to get 
out in the wheelchair, yeah.” 
“And were there any other bits that were 
good about it?  When you said it sort of 
felt different from other wards, was there 
anything else that felt different about 
being on that ward particularly?” 

Because of the way you are 
They have lots of time for you- because of 
what the stroke has done to you?? 
Second person you 
Some of them (them here is talking about 
other stroke survivors) were bad in there .. 
so he wasn’t bad?  
Suggesting he could feed himself and did 
know where he was- or is this functioning as 
a distraction, heading me off in a different 
direction with –‘I mean’- (perhaps like 
elsewhere when talking about the ‘injection 
meant to save you’) 
‘In there’ 
 
He had a wheelchair – ‘I’ is evident here- 
this seems to be how he indicates the stroke 
has affected him individually, he has a 
wheelchair now ? Progress and change  

 
The analysis begins to explore the possible 
effects of stroke- ‘the way you are’ possibly 
linking this with why time from the ‘they’ of 
the ASU feels important. 
 
The comments begin to indicate the idea of 
the second person you, in hospital, and 
perhaps a second person ‘you’ after stroke. 
 
 
My initial thinking about how and what 
Andrew does and doesn’t articulate through 
his talk is apparent, and resonates with 
other parts of his transcript, but this does not 
move beyond noting the questions it raises. 

A “Well it didn’t… you didn’t er… associate it ‘You’ returns – more general ‘you’ didn’t  
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within a hospital.  That’s what it is.” 
“And how did they manage that do you 
think?  I know I’m asking you… I’m 
making you think about all these things, 
but it’s really, really useful.”  
A “Um... I don’t know really.  I suppose when 
they’re trained, you know, you go in another 
ward, you get on with it, yeah... But not 
there.” 
“Right and so what was different about 
that ward?  So in another ward you’d be 
getting on with it, what would...?” 
A “Yeah, they’d just say oh get on with it, but 
they’re there ALL the time, round you, you 
know...” 
W “You used to go in the day room didn’t 
you A?” 
A” Yeah, watch a bit of telly, yeah.” 
“And so what were the staff like on the 
ward?  You said they were... they sort of 
felt like they were all around you?” 
A “Oh they were terrific.  You know...” 
“And how were they terrific?  You’re not 
getting away with anything! Laughter...” 
A “Well it’s hard to explain.” 
“I know, I’m sorry.” 
A “You know.,..you sort of go in another 
ward and you’re just... that’s it...like a lump 
of meat.  But there you’re not.  They look 
after everybody, and treat... everybody’s the 
same.” 

associate it with a hospital  
 
 
 
I don’t know really- ? hasn’t thought about 
this-  
They – they are trained  
Other wards and the they there, are different  
You go in another ward, you get on with it, 
not there  (quite definitive here) 
They don’t leave you to get on with it 
yourself? By yourself? Is that what he is 
saying here ? 
They on other wards, just say get on with it 
They on the ASU- are there all the time, 
round you 
Importance of ‘them’ being present all the 
time  
Importance of them being ‘round you’  
Sense of being surrounded by them ? 
Supported by them?  
They were terrific  
Characteristics of the ASU they 
Clear and definitive  
It’s hard to explain -what was meaningful 
was hard to explain- why? 
You go in another ward and you’re just…like 
a lump of meat, that’s it – disregard, 
diminished, finished?  
You still – become a you in hospital?  
The ASU is not another ward- it’s different  
Other wards- you are diminished- just…and 

 
Further support seems to be present 
regarding a ‘you’ more than ‘I’ in hospital. 
 
There is the beginning of an understanding 
about Andrew’s experience of the ASU- but 
through contrast- that it is definitively 
different from other wards and the hospital. I 
am beginning to consider the importance of 
the ‘they’ in making his experience different. 
At this point my analysis is focusing on the 
characteristics of this ‘they’- what they 
provide- time (previous page), a surrounding 
presence, rather than the abandonment he 
would experience elsewhere.  
 
An understanding is forming through the 
contrasting examples Andrew gives, that 
takes the initial idea of him as a second 
person ‘you’ in hospital and the ASU, to a 
more extreme position, that of a lump of 
meat (in other wards). A tentative 
interpretation is emerging around the 
psychological implications of what he seems 
to be articulating (albeit less overtly)- a 
sense of being abandoned, disregarded and 
diminished. How this relates to the ‘they’ of 
the ASU who protect against or from this, is 
beginning to form. 
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dehumanised… lump of meat- not even 
living- 
But..there you’re not 
They look after everybody and treat 
everybody the same  

“Hmm.  And do you think that’s really 
important after you’ve had a stroke?” 
A “Yeah, yeah.” 
“Why did that feel important?  If you’d 
have ended up on another ward...” 
A “Well you’d just give up wouldn’t you? 
Yeah.” 
“Right.  Yeah.  And so the ward being like 
it was helped, you know, keep you um...” 
A “ Yeah and they’re specially trained staff, 
not like er... the ordinary nurses.” 
“Yep, and did that impact on how you felt 
or how they were?  What do you think?” 
A “Yeah, it is.  I suppose like um... 
Macmillan Nurses, you know they’re trained 
to do that, yeah.” 
“And did you... did you feel, you know... I 
suppose did it make you feel secure 
and...?” 
A “Yeah, you felt, you know, as though you 
were looked after, oh yeah.” 
“And, I’m sorry because I’m trying to get 
as much information out of you as 
possible...laughter... when you say you 
feel like you were looked after, what does 
that mean to you really?” 
A “Oh a lot, after you’ve had a stroke, yeah.” 

This is important for keeping going and not 
giving up after stroke 
 
The they on the ASU are important for 
keeping going/ not giving up 
A sense you would give up? 
 
They on the ASU are specially trained staff- 
not like ordinary nurses  
Does ‘they’ therefore refer to the nurses? 
Are nurses the they of the ASU? 
The ASU nurses are not ordinary nurses 
Compares them to Macmillan nurses- you 
know they are trained to do that  
Specialist but ? exceptionally caring?? Or 
linked to the severity or the far from 
ordinariness of the condition- ? stroke ? like 
cancer needs nurses that are far from 
ordinary -sense that he feels comfortable 
and safe because of this? 
Feeling looked after  
Oh yeah- reinforces the importance of this  
It means a lot, after you’ve had a stroke  
Stroke necessities feeling looked after 
you again (second person) 

 
 
This final part of this extract provides an 
insight into my thinking about Andrew’s 
experience of being looked after and its 
importance for not giving up. This is fairly 
superficial (albeit no less meaningful) at this 
stage. 
 
 
 
 
The ‘they’ of the ASU, is clarified as the 
nurses. My interpretation surrounding the 
nurses and their relevance and importance 
for Andrew in feeling looked after is 
continuing to form. His contrast (not ordinary 
nurses) and comparison (to Macmillan 
nurses) seems to suggest he couldn’t praise 
these nurses any higher. I am trying to 
develop my thinking about cancer as a 
condition, and his final phrase, ‘a lot after 
you’ve had a stroke’. Andrew doesn’t go on 
to explain why it means a lot, and in this 
analysis I am yet to capture the meaning 
embedded within this particular part of his 
account.  
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The same excerpt demonstrating the next phase in the analysis- theme development- Figure 3, stage v   

Transcript  Emergent themes  

Commentary  

OK.  And when you said they had lots of 
time for you on the ward, why does that 
feel important do you think?” 
 A “Well because of the way you are.  I 
mean there’s some of them who were bad in 
there, sort of looking up… couldn’t feed, 
didn’t know where they were, no.” 
“And what were you able to do when you 
were there?  Were you eating and 
drinking and… yep?  And talking and…?” 
 A “I had a wheelchair didn’t I?  I used to get 
out in the wheelchair, yeah.” 
“And were there any other bits that were 
good about it?  When you said it sort of 
felt different from other wards, was there 
anything else that felt different about 
being on that ward particularly?” 
 
A “Well it didn’t… you didn’t er… associate it 
within a hospital.  That’s what it is.” 
“And how did they manage that do you 
think?  I know I’m asking you… I’m 
making you think about all these things, 
but it’s really, really useful.”  
A “Um... I don’t know really.  I suppose when 
they’re trained, you know, you go in another 
ward, you get on with it, yeah... But not 

The nurses generosity of time 
Being a second person you – a reduced 
sense of self? 
A need for the nurses time, because of what 
stroke has done to you  
He is different from them – others badly 
affected  
Thankfulness for what he could do in 
comparison 
 
 
 
 
 
 
 
 
ASU that stands apart from the hospital 
Through difference, and ? through the work 
of the nurses 
 
 
 
Difficult to articulate the difference of the 
ASU 
The ASU nurses are trained  
You fend for yourself on other wards  

 
 
 
This stage of analysis (v) was underpinned 
with more lengthy and detailed work within 
the hermeneutic circle. These emergent 
themes were still tentative and went through 
further iterations and developmental work as 
I continued through the analysis process 
(see Figure 3). 
 
My developing understanding in this part of 
the excerpt relates to what seems to be 
Andrew’s less visible, articulated self in 
hospital, in the ASU, and also perhaps after 
the stroke.  
 
Resonating with other parts of his transcript, 
Andrew’s experience of the ASU seems to 
reflect a place that is part of the hospital, but 
through the dedicated and special work of 
the nurses, distinctly stands apart. As is 
apparent in the next page, this standing 
apart is thought to meaningfully work by way 
of protection.  
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there.” 
“Right and so what was different about 
that ward?  So in another ward you’d be 
getting on with it, what would...?” 
A “Yeah, they’d just say oh get on with it, but 
they’re there ALL the time, round you, you 
know...” 
W “You used to go in the day room didn’t you 
A?” 
A” Yeah, watch a bit of telly, yeah.” 
“And so what were the staff like on the ward?  
You said they were... they sort of felt like they 
were all around you?” 
A “Oh they were terrific.  You know...” 
“And how were they terrific?  You’re not 
getting away with anything! Laughter...” 
A “Well it’s hard to explain.” 
“I know, I’m sorry.” 
A “You know.,..you sort of go in another ward 
and you’re just... that’s it...like a lump of meat.  
But there you’re not.  They look after everybody, 
and treat... everybody’s the same.” 
Hmm.  And do you think that’s really 
important after you’ve had a stroke?” 
A “Yeah, yeah.” 
“Why did that feel important?  If you’d have 
ended up on another ward...” 
A “Well you’d just give up wouldn’t you? Yeah.” 
“Right.  Yeah.  And so the ward being like it 
was helped, you know, keep you um...” 
A “ Yeah and they’re specially trained staff, not 
like er... the ordinary nurses.” 
“Yep, and did that impact on how you felt or 
how they were?  What do you think?” 
A “Yeah, it is.  I suppose like um... Macmillan 

Not there – constancy of belief in They of 
ASU 
?ASU they assist and support you in 
managing/ dealing with the situation  
Importance of the ASU and their presence 
all the time, means you are not alone  
A surrounding, constant, ?enveloping 
presence  
 
 
The predominance and primacy of the nurse 
in his experience /The significance of the 
nurse 
 
 
Characteristics of the ASU they  
Meaningfulness of the ASU they was hard to 
explain -could explain through contrast / 
difference to other wards 
The ASU is not ‘another’ ward- it is different  
Become a ‘you’ in hospital- a less visible 
self?  
In other (non ASU wards) you are 
diminished ? finished? and ?dehumanized 
Being in a better place, one constructed by 
nurses inclusivity -treating and responding to 
everyone the same (fairness and humanity?) 
The need for protection and support after 
stroke  
ASU difference is needed to keep going and 
not give up after stroke  
They on the ASU are important for keeping 

 
 
 
 
 
 
 
Here, understanding Andrew’s sense of 
vulnerability begins to form within the 
emergent themes. These themes are 
concerned with what appears to sit just 
beneath the surface of his account and 
which is meaningfully related to the 
emotional and psychological importance of 
the nurses. The analysis offers a sense of 
how they support and envelope him, but 
also protect him from the additional hurt he 
would otherwise feel. The nurses, who I 
believe I begin to understand, mean that he 
doesn’t give up in the face of the adversity 
and threat he seems to experience after the 
stroke. 
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Nurses, you know they’re trained to do that, 
yeah.” 
“And did you... did you feel, you know... I 
suppose did it make you feel secure and...?” 
A “Yeah, you felt, you know, as though you were 
looked after, oh yeah.” 
“And, I’m sorry because I’m trying to get as 
much information out of you as 
possible...laughter... when you say you feel 
like you were looked after, what does that 
mean to you really?” 
A “Oh a lot, after you’ve had a stroke, yeah.” 

going  
 
Keeping going necessary after stroke  
Encouraging in the face of threat? 
Distinction of the ASU nurses  
The ASU nurses are not ordinary nurses  
Dedication and specialization, ?familiarity 
with corporal fragility and ?damage (akin 
with that of cancer?) 
Distinction of the ASU nurses  
Significance of feeling looked after  
Stroke necessitates feeling looked after 

 
I continued working hermeneutically. The themes were cut out, arranged, organised and worked with. I revisited the transcript 
and recording, and continued to develop my understanding and themes alongside. This process was a further development of 
understanding through a continuous and thorough interrogation of my thinking and data. Themes were subsumed, 
reconsidered or discarded. The following table shows how one subtheme was developed from the preliminary themes.
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The table below shows an example of theme development (and subsumption) 

that emerged during Andrew’s analysis, (working in stage vi of the analysis 

process- Figure 3, Chapter 4).  

Preliminary themes Subtheme  Final overarching 
theme  

Multiple ‘they’s.  

Power of ‘they’. 

Different ‘they’s. 

They, rather than the 

stroke.  

A loss of self.  

A less visible (unarticulated) 

self.  

Becoming a ‘you’ in 

hospital. 

A contrasting (hyper-

alertness to hazy, 

diminished) presence.  

Contrasting agency (before 
and after). 

A falling away of agency 
and self  

A less articulated 
sense of self. 
Experiencing a 

predominance of 

other agents. 

 

Part contributing to: 
 
An intimate 
experience with 
vulnerability  
 

 

 
My understanding continued to develop. Although threat and nothingness, 
contrasting agency, a less visible or loss of self, and multiple ‘theys’ were 
emergent themes in the earlier stages of analysis (see all tables above), a sense 
of vulnerability (that emerged only briefly in the preliminary themes), began to 
resonate across the whole of Andrew’s narrative, and eventually subsumed 
them. For example, in the first iteration of his idiographic document, the main 
themes were: a disturbed time and temporal relationship, the nurses as 
signifiers for the ASU, and a lessened agency and sense of self within the ASU 
and beyond. As I worked further, this developed, producing a final overarching 
theme for his experience as a whole: an intimate experience with 
vulnerability. This encapsulated all of the preceding preliminary themes. It was 
understood as representing the intimacy within which he experienced the stroke, 
the vulnerability Andrew experienced because of it, and alongside. It succeeded 
in resonating with his seemingly contrasting, non-specific time on the ASU as 
well as his straightforward (but in some cases diverting), matter of fact retelling. 
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The latter (in part) seemed to shield. This thereby further underscored my 
understanding of his intimate experience (through the distance he seemed to 
want to maintain), as well as what I came to understand was his (less overtly 
articulated) vulnerability.  
 
I went on to construct Andrew’s idiographic document- see below (stage vii). 
Although this includes some key reflections and thinking already articulated, it is 
presented unabridged for completeness.  
 
 
Andrew’s completed idiographic analysis document  
 
This introduction is longer as it includes contextual information about the 

conversation, Andrew, reflections on some of the analysis, as well as an 

overview and introduction into the themes that emerged. 

Andrew was a gentleman in his early 70s who had had 2 strokes (17 and 20 

months previously). He had been admitted to ASU2 after his first stroke and 

spent 3 weeks there. He was transferred to the community rehabilitation unit and 

then went back to the ASU for one week before being discharged home. Our 

session focused on his first stroke, his experience on the ASU and some 

aspects afterwards.  

Andrew’s transcript was from the first creative item session. He was 

subsequently lost to follow up. As such it was a shorter interview. Sections of 

our conversation did explore (and probe) aspects of his experience further. 

Others were not as thoroughly discussed. It is also important to acknowledge 

that his wife was present during the session. She did comment and say certain 

things within the interview (sometimes not about the ASU)- but on the whole it 

was Andrew who was voicing his experience. He was matter of fact and fairly 

brief throughout our conversation, apart from when he was recounting having 

the stroke and his experience of sorting out his caring situation since he had 

been at home. This appeared to link with his sense of agency (see later).  

Although the analysis process did result in meaningful themes - the context and 

amount of data meant that there were reduced opportunities to build on 

emergent understanding elsewhere in the ‘text’, for example, when considering 

what was and wasn’t present within the analysis. I considered the ‘missing 

theys’ and the often-recounted time instances throughout his account. The 
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former may have indicated a reduced significance (as I originally assumed and 

foregrounded), the latter a time instance focus. During the analysis process I 

reviewed these patterns, reflecting on their credibility. The rest of the transcript 

and my analysis were revisited. I took time to question and consider my initial 

assumptions and thinking. The missing ‘theys’ were included in the final analysis 

but their more tenuous footing was explicated. The time instances may have 

reflected my questioning style that began and framed our conversation. I may be 

time instance rather than temporally focused too! Despite this, Andrew’s account 

as a whole (despite its briefness and my questioning) did indicate a limited 

temporal quality. Therefore the time-temporal relationship as part of his 

experience remained. 

He started doing the creative item with minimal prompting, however when it 

came to me asking about it at the end of the session he was definitive 

(repeatedly) in its lack of relevance to his experience after stroke. What he did 

talk about was what he loved to do- draw and doodle when he was a child. This 

was one of the only references to his past (before the stroke) within the entire 

conversation. 

What emerged from the analysis of Andrews’ account was his intimate 

experience with vulnerability (temporal, bodily, agency and self) in the ASU after 

the stroke, and the significance and thankfulness he felt towards the ASU 

nurses. ‘They’ meant he did not experience this vulnerability alone. They 

supported him and helped him manage during what emerged as a more 

nebulous and non-specific time. He felt that by being different and special they 

also protected him from additional vulnerability he would have experienced 

elsewhere (on other wards). 

Andrew was understood to experience vulnerability during and after the stroke 

(body, temporal, self and agency). He did not articulate this explicitly- rather it 

emerged during the analysis. He experienced a vulnerable body, and time- 

temporal relationship. Time was thought to be experienced as an objective 

measure as he underwent change and variation (i.e. place or body). His account 

involved sequences of events, instances that were described alongside periods 

and amounts of time (weeks, days, months). His story began with detailed 
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recounting of his stroke. The timing, place/s, circumstances, events and people 

that immediately followed were clearly remembered. He explained how he 

travelled in the ambulance and went directly into the stroke section of A & E. His 

story continued with the sequence of events and processes that happened over 

night. It was felt to represent a condensed (but short period of time) within his 

timeline during and after stroke. 

Temporality within his account seemed to be limited or much less visible. There 

did not appear to be a looking or projection into the future and only limited 

reference to past. There was reduced temporality on the ASU (and beyond). A 

limited amount of change/ progress also seemed to influence the temporal 

nature of his post stroke experience. The stroke was thought to have brought 

about a sequence of events that were intimately experienced by his ‘I’, through 

his body-mind. His awareness of his physical body was felt to be heightened. 

Parts of his body were perceived to feel separate and difficult to control. Despite 

the lack of success he had in resolving the stroke himself- there was a clear 

sense of agency that he portrayed during this time: he tried different things, and 

recounted his thinking and making sense process. Even when unsuccessful his 

agency was thought to remain – waking and informing his wife to call an 

ambulance -‘I think I have had a stroke’ (p6). It re-emerged briefly at the end of 

our conversation when he explained about taking action to change the caring 

staff/ services he received. There was an underlying sense of transition from the 

point of being in the ambulance and arriving at A & E. His I- disappeared from 

his account- being replaced by a more general, second person ‘you’. This 

seemed to signify his experience as being somewhat distanced and in contrast 

to the events (or lack of) that followed. It also hinted at a less articulated sense 

of self and agency. He interacted with the first of many ‘they’s. These ‘theys’ 

appeared and disappeared throughout his post stroke experience. They were 

understood to send him and move him places, direct, tell, and do things to his 

body. ‘They’ as well as the stroke seemed to be the predominant agents within 

his story. However most of these ‘they’s appeared characteristically un-distinct. 

Perhaps indicating the passivity and distance he experienced with his interaction 

with them (excluding the nurses on the ASU).  
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Further aspects of his experience after stroke were understood to relate to these 

predominant agents and his temporal vulnerability. Although not all were specific 

to his time on the ASU they offered additional insight. He described how he had 

a reoccurring health condition, which meant he was returned- ‘sent back’ to the 

ASU because ‘they [in the community rehab unit] couldn’t handle it’ (p7). He 

explained that when he was discharged from the ASU he was ‘told’ he was 

going home and given just a days notice. The night in A&E before arriving on the 

ASU – he was given an injection that was ‘meant to save you’ (p7)- but he had a 

massive nosebleed and it was stopped. He explained ‘so that was it- I mean- I 

went up on the ward’ (p7). This felt like an end- an end to the saving. This end 

coincided with the start of his time on the ASU. Finally, after his three months of 

rehabilitation at home he had not got any better, he’d had his moneys worth and 

it was stopped. This was understood as indicating another end. How did he 

make sense of this? He didn’t spontaneously. However he may have had less 

opportunity because of the brevity of the session. All of these experiences felt 

like they may have contributed to his temporal vulnerability. The third may hold 

particular relevance to what came next- his experience of being on the ASU. 

Although not articulated explicitly I felt as if I was transported to the emotional 

and psychological ‘place’ he may have found himself after being unsuccessfully 

saved: one that might have contributed to his vulnerability and appreciation of 

the nurses on the ASU.  

His experience on the ASU seemed to possess a more nebulous quality that 

was in contrast to his account of having the stroke. His previously heightened 

awareness was understood to be replaced by a reduced sense of presence, 

agency and knowing. He explained how the time on the ASU went quickly; 

because of the repetitive actions of the nurses, but he also slept. What appeared 

in my mind as I worked with the data was a surrounding haziness and fog. There 

was a sense that this nebulous space (place and time related) was where he 

experienced vulnerability on the ASU. It may also reflect my interpretation. 

Perhaps this ‘fog’ represented being adrift, at sea, isolated and disconnected. 

This in part, was also hermeneutically accessed and supported by the 

significance and role of the nurses within his ASU experience. They seemed to 

be the people that cut through the nebulous haze. They were understood as 
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present and clear in what seemed like a surrounding unclear and indistinct 

period after his stroke. In his eyes, it was this ‘they of the ASU’- that he felt was 

distinct and different- different from other ‘theys’. They were thought to be the 

nurses that made the ASU, and made it different from the hospital, and other 

wards. They were understood as essential for protecting from vulnerability: 

aloneness, helping practically and psychologically. He felt more protected and 

supported within the seemingly ambiguous ‘space’ where he intimately (albeit 

nebulously) experienced vulnerability (temporal, body and self). His belief in the 

ASU nurses was thought to be unwavering positive. He referred to- ‘they’re 

specially trained staff, not like er the ordinary nurses’ (p12). He also likened 

them to Macmillan nurses. Their training and this association alluded to levels of 

experience, knowledge, training and dedication. This seemed important and 

necessary for his experience of vulnerability after stroke- ‘because of the way 

you are’ (p10). To Andrew these nurses were understood to mean he didn’t give 

up, perhaps hinting at their potential to support him to re-engage with his 

temporality (future wise). They were also thought to protect him from additional 

vulnerability. There were two instances where he didn’t reply with his answer 

straight away like he did throughout the rest of our conversation. Both of his 

responses that followed seemed to indicate quite meaningful threats to 

vulnerability that he had experienced elsewhere on other wards: 

‘... I don’t know really.  I suppose when they’re trained, you know, you go in another 
ward, you get on with it, yeah... But not there.’ (p10) 
‘Well it’s hard to explain.’ ‘I know, I’m sorry.’ ‘You know.,..you sort of go in another 
ward and you’re just... that’s it...like a lump of meat.  But there you’re not.’ (p11). 
 

On the ASU he was understood to not feel like he was in hospital, that he had to 

get on with it on his own, or that he was ‘just.. like a lump of meat’. Whilst this 

was perceived as reflecting his ambiguous state of feeling in place and not 

feeling in place whilst on the ASU, it also clearly indicated he was thankful to be 

in a ‘different (better) place’, one constructed by these nurses. 

There was an underlying sense with Andrew’s account of his possible 

acquiescence to his vulnerability. It was thought to be portrayed neither 

negatively or positively- a surrendering (although not necessarily in a negative 

way) to some extent of what was. It may be that he was not keen to explore or 
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discuss this further. He may have wanted to keep aspects of his experience to 

himself and/or not concern his wife. 

Theme  Supporting excerpts (page number 

refers to exploratory comments table) 

An intimate experience with 
vulnerability  
This related to the impact and effects 

of the stroke, and his subsequent 

vulnerability (temporal, bodily and 

self).  

It corresponded with a seemingly 

contrasting non-specific, nebulous 

experience on the ASU. 

  

A falling away of agency and self  
A less articulated sense of 
self. 
Experiencing a 
predominance of other 
agents. 

A vulnerable body 
Changed, separate 
Then unchanging  

A vulnerable time- temporal 
relationship within the ASU. 

A focus on time (as 
succession of instants). 
Reduced expression of 
temporality. 
Experiencing insufficient 
change/ progress for 
temporality 
 

yeah, it happened again. P4 

Yes I remember it well.  I was sitting in the 

chair.  10 o’clock wasn’t it?  And you said you 

felt tired and I said oh I feel tired, I think we’ll 

go to bed.  And I went, and I thought can’t 

move… so I managed to get up didn’t I?  And 

I got up the stairs, I don’t know how, but I got 

up there, got in bed and all of a sudden I was 

doing this with this arm.  And it went and I 

thought thank Christ for that.  Next minute I 

went… I thought I can’t move again. So I got 

back out of bed, rolled along the wall and said 

to [wife], you’d better get an ambulance, I 

think I’ve had a stroke.  And then we went 

back downstairs, waited for the ambulance, 

and they come in and that’s when it was 

wasn’t it? They said you’re having several.  

Yeah, I was still having them in the 

ambulance.  P5-6“ 

B “Yeah, I was there all night.  I mean er… 

they give me the injection… they did warn 

me, they said it could do a brain bleed… so I 

went round in the… x-ray first, and had a 

scan, and when he came back they gave me 

the injection, and got almost barring that 

much in… when I had a terrific nosebleed, so 

they stopped it.” P7 

Yeah it’s the one what’s supposed to save 

you, yeah.  Yeah so they stopped it then and 

then they plugged my nose.  So… and that 

was it, I mean I went up on the ward…” p7 

Three weeks, wasn’t it.  Then I went to… 

went to the [community rehab Unit], yeah.  

Then I was there three weeks, p7 



 

 365 

A reduced ‘present’ awareness 
and knowing in the ASU 
 
Whilst on the ASU the nurses were 

understood as significant for dealing 

with the vulnerability he experienced 

and protecting from further 

vulnerability (see following themes).   

 
 

“And I was there another week wasn’t it, and 

then I came out.” P8 

You don’t know a lot because you sleep…. 

Makes snoring noise..” p9 

Yeah, I still sleep don’t I?” 

“So you get tired?” 

 “I get tired.” P9 

And when you said they had lots of time for 

you on the ward, why does that feel important 

do you think?” 

 B “Well because of the way you are.  I mean 

there’s some of them who were bad in there, 

sort of looking up… couldn’t feed, didn’t know 

where they were, no.” P10 

In the hospital, in the [.ASU.].” 

B “And I’ll tell you what, the time went so 

quick.” P14 

Well no, they actually... you know when 

you’re getting nothing found, and they tell 

you, you’re going home and that’s it.” P18 

And can you remember how long there was 

between someone telling you and you 

actually going home?” 

A “It was only a day.” P18 

because I had my old complaint back, upset 

stomach, they couldn’t handle it, so they sent 

me back to the [ ASU /hospital].” P7 

did you have any therapy in the hospital can 

you remember.” 

“Yeah. I remember I had them when I came 

out didn’t I?  At [intermediate care service/ 

setting].  Because you’re not... you’re getting 

any better, over a period they stop, yeah.  

You’ve had your money’s worth.” P17 

They’ve [therapists] been here to visit us, but 

that’s all.” P17 

No I complained about them and Social done 

that, Social Services got rid of them and then 

they got [Care service] in.” 

“And what... when you say that some of the 
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carers weren’t any good, what were the 

things that were... were not good?” 

“Oh I had a... an army nurse, so she got the 

bowl, put the flannel in it, squeezed it and 

threw it at me, and said get on with it.  Yeah.  

And we threw her out...” 

“Yeah, yeah... you get on with it!” laughter 

 “Yeah we slung them out, yeah,” 

“And the other carers that you said you had, 

the [caring service]..” 

“Yeah we got rid of them.” p20 

Yeah it’s not the best place to drive is it really 
“It’s bad enough driving this.[electric 

wheelchair] ” P21 

The nurses as significant for 
coping with the vulnerability 
experienced in the ASU after 
stroke   
 

The nurses were understood as  

significant and different. From 

Andrew’s perspective the nurses 

made up/ composed the ASU. They 

were perceived as also making it 

different and stand apart from the 

hospital and other wards. Although 

initially difficult to articulate, this 

difference was important. Andrew 

could explain this difference through 

contrast.  

 

They seemed to provide a continued 

presence but also generosity of time 

and kindness through their actions. At 

the same time they were understood 

what was your experience like, being on the 

ward?  What did you think of it?” 

“Oh they’re very good.  P8 

Well they have… it seems different to any 

other ward, you know,  they seem they’ve got 

the time for you.  Yeah it was lovely.” P9 

Well because of the way you are.  I mean 

there’s some of them who were bad in there, 

sort of looking up… couldn’t feed, didn’t know 

where they were, no.” 

“And what were you able to do when you 

were there?  Were you eating and drinking 

and… yep?  And talking and…?” 

 “I had a wheelchair didn’t I?  I used to get out 

in the wheelchair, yeah.” P10 

Well it didn’t… you didn’t er… associate it 

within a hospital.  That’s what it is.” P10 

“Um... I don’t know really.  I suppose when 

they’re trained, you know, you go in another 

ward, you get on with it, yeah... But not 

there.” P10 

And when you said they had lots of time for 

you on the ward, why does that feel important 

do you think?” 

 B “Well because of the way you are.  I mean 

there’s some of them who were bad in there, 
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to encourage and motivate. 

 

They appeared to hold an emotional 

and psychological significance for 

him. Andrew was thankful for them 

and was clear in his belief of them. 

Their training and similarity (in 

Andrews eyes) to Macmillan nurses 

seemed to indicate a significant 

dedication and specialization that 

was essential because of ‘the way 

you are after stroke’. 

 

In comparison the other staff on the 

ASU were felt to be absent in this 

account. When other theys appeared 

in his story they seemed difficult to 

remember. This may have indicated 

his distance from the interaction, their 

contrasting significance (compared to 

the nurses), or may have been 

associated with the brevity of the 

session.  

 

 

sort of looking up… couldn’t feed, didn’t know 

where they were, no.” P10 

Right and so what was different about that 

ward?  So in another ward you’d be getting 

on with it, what would...?” 

 “Yeah, they’d just say oh get on with it, but 

they’re there ALL the time, round you, you 

know...” p11 

You said they were... they sort of felt like they 

were all around you?” 

“Oh they were terrific.  You know...” 

“And how were they terrific?  You’re not 

getting away with anything! Laughter...” 

 “Well it’s hard to explain.” 

“I know, I’m sorry.” 

“You know.,..you sort of go in another ward 

and you’re just... that’s it...like a lump of meat.  

But there you’re not.  They look after 

everybody, and treat... everybody’s the 

same.” 

“Hmm.  And do you think that’s really 

important after you’ve had a stroke?” 

 “Yeah, yeah.” 

“Why did that feel important?  If you’d have 

ended up on another ward...” 

Well you’d just give up wouldn’t you? Yeah.” 

p11 
Yeah and they’re specially trained staff,  not 

like er... the ordinary nurses p12 

“Yeah, it is.  I suppose like um... Macmillan 

Nurses, you know they’re trained to do that, 

yeah.” P12 
Yeah, you felt, you know, as though you were 

looked after, oh yeah.” 

“And, I’m sorry because I’m trying to get as 

much information out of you as 

possible...laughter... when you say you feel 

like you were looked after, what does that 

mean to you really?” 

 “Oh a lot, after you’ve had a stroke, 
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yeah.”p12 

And you said they treat everybody the same.” 

 “The same, yeah.” 

“Why did that feel important?” 

 “Well because you’re sort of all one... no 

favourites, everybody’s... you were just one, 

yeah.” P12 

if you had to say to somebody, if they said oh 

yeah, well what was the ward like?  How 

would you describe it to somebody?” 

 “Absolutely terrific, yeah.” P12 

Do you think they could have done anything 

better?  Or... there wasn’t really anything...?” 

 “No, no.  That’s why I’m glad they never 

moved it.” P12 

what would you say about the care you 

received after your stroke in the hospital?” 

“That was very good.  Very good.  Even the 

[community rehab unit] , terrific.” 

“And was that terrific in the same sort of way, 

or was there any differences?” 

 “Yeah.   No the same way because they 

don’t have doctors out there, it’s just the 

nurses what look after you.” P13 

What was the name, they came here, the 

physio…?” 

J “What, the girl?” 

B “Yeah.” 

J “I can’t remember now.” 

B “I forget their names now.  Yeah, sorry 

about that…” p1 
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Appendix 14: A summary of Andrew’s, Sally’s and Jane’s idiographic 
analysis (stroke survivors)  
 
Andrew  
What emerged from the analysis of Andrews’ account was the time- temporal 
nature of his experience, the vulnerability he experienced (temporal, bodily, 
agency and self) after stroke, and in the ASU, and the significance and 
thankfulness he felt towards the ASU nurses for helping him cope with this 
vulnerability. He described his experience of having the stroke intimately in 
detail. There was an underlying sense of transition from the point of being in the 
ambulance and arriving at A & E. His ‘I’ and agency- seemed to disappear from 
his account- being replaced by a more general, second person ‘you’. He 
interacts with the first of many ‘they’s. These ‘theys’ appear and disappear 
throughout his post stroke experience. They send him and move him places, 
direct, tell, process him and do things to his body. They seemed to be the 
agents within his story. However most of these ‘they’s appeared 
characteristically un-distinct. Perhaps indicating the passivity and distance he 
experienced within this interaction. He continues to seem somewhat distanced 
from the events (or lack of) that follow. Time continued to be evident as an 
objective measure as he experiences change and variation (whether that be in 
place, or his body because of the stroke), temporality and subjectivity much less 
so. In the ASU the time went quickly, he sleeps and recuperates whilst the kind 
nurses care for him. His experience takes on a haziness that seems to reflect 
his limited ‘presence’ and awareness compared to before. However the nurses 
cut through the hazy ‘nothingness’. In his eyes, they were understood as a ‘they’ 
that was distinct and different. The nurses made the ASU, and made it different 
from the hospital and other wards, protecting him from the additional 
vulnerability he would otherwise feel. 
 
Sally  
Sally spent 2 months on the ASU and then returned later to receive treatment for 
deep vein thrombosis. Despite this she had little to recount about her time there. 
Whenever we were talking about her experience and time on the ASU she 
would quickly revert back to the present. This seemed to reflect what she 
needed me to understand and what she wanted to convey- her meaningful and 
completely altered present. It may also have indicated that her ASU experience 
held less relevance and significance in her story after stroke, a reduced 
presence and distance of her ‘self’ in the ASU, or a diminished awareness at 
that time. There seemed to be quite a contrast in her account of having the 
stroke, talking to the paramedics and nursing staff as she arrived at the hospital- 
alongside the briefest of mentions about of going to the stroke ward, then the 
CRU. From this section of her account her ASU experience meant being moved 
there twice and being dealt with medically (investigated and injected). Sally 
explained the significance of the time after stroke- when ‘it first happens’ (p37) 
that coincided with when she was on the ASU. It represented the magnitude and 
suddenness of the shock she experienced. It also involved the shock and 
sudden awareness of the significant affects the stroke had had- the first stark 
indication of loss of independence and freedom. When asked about the ASU 
specifically her first (and almost only comment) was about the visible busyness 
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of the nurses. It reflected time deficient nurses that were unable to pause, sit 
down and spend time with her. This was important, as she wanted to be able to 
talk and explain her feelings. There was a sense that she felt let down. However 
she also indicated that the staff (often they and them) ‘were very good there’ 
(p38), that they seemed to understand things more than others.  

A doctor also popped up in the midst of another part of her transcript (when she 
was talking about her previous shoulder replacement and the problems she 
experienced post stroke). On the whole, in a similar fashion he entered, 
disappeared, seemingly offering little of significance to her story after stroke. It is 
important to note that her account of the ASU appeared in contrast to her 
experience of respite in a nursing home. This more recent event seemed to 
reflect a personalized experience- almost like an invited and wanted house-
guest. At the nursing home she described all the staff, their roles and 
relationships. The other people she encountered in the hospital, ASU and CRU 
seemed to be allocated a more general they, them.  

Jane  
Jane had been admitted to the ASU three times, her latest stroke being 3 
months ago. She was there for about 8 days before going home (she refused 
follow up). Since the stroke she explained how her body had changed and some 
of the physical effects remained. Her body rather than being intact was 
understood as seemingly composed of separate parts that were less consistent, 
reliable, different or strange. Through the analysis ‘place’ and ‘self’ emerged as 
the foci around which Jane’s ASU experience revolved. She was thought to be 
situated and placed there with others. She described how this place was 
familiar- she was recognised and remembered. She literally placed and located 
herself within the ASU and her account- in the chair, by the window. This, 
alongside what became understood as the confines of the ASU, meant distance 
(space). There was a sense that in the initial time after stroke and on the ASU 
she experienced a period of separation and distance from her self and life. This 
was thought to provide her with an altered state of being as she paused, 
sensed, thought, and experienced time differently. Her experience of being 
confined in the ASU place was understood to provide time and space for self-
introspection and reflection. She explained how she made promises and looked 
to the future, what she would change and what her new life would be like. 

The ASU was a place that Jane described feeling thankful for and thankful to. It 
was understood to offer her safety. However it was also thought to represent a 
place that she did not entirely belong (self- place) and feel comfortable in. It was 
perceived as meaning reduced freedom, feelings of being confined and 
restricted. At first this place was understood to offer a safe haven for her to 
regroup and think after the stroke. However over a short space of time this 
seemed to change. This was felt to be interwoven with her experience of feeling 
confined, and also conflicted. She explained how she looked to escape the 
confines and do things for herself. Although she described appreciating the 
people in there for their kindness she was in a mind to abscond and later, 
escape completely. Attaining what was good for her ‘self’ by any means 
necessary. There was a sense that as this transition was occurring she 
perceived she was becoming problematic in the eyes of the staff. She used 
terms like ‘pain in the neck’, but also ‘horrid’ and ‘naughty’ to describe her 
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behaviour. The latter not dissimilar to describing an errant, misbehaving child 
and may therefore further support the paternalistic nature of her ASU 
experience. This shift and transition was understood as corresponding with her 
reinstated self and agency in her account. She was thought to demonstrate and 
sustain her sense of self through her refusal. She seemed to be prepared to do 
anything she needed, anything she was asked, even bend the truth to ‘get out’. 
This agency and self-efficacy was understood to have continued since she left. 
She explained how she had bought her own equipment, was exercising and 
managing her return to work all on her own accord.  
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Appendix 15: Moving from the idiographic and individual analysis to 
that of the collective 
As Figure 4 in Chapter 4 indicates, the analysis of the collective stories of each 
group: stroke survivors and healthcare practitioners: took on a more fluid form. 
This involved using each idiographic analysis, cutting out the themes and laying 
them each out in a corner of the room, working and playing with the themes, 
interacting and re-reading the accounts and transcripts (stages i-iii) as a way of 
moving towards the centre. 

 

 

Drawings and figures were used during this process to further engage with, and 
position themes in relation to each other as a way of moving towards a 
preliminary understanding of the whole (stage iv, see below). Throughout this 
process further refinement, clarification and emergent understanding occurred. 
Reflections included in Chapter 5 indicate how the notion of space began to 
emerge within Sarah’s analysis. My developing understanding about Jane’s 
ASU experience as being confined ‘in place’ also contributed to how I began to 
developing an understanding of the ‘space of the ASU’. The idea of the ASU as 
being experienced as holding space and transitional space developed quickly. 
However I continued to think and develop the themes that contributed to these 
two notions of space (see drawing below). One theme- a holding space that 
stood apart- was subsumed within another theme: holding space: offering 
protection and safe haven, and within the main theme: the ASU experienced as 
holding space. Other themes began to emerge within the notion of transitional 
space. In the diagram below, ‘reconstitution, re-emergence of self, agency and 
recovery’ as well as ‘self-other spatial practices’ and ‘self-spatial practices’ were 
subsumed in the final overarching theme: the ASU experienced as transitional 
space. 
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This was used to start to construct a findings chapter (stage v). Ongoing 
analysis (stage v-vii) produced the final themes. One of which, the ASU 
experienced as transitional space, made reference to spatial practices and were 
orientated around the nexus of self (see above), but was in fact co-constituted 
by the subthemes: transitioning self: surviving the lived space, re-emergence of 
self, and transitional space for recovery.   

The following tables show how, as I completed the analysis process, Andrew’s 
and the other stroke survivors’ individual themes contributed to the final themes 
developed (this is provided in a similar fashion for the healthcare practitioners in 
Appendix 21). After these tables, one theme is taken as an example. The 
supporting extracts across all stroke survivors’ are included in a table to 
complete the data trail.  
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Appendix 16: Andrew’s final themes and their contribution to the final themes 
Andrew’s themes  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Final main themes developed across 
the stroke survivors as a whole 

An intimate experience with vulnerability 
‘well because of the way you are [after stroke]’ 
(p10) 

A lived space encountered within 
their post-stroke space  

A falling away of agency and self 
‘when you’re getting nothing found, and 
they tell do, you’re going home and 
that’s it’ (p18) 

A lived space embedded and 
interconnected within the 
hospital/healthcare space 

A vulnerable body 
‘I had my old complaint back, upset 
stomach, they couldn’t handle it, so 
they sent me back to the [ASU/ 
hospital]’ (p7) 

The ASU experienced as holding 
space 

A vulnerable time-temporal 
relationship within the ASU 
‘you don’t know a lot because you 
sleep..’ (p9) 

The ASU experienced as transitional 
space 

passive relinquishing of self 
(surviving the lived space) 

The nurses as significant for coping with 
vulnerability experienced in the ASU after 
stroke 
‘you sort of go in to another ward and you’re 
just….that’s it…like a lump of meat. But there 
you’re not. They look after everybody’ (p11) 
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Appendix 17: An overview of the themes developed from the idiographic analysis of the three remaining 
stroke survivor participants and how they contributed to each final theme across the accounts as a whole  
Sarah’s themes   

 
 
 
 
 

Final main themes developed across 
the stroke survivors as a whole 

Fundamental disruption within her 
lifeworld after stroke 

‘And to go from that..to this’ (p9) 

A lived space encountered within 
their post-stroke space 

A complex process of transition of self and 
making sense in response to disruption 
‘Sometimes it doesn’t always go your way’ 

(p21) 

A lived space embedded and 
interconnected within the 
hospital/healthcare space 

Responding and transitioning through a 
social process of rebuilding within a 

community of strangers 
‘And you miss the fact that when you come 

home and there’s just you..and your husband, 
and there’s nobody else there’ (p12) 

The ASU experienced as holding 
space 

 The ASU experienced as transitional 
space 
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Sally’s themes  Final main themes developed across 
the stroke survivors as a whole 

Change and loss within her lifeworld and 
now-present 
‘it does alter your life completely’ (p23) 

A lived space encountered within 
their post-stroke space  

A potential need but less significant ASU 
‘when it first happens it does come as a big 
shock, you know’ (p37) 

A lived space embedded and 
interconnected within the 
hospital/healthcare space 

A less present ASU in her life (story 
after stroke) 

‘he’ll [husband] probably know this more. I 
think I was in there for nearly two months and 
then they moved me’ (p7) 

The ASU experienced as holding 
space 

Limited personal contact and 
support 
‘none of them had time to sit down and 
talk to you, you know’ (p36) 

 

The ASU experienced as transitional 
space 
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Jane’s themes 
An interaction of place and self  

 Final main themes developed across 
the stroke survivors as a whole  

Being situated in place- ASU as 
place 
‘it’s what I was thinking when I was in 
there’ (P12) 

A lived space encountered within 
their post-stroke space 

Familiarity of place 
‘they just laughed because they knew 
me from before’ (p20) 

A lived space embedded and 
interconnected within the 
hospital/healthcare space 

Place and time relationship 
‘Oh god a lot [of thinking], because you 
have a lot of time in there’ (p16) 

The ASU experienced as holding 
space 

 
Place (space) for sensing/ thinking  
‘because I was more comfortable I was 
able to sit..and think about things’ (p15) 

The ASU experienced as transitional 
space 

 
Feeling confined within place  
‘once the make-up goes on and the lipstick 
goes on and the perfume, they’re thinking oh 
my god’ (p20) 

 

Feeling conflicted within place  
‘and saying “please just let me go out for a 
while, let me have a shower this morning”. I 
was a pain in the neck really’ (p20-21)  
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Appendix 18: An example of the contributing extracts across all 
stroke survivors for one final subtheme: Holding through the spatial 
practices of nurses  
Participant  Contributing excerpt  page  

Andrew Yeah, they’d just say oh get on with 
it, but they’re there ALL the time, 
round you, you know...  

p11 

Andrew  Oh they’re very good.   p8 

Andrew  And when you said they had lots of time 
for you on the ward, why does that feel 
important do you think?” 
 B “Well because of the way you are.  I 
mean there’s some of them who were bad 
in there, sort of looking up… couldn’t feed, 
didn’t know where they were, no.” 

p10 

Andrew  Yeah and they’re specially trained staff,  
not like er... the ordinary nurses  

p12 

Andrew Yeah, it is.  I suppose like um... Macmillan 
Nurses, you know they’re trained to do 
that, yeah.  

p12 

Sally No they were all very good there …I 
suppose because they’ve had a lot of 
people, they did seem to understand things 
more than others.   

p38 

Andrew they seem they’ve got the time for you.  
Yeah it was lovely.  

p9 

Andrew  the same way because they don’t have 
doctors out there, it’s just the nurses what 
look after you [talking about the CRU but in 
relation to ASU].”  

p13 

Andrew I don’t know really, I suppose when they’re 
trained 

p10 

Andrew well it’s hard to explain..you know you sort 
of go in another ward and you’re just... 
that’s it...like a lump of meat.  But there 
you’re not.  They look after everybody, and 
treat... everybody’s the same. 

p11 

Jane  I was right near the window and they were 
there I only had to ask for something and 
they would do their utmost to go get it for 
me.  They were amazing.  You didn’t hear 
many of them complain... complain at all, 
because it’s not a nice job always to have 
to do is it?  

p17 

Sally The nurses were all so busy.   
None of them had time to sit down and talk 

p36 
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to you, you know.   
Jane And they just let me get on with the things 

that they know that... I just think... you 
know, they do an amazing job, they really 
do. 

p20-1 

Jane  The care that I got was just... well I couldn’t 
praise any more... them any higher, 
because they were just so kind and so nice 
and I... because I felt more comfortable I 
was able to sit and... and think about 
things.  

p15 

Jane  because one of the nurses lived in a 
caravan.  She was really kind, she’s the 
nurse that gave me a wash the first day I 
woke... you know, in the morning, that 
devastated me that... someone having to 
wash me, um... that was horrible.  And 
um... I remember her telling me that she 
lived in a caravan and because she worked 
so hard and they didn’t get that much 
money and she couldn’t afford to live in a 
house, so she lived in a caravan, poor 
thing  

p25-6 

Jane  All that hard work, I just thought it was 
unbelievable.  And she had to move out so 
many months of the year. I’ll not forget her 
actually.   

p26 

Andrew Well because you’re sort of all one... no 
favourites, everybody’s... you were just 
one, yeah.  

p12 

Jane because they knew me from before p20 

Andrew  when you say you feel like you were 
looked after, what does that mean to 
you really?” Oh a lot, after you’ve had a 
stroke, yeah. 

p12 

Andrew you know, you go in another ward, you get 
on with it, yeah….But not there’ 

p10 

Andrew Well no, they actually... you know when 
you’re getting nothing found, and they tell 
you, you’re going home and that’s it. 

p18 

Andrew  And can you remember how long there 
was between someone telling you and 
you actually going home? It was only a 
day.” 

p18 

Andrew  can you remember when you went 
home, was that....?” 
Andrew: Awful wasn’t  it?” 
Andrew’s wife-Yeah. 
Andrew; Couldn’t get in the toilet, couldn’t 

p18 
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have a bath or shower, yeah, couldn’t do 
nothing. 

Sarah  but it was nice, they [nurses] knew me and 
my family, and could ask, you know, 
because they would say well how’s 
[daughter] and I’d tell them what she was 
doing… 

p20 

Sarah  You feel cared for, that if you press your 
button there’s always somebody there 
who’ll come and help you with whatever 
you need help with and look after you 

p11 

Sarah  ‘I knew they were short staffed, I knew how 
much they were having to do and you know 
how little time they had to do it in’  

p20 

Sarah  things can’t happen the minute you want’,  
‘dinner or lunch is going to be a little bit late 
some days’,  
‘it’ll be a long time before they come and 
get you up or something.  

p16, p22, 
p21 

Sarah Because I’ve got an [pre-existing condition] 
which I have to have emptied… because I 
wasn’t able to do it myself,   

p16 

Sarah We were all afraid she would choke, you 
know, when she was being sick, and even 
at night,  

p16 

Sarah we dreaded the nights because we knew 
there was not going to be anywhere near 
enough staff on duty and we all used to say 
to each other ‘try not to need anybody, 
because you won’t get anybody!’ [laughs] 

p17 

Sarah if you need their help, you need their help p18 

Sarah Well they were normal 
Oh yes, very down to earth. 

p19 

Sarah make sure you don’t fall, you know.  
but I always had to have somebody with 
me…  

p11 

Sally “And does that feel important, once 
you’ve had the stroke?” 
S Yes, yes... I mean I know people can’t 
understand... like having a baby, you can’t 
really understand what the pain is like 
unless you’ve had one 

p37 

Sarah lots of patients in there, and sometimes it 
would only be like one staff nurse and 
three health care assistants for the whole 
ward 

p13 

Sally  Even in hospital they didn’t... they’d give 
you a plate of food, put it in front of you.  
They don’t stop and think you can’t cut it up 

p39 
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because you haven’t got two hands. 
Sarah I used to say to her look [name] 

she’s one nurse and she’s got 40 
patients to go around and deal out 
the medicines to, you know, she 
can’t be here first 

 

p20 
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Appendix 19: The close textual reading developed for the first 
healthcare practitioner– Clare 
Clare  
Clare was a nurse on one of the ASUs. She described ‘arriving on the ward’ 
after she qualified, and being ‘brought to save life’. Both of these phrases were 
understood to indicate her first key transitions on the stroke unit within her 
narrative, her beginning and birth as a nurse, and finding her home in which to 
belong as a nurse. Since then she was understood to have continued to 
transition over time within the space of the ASU- making, creating, managing 
and sustaining her nursing self. As such Clare and the stroke unit’s histories 
were conjoined and intertwined. They were thought to have journeyed, evolved, 
transitioned and changed together. 
 
The foundation and fundamental structure of her experience of working with 
stroke survivors within the space of the ASU was understood to mean making a 
difference in the lifeworld of another- for her self and another (her existential self 
as a human being for another human being). This involved stability and 
transition within her selves and the personal felt significance of these for her 
own self, and that of others (i.e. patients, relatives and colleagues). 
 
‘and when I qualify I thought’…’one person isn’t going to make any 
difference’(p24) 
Making a difference in the lifeworld of another – for self and another (Clare’s 
project) 
 
Clare recounted how she changed her thinking and direction after qualifying. 
This was thought to relate to her fundamental need as ‘one person’ to make a 
difference. She was understood to have found the profession ‘it’s all I’ve ever 
wanted to do’ (p68), then the setting and place (the ASU) for her to belong and 
be a source or reason for noticeable change and effect in the lifeworld of 
another. She perceived this as significant for the patients that she worked with, 
her own self-development and for sustaining her self. For example: 
‘you know but I couldn’t think of working anywhere but with stroke now because 
it makes you a better person I think’ [for self] (p25) 

‘she’d got everything back [after thrombolysis] within minutes..you know ..that is 
what makes working here worthwhile’ [for another and self]. (p17) 
 
She was understood to evaluate and make sense of her experience alongside 
this fundamental strand: this ‘making a difference’ on a daily basis. This 
corresponded with what she often referred to as ‘doing good’ ‘being worthwhile’, 
’good days’ and ‘bad days’. There was felt to be a clear juxtaposition of good, 
bad and extremes that materialised as part of Clare’s experience: 
‘It has days when you think I’m gonna look for another job tomorrow [laughs] 
yeah…but there can’t be anything more rewarding than this…but it can also be 
devastating’. (p46) 

Experiencing this goodness – this fundamental ‘it’ was also understood to mean 
experiencing the contrasting, sometimes coexisting badness. Clare was thought 
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to respond to this badness with goodness. In fact it was this adversity that was 
felt to provide Clare with opportunities for making a difference. At the same time 
there was a sense of something more complex. By referring to ‘there can’t be 
anything more rewarding than this’ she was felt to be definitive and unequivocal 
in her belief.  However this was framed between two inherently negative 
statements, she laughed and also referred to ‘devastating’ all of which 
suggested a less overt but more profound dilemma. This intimated that at times 
her belief and her ability to sustain this were indeed tested. There was a 
pervading feeling that she was both making sense and convincing herself that 
without this, the fundamental heart of her experience would be truly under 
threat. This was understood to meaningfully relate with her ability to maintain the 
authenticity of her self and the balance and compatibility with her ‘whole’ (again 
successful in the most part). This incongruity was thought to perhaps hint at a 
more tenuous and precarious balance that was more challenging for her to 
sustain. This is further considered in the final section of this reading. The 
following excerpts were also thought to support this. They provided 
understanding of the fragility of her capacity to make a difference and at a more 
elementary level, just survive the day. Clare was describing and classifying her 
‘good’ and ‘bad days’: 
‘the best days are the days where you`re actually working with people, patients 
and staff that you..get on with because without the laughter on the ward the 
patients wouldn’t get through the day and we wouldn’t get through the day’ (p18) 

‘on the bad day- I`d feel helpless because you don’t know what...what to do 
…where to turn and you know it`s not going to end until you walk out that door’. 
(p68). 

As such the good days were not thought to be devoid of challenge. Clare was 
understood to experience threats and conflicts to her fundamental thread, which 
were meaningfully related to her own personal felt significance and perceived 
felt significance for others (i.e. patients and staff). This was understood to 
unequivocally pervade Clare’s story and making sense process: a fundamental 
goodness and success in making a difference (despite the challenges she also 
experienced). Good, goodness and ‘making a difference’ won out: 
‘And there’s a lot of satisfaction with it and you feel that you are doing good the 
majority of the time’. (p25) 

Of additional note, throughout Clare’s story and narrative was the suffusing 
strand of emotion: hers and the people that she worked with. This guided my 
interpretation. Through her embodied felt experience she was thought to live, 
experience and practice emotionally. She explained how she recognised, 
sensed, felt, analysed and used emotions. She felt she contributed and 
responded emotionally to patients. Authority and authenticity of her senses, 
feelings and emotions were understood as permeating all aspects of her 
experience.  
 
‘and everybody is just as important but the nurse…is the one that does 
everything when everyone else has gone home’ (p38) 

Managing and employing a portfolio of nursing selves 
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As part of Clare’s experience recognition of the importance of everyone was 
understood to coexist alongside the singularity and distinction of the nurse. 
During the analysis, I listened, read and returned to the above extract. I felt a 
real sense of awe for nurses, nursing and this nurse. What Clare said here was 
felt to reflect the magnitude of roles and responsibilities inherent in nursing work, 
those they take on, relinquish, absorb or have been given, whilst becoming 
fewer (sometimes singular) in number. It reminded me of a vast, complex 
iceberg sitting beneath the surface out of sight. As Clare discussed and made 
sense of her experience what seemed to sit beneath the surface of her story 
was her portfolio of selves and how she transitioned and merged the multitude 
of these facets of her nursing self. Power and control over these transitions was 
understood as intertwined within this process. The need for this portfolio of 
selves: 

• stroke nurse self 
• nurse- transitional self 
• nurse- caring self  
• nurse – rehabilitation self 
• nurse member of community of practice- self 
• nurse-advocate self  
• moral- ethical self 
• nurse manager self 

were thought to originate from Clare herself, from the needs of patients and 
relatives, but also from a less visible ‘they’. 
  
Listed above, these facets of Clare’s nurse self appear separate and distinct. In 
most cases they were thought to merge and interconnect. The majority of these 
facets were not explicitly classified or articulated by Clare. Instead they emerged 
through my interpretation as she talked about her experience. For example in 
one sentence towards the end of our second conversation Clare explained:   
‘if you didn`t give the initial nursing  care they wouldn’t survive….so...initially 
they need the nursing care… to survive and then they need the nursing care to 
continue the therapy …to get them to rehabilitate so…’ (p56). 

In this context Clare’s ‘nursing care’ was understood as representing different 
transitions (survival, to therapy and rehabilitation, to (self) rehabilitation), her 
perception of the patients’ needs, and the significance for her as a nurse. 
However this phrase didn’t convey the broadness and complexity of facets of 
her nursing self that she was understood to utilise and manage. This initial 
straightforward picture was thought to obscure a greater degree of complexity 
and ambiguity that became a common feature of Clare’s experience and making 
sense process.  
 
Clare was felt to make sense of these co-existing selves in combination with her 
central thread. She was understood to merge, manage and sometimes transition 
between them. Other times she was thought to sustain and utilise multiple 
selves at once, practicing across and within different frameworks and models of 
working (i.e psychosocial and medical domains of practice, 
managerial/intervention and personal/ interactional). Although her nurse-
managerial self was mentioned, it was virtually absent from the rest of Clare’s 
account. Apart from highlighting that she enjoyed teaching students and 
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healthcare assistants (HCAs) the only other reference was ‘and just really 
manage the ward ..if I am the most senior one on’ (p6). This was thought to 
intimate a facet that contributed less to what she felt was significant in her day-
to-day working practice. 
 
In contrast, Clare’s stroke nurse self was understood to able to give to another, 
do good and make a difference. This was thought to relate to the meaning and 
relevance she perceived that the work involved, the opportunity to expand her 
potential to make a difference (across a large population of stroke patients), and 
the variety and challenge in the field of stroke (for her own self development and 
self actualisation): 
‘you know..it...I couldn’t work with anyone else- there is so much going on with 
stroke and so much evolving and so much that you can give to it ...there is so 
many people getting it’. (p25) 

Compatibility and congruence was understood to exist with this particular facet 
of her working practice. Clare was felt to respond to the needs of another, 
transition for the benefit of another/s: individuals, the community of practice, 
wider community (hospital and stroke community), nursing profession. She 
explained how she responded to change (in field of stroke, the acute stroke unit, 
nursing profession, hospital setting/place) through her transitional self: 
‘Then you grew into it and then your role extended’ (p7) 
‘And in the time I’ve been here..and there’s been so many different things we’ve 
had to learn’. (p68) 

This was understood to involve new roles, continuation of existing roles and 
extending of roles over time. Thrombolysis and swallow screening were thought 
to be a subsumption of roles from other members of the team. Clare described 
the felt significance of these developing roles for both her self and patients 
(positive and negative): 
‘prior to us swallow screening….you know so if they don`t get the 
nourishment then they`re not gonna get better….and they can`t take their 
medicine so..  to me that was one of the big improvements initially in stroke care 
–is that us nurses can do the screens …and I was really pleased to be one of 
the first to..to be taught it’ (p59) 

‘there`s several ways it could be key- like if there`s only 2 trained nurses on 
..you`ve got one goes up to the thrombolysis then your care for the patients 
down isn`t then neglected …..but it`s ..it`s delayed ...it`s slower because there`s 
less staff down here to do it- and if you`ve only got one trained and it`s right on a 
drug round….then its gonna take a couple of hours to do 20 patients.’ (p41-2) 

Other important transitions and specialist nursing roles: drug rounds, artificial 
feeding and palliative care were perceived as becoming a more significant part 
of her nursing work: 
‘And we’re getting more deaths…and they’re the bad days you know’ (p51-2) 

‘I think more in the nursing team [if a patient is dying]..because apart from if they 
need suction or chest physio or anything...the therapists tend to back off’. (p53) 

These excerpts brought me back to ‘but the nurse’, and what seemed to be their 
distinction. Clare’s nurse was understood to be a person that literally stepped 
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forward and closer during death, transitioned and took on roles, whilst still 
maintaining her existing roles, often in isolation ‘And no-one to help the nursing 
staff do it…’. (p50). It is important to revisit the part of the conversation that 
finished with ‘..but the nurse’. Clare began talking about why she thought 
teamwork was so necessary. She explained how physiotherapists could help the 
nurses in their handling of patients. This quickly moved to: 
‘so that you continue the physio when the physios aren`t here the..you don’t just 
wash everybody you get them to do it themselves so you’re continuing the OT 
work…. erm you work with the dietitians like speech and language aren’t here at 
the weekend so we learnt how to do…. swallow- basic swallow screening to stop 
people being nil by mouth ..so you`re all working with everybody else.’ (p38) 

This list seemed to gather a momentum of its own as she talked. It was thought 
to indicate Clare’s transitional and community of practice self at work in 
combination, and towards factotum- a generalist and master of integration- who 
merged all these roles from other members of the community of practice. This 
excerpt was also felt to point towards ambiguity and imbalance. Clare often used 
the words ‘everything’, ‘everyone’ ‘everybody’, ‘absolutely everybody’ when 
describing the importance of teamwork. Clare was understood to consider the 
team and her community of practice self within it as significant for the work that 
she did, and particularly important for her personally. Through positive 
relationships within this community she was understood to feel valued and 
supported. She described experiencing feelings of enjoyment, fun and laughter 
that offered strength and support to get ‘through the day’ (staff and patients). 
She was understood to be able to learn, transition, use staff members’ individual 
strengths, experience, share emotionally with them and patients, ‘you can have 
a laugh and a joke with patients as well’ (p47), and work for the benefit of the 
patient: ‘you can get on better and if the team gels then they`re gonna work 
better together… people..things get done quicker’ (p47). Clare explained that as 
part of the ongoing change, HCAs now carried out the care of patients. This 
relinquishing of role was understood to bring with it a conflict and removal of the 
very essence of Clare’s nurse – caring self, demonstrated by: 
‘The washing…getting them out of bed- feeding them..doing the obs which 
is…turning them ..all the things that we should be doing but we don’t always get 
the time’ (p65). As such there was thought to be a cost to self (caring self) for 
Clare as a result of her nurse-transitional self. She described how there were 
increased demands and expectations (from herself and others), uncertainty, 
time and busyness. These were described as constant and felt by her: 
‘you know but you never stop- …..drug- ward rounds, meetings’ (p66) 

‘but it`s still quite scary- you come in some days...and trying to get the workload 
done in the time that you`ve got you know...’ (p45) 

‘you know and when the thrombolysis started – I`m still frightened of 
thrombolysis’ (p41) 

‘we get moved off sometimes….which I hate’  [transition in place- moved to 
another ward because of staffing] (p6). 

Clare was understood to experience physical and psychological/emotional 
effects in relation to a lack of congruence within her portfolio of selves. Clare 



 

 387 

described both the existence and the magnitude of tiredness as a normal part of 
her working day: ‘it has been an exceptionally tiring day’ (p27), ‘I am really tired’ 
(p27), ’but I was so tired’ (p36), ‘I would like to do it on a day off this time so I’m 
not tired’ (p27), ‘I was just too tired’ (p62). Despite this aspect of her experience 
Clare described how she still sustained and the nursing staff manage. 
 
Through the analysis it emerged that Clare’s nurse caring self was particularly 
central to her sense of belonging, important for her personally, and congruent 
with what she perceived as significant in her work with stroke patients. In the 
following section Clare was thought to be unusually definitive and repetitive in 
her use of I: 
‘ you`ve got it right there – as I don’t have a good day I don’t feel I`ve had a 
good day unless I have had hands on care of a patient…..and I think then I`ve 
worked well today…. that was a good day 

Me: - why does that feel so important? 

cos that`s why I came into nursing’. (p67) 

The later part of this excerpt was said clearly, without hesitation. It was 
understood to demonstrate unequivocally her original motivation to become a 
nurse, the power and continued importance of her nurse caring self to her ‘I’ and 
her sense of belonging. The need for Clare’s caring self was thought to be 
always present. Clare described how she responded to the adversity that stroke 
brought to another with her nurse caring self: 
‘it`s a bad time and they`ve got to get through it and I imagine ...I thought about 
how I would feel if I was that person….I`d be really black ….you know it`d be 
....god I`d be devastated if I had stroke’ (p56). This adversity was thought to 
include death and the range and magnitude of emotional responses and 
consequences of stroke (despair, depression, vulnerability, helplessness, relief 
and joy). As she recounted and made sense of her experience (her emotionally 
felt experience) during the interviews, fear emerged as a singular character: 

‘talk to them while they`re frightened….you can be scared as well but you`ve got 
to show that you`re not’. (p40) 

This excerpt was understood to indicate her emotional felt sense, the relevance 
of fear and emotion as part of her experience, and emotional labour within her 
nursing practice. She was thought to corporally sense and respond to the 
adversity experienced by another emotionally and with time, patience, empathy, 
compassion and understanding. She explained how she talked, supported, 
encouraged: ‘giving the care that they need but also the encouragement that 
they need’ (p34), reassured, listened, distracted, involved and was just ‘there’: 
‘if they`re having a bad day they`re having a bad day and there`s nothing you 
can do about it you`ve just got to be there for them’ (p69). 

Clare’s caring self and central thread of ‘making a difference’ were felt to be 
intertwined alongside her nurse rehabilitation self. Clare perceived that 
supporting and encouraging the patient’s psychological response and transition 
were important for recovery. A bidirectional relationship was thought to exist. 
She explained how psychological response was important for progress 
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(physically and psychologically) and progress had a positive effect on 
psychological wellbeing:  
‘cos even if they don`t recover fully they`ve got to feel they`ve achieved and 
succeeded even though they know they haven`t gone the whole way.’ (p55) 

‘try and get them out of the sick patient you know..but..without the laughter. And 
the tears you don’t get anywhere really’ (p20). 

Clare perceived that emotion work was needed for patients’ transition towards 
recovery. The interconnection and importance of mind (emotional/ 
psychological) and body (physical) were understood as important both in Clare’s 
nursing selves and in the perceived felt significance for stroke patients’ recovery:  
‘and I think stroke rehab in a lot of ways is a really bad struggle- if you can`t walk 
at all and then you being..you tried to...people are trying to make you do it….it 
must be really hard but we don’t actually see what goes on we just get told what 
to do...but some of them you can see them actually fighting ..they`re on the hoist 
and they see someone on that hoist  ... ‘how do they get on that?’ and you see 
them physically …..really willing themselves to..to improve.’ (p57) 

This was understood to reflect both the physical and psychological challenge of 
rehabilitation. Work, effort, taking control and transitioning towards (self) 
rehabilitation were though to be involved in responding to this challenge. The 
latter was perceived by Clare to reflect the primacy of the individual’s response:  
‘that the patient`s got to fight they`ve got to not physically fight obviously but 
fight their will really..if they don`t want to..if they want to get better they`ve got to 
fight ..they`ve got to….maybe fight’s not the right word but it`s what I think 
of…..but work really hard ….it isn’t just lie in bed and it`ll all come back you`ve 
got to work to get it back’ (p35). 
 
Clare was understood to utilize and intertwine her nursing rehabilitation self 
and caring self to encourage patients to respond to the physical and 
psychological challenge of rehabilitation. She was thought to respond to what 
she perceived was patients’ felt experience, their different responses to 
transition, and the different needs they and their relatives had. She described 
how she supported and encouraged patients so that they could respond to the 
emotional consequences of stroke, transition emotionally (fear to hope, dark to 
light), adapt, learn, adjust, strengthen and preserve their ‘self’, independence 
and take control. She explained providing opportunities to patients to regain 
control through decision making, ‘I’ll always offer them the choice’ (p64), 
maintaining and encouraging independence: 
‘our goal is to encourage the patient rehabilitation and get them to do what they 
can for themselves and try to encourage those that don’t want to do it’ (p20). 

 
‘You’ve got to be the right person to work with these people’ (p24) 

Making sense of congruence and disharmony within her portfolio of selves and 
project (making a difference to the lifeworld of another) 
 
Clare was thought to experience stability and transition within her nursing 
selves. The former was understood to involve maintaining congruence and 
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compatibility across her portfolio and a sense of belonging alongside her central 
thread of making a difference. Congruence was felt to be evident in the extracts 
below: 
‘You’ve got to be the right person to work with these people [stroke patients]’ 
(p24) 

‘I can get involved and get to know your patient and out…like that outside as 
well [laughs]’ (p51). 
 
Although the first quotation was felt to indicate compatibility and belonging 
between her self and patients, I was struck all ‘these people’- perhaps also 
understood as all ‘her selves’. Compatibility and congruence were understood to 
not always be possible. When difficulties and discrepancies were present Clare 
was thought to literally question (see below) and make sense. The following 
excerpts show how she was thought to work on resolving her inability to make a 
(positive) difference in the lifeworld of another as part of her moral and ethical 
self. This was felt to result in changing her thinking and lens on the problem:  
‘and the fact that we save patients now that we never used to save... and they 
just go to a nursing home as a vegetable and even the family sometimes says 
why?’ (p21) 

‘but you can`t look at it like that though cos if you did you might not try and save 
some lives because we`ve all had some that you`ve thought ..oh it’s not going to 
be worth doing anything with them..they`re going to die...and they haven`t died 
and they`ve made good recoveries’ (p22). 

Clare described a challenge to what was understood to be her sense of 
congruence where she explained ‘they’ ‘want people out quicker and into the 
community’ (p32) without there being sufficient community services in place. 
There was a sense that she resolved this through an unexpressed acceptance 
of her lack of power over the situation. Similar to the example above, she 
described viewing the problem from a different perspective- considering the felt 
significance to the wider community of stroke patients in the hospital instead: 
‘turnover`s quicker you can get more stroke patients in …cos although I`ve got a 
20 bedder ward you can guarantee there`s someone else somewhere in the 
hospital whose got a stroke’ (p60). 
 
It was understood that Clare was able to accept, resolve or acknowledge that 
she had no control over some of the difficulties she experienced as part of her 
day-to-day work on the ASU. Others were thought to bring her into conflict 
externally and internally; perhaps providing a sense of fracturing within her 
portfolio of selves and central thread that Clare had worked so hard to build and 
sustain. This was thought to include the previously discussed threat from her 
transitional self on time, demands, the subsequent physical and physiological 
effects she experienced, and concerns for her caring self. Her nurse- advocate 
self emerged as she recounted how she transitioned for the sake of stroke 
patients. This was understood to have occurred because of opposing priorities 
(hers: patients, and management: money). She explained how she personally 
transitioned-from ‘I’m not a very confident person’: to ‘I stood up’, and she 
‘spoke her thoughts’. Through this nurse advocate self she ‘fought’ for the rights 
of stroke patients. However it was understood that because of the incongruence 
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with her selves and the power involved in this confrontation, there was a cost. 
She described the emotional consequences she experienced as a result: ‘by the 
time I got back here [ward] I was in tears [laughs]’ (all p37). 
 
Clare explained how some of the changes and transitions were decided or 
demanded by others: 
‘eventually they decided that ..decided to swallow...do nurses that could swallow 
screen to a certain level’ (p2). As such Clare was understood to experience 
varying degrees of control and uncertainty. She was understood to achieve a 
semblance of harmony when she perceived that the transitions would positively 
contribute to patient care. Despite this Clare recounted ‘it’s bad at the minute’ 
(p20), ‘at the minute it’s very hard anyway’ (p21) a few times during our 
conversations. This provided an insight into the relevant background to her 
current and immediate experience: ‘that particular day everyone was fearful 
about their jobs and the quality control had been here and things have changed 
in how we write things and.. increased the workload really..’ (p33). This was 
understood to reflect a more significant loss of control and perceived present 
threat to the congruency of her selves, her central purpose and her sense of 
belonging. Clare was understood to have invested heavily of her self, and in her 
sense of being a nurse, and a good nurse. Her account offered an insight into 
what were perceived to be potentially disruptive events (i.e. change to her role, 
changing service, advances in practice, Care Quality Commission visits) to her 
self-making and her sense of continuity in self-made project and work. 

At first reading Clare appeared to consider all her roles and nursing selves as 
simple, straightforward and essential – perhaps even mere aspects of her work. 
This was reflected by her repetition of ‘just’: ‘Just trying to talk to them’ (p69), 
‘just got to be there for them’ (p69), ‘just the teamwork’ (p18), ‘just really manage 
the ward’ (p6), ‘it’s just encouraging them’ (p33). However she also used ‘just’ 
when framing the impact of stroke, incidence of fear, and stating that: ‘you don’t 
just wash everybody’ (p38). This was perceived to reflect the nuances and 
contradiction present in her experience. Understanding that nurses perhaps 
‘just’ do- they get on and manage- whilst also not ‘just’ doing all these things. As 
Clare’s account offers access to, nursing as understood as complex, intricate, 
necessary and ‘just’ (also aligned with Clare’s moral and ethical self). Clare went 
on to explain: ‘it`s just – there`s a lot of giving without any actual hard work’ 
(p68). Clare’s experience was understood to involve creating, utilising and 
managing her portfolio of nursing selves. These were thought to be her gifts to 
another. Some of these were felt to require little effort or cost to maintain. 
However there was a definite sense of the emotion work and labour involved 
when there was perceived to be dissonance. On the whole, Clare was 
understood to maintain and sustain the authenticity of her self and her portfolio 
of nursing selves through their congruence and compatibility with her central 
thread and purpose as a human being and her nursing self- to make a difference 
in the lifeworld of another: 
‘You know…that is what makes working here worthwhile’ (p17). 
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Figurative representation of the themes developed for Clare 
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Appendix 20: A summary of Helen’s, Angela’s and Beth’s idiographic 
analysis (healthcare practitioners)  
Helen  
Helen’s experience and story represented the ASU as a space that involved 
interwoven multiple, varied and complex points of contact and connection. 
Interactions existed within the space of the ASU (but not separate or devolved 
from the hospital or lives outside of the unit). These were understood to reflect 
causal relationships and an inherent (but less explicitly acknowledged) 
complexity. Specifically within her experience of the ASU was her perception of 
the existence of a variety and range of possibilities and indefinites. Central to 
her experience was being an embodied point of contact and connection for 
stroke survivors, relatives, and staff (particularly nurses based on the ASU). She 
was thought to do this through being with/ alongside and connecting through 
conversations. There was a sense that as this embodied point of connection she 
was grounded within the complex interconnected space and work of the ASU. 

However within this complex space she was understood to also experience 
significant change to the stroke unit, the work that was done there, and her role. 
This was thought to provide additional complexity and challenge. She was 
perceived to attempt to make sense of the change and transition through points 
of contact. Temporal points of contact were the means through which past and 
present were contrasted and how she was understood to look to and visualise 
the future. She was thought to attempt to make sense of the implications of 
change through the convergence and divergence between other multiple points 
of contact. These were understood to include her beliefs, responsibilities, the 
policy, reality and resources available. Within her making sense process her 
thinking, beliefs and felt responsibilities to patients and colleagues were thought 
to be developed, definite and constant. When considered alongside the change 
in policy, reality and resources available she seemed to experience conflict and 
discrepancy. She was understood to experience difficulties, felt dissatisfaction 
and scepticism when her internal beliefs and thinking diverged from that of the 
policy, change and transition in ASU care. There was a sense of discord 
between policy that focused on the definite rather than the indefinite-ness that 
was embedded within her narrative. She felt pulled away from patients, relatives 
and the embodied connection that was so central to her role and thinking. This 
meant that she was thought to be inherently sceptical of both the achievability 
and focus of the changes made. Her story appeared to begin in a positive light. 
However as she continued there was a pervading sense that although she was 
felt to strongly believe in hope, its importance for the people that she worked 
with, in all walks of life, and for her to work there (the ASU)- the changes she 
had experienced, the implications she had and was witnessing, meant her 
capacity for hopefulness was diminished. I was left with a real sense of a tipping 
point (particularly for her and the nursing staff). 

Beth  
Beth’s experience of working on the stroke unit was understood to begin and 
continue within a story of belonging. She was thought to have found the job she 
had been waiting her whole life for, work that matched and suited her and her 
self. Alongside her explanations that everything was completely new, completely 
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different, and that she started from scratch- there was a sense that although 
different in some ways, the work she did upheld and was compatible with her 
thinking about life and the world- through which she belonged. As Beth talked 
about her experience she seemed to present her world and the people who 
populated it in identical and different forms. Her primordial world – and 
sameness- was thought to be as a person and a human being. This was 
understood to take precedence, was consistent throughout her story (and life 
outside) and framed her experience of the ASU. This appeared to correspond 
with what she considered as the universality of compassion- a natural, moral, 
ordinary and inherently interwoven part of her experience of working on the 
ASU.  

Beth and the people on the ASU were understood to belong and were identified 
through their sameness and difference. Beth’s experience was perceived to 
mean belonging through her wants for, and contribution to another (patient). She 
explained how she made a difference to patients by helping and caring. She 
described witnessing difference and change through patient’s progress. This 
was understood to reflect an emotional felt significance for her and perceived 
significance for patients. Beth felt she assisted patients physically and 
psychologically within individual interactions. The former indicated technical and 
mechanical activity directed by the therapists. The latter was thought to 
represent a more dynamic, fluid, intuitive and self-directed process where she 
used her interactions, and how she responded and adapted, working with 
patients across a range and spectrum of difference, to uphold the individuality of 
the person, best meet their needs, and perhaps more unconsciously to 
counteract the separation and distinction of the patient.  

Beth was clear and definitive in her thinking throughout the interview. This 
corresponded with what was perceived as her inherently positive experience 
(containing minimal conflict). However she also found the experience of the 
interview challenging – and often repeated ‘it’s hard’, ‘too hard’. This seemed to 
reflect a more complicated relationship between us both, and/or comfort with the 
process. It may also have indicated a different experience with reflection, how 
she thought and made sense of her experience. At other times and/or at the 
same time there was a sense that this may have indicated what was understood 
to be her fundamental and moral belief in her natural and commonplace 
approach. That she just does what she does-and doesn’t think or deconstruct it 
in the way she felt my questions were asking her to.  

Angela 
As Angela recounted her story I began to understand that change and 
development was a central thread and this existed alongside time. As I worked 
with Angela’s story I got a sense that she was laying out her experience 
topographically but outwards, beyond her inner self. She explained how she and 
others were instrumental in providing both the stability and impetus necessary 
for driving, powering but also sustaining and persisting with development and 
improvement. There was a clear sense of individual and shared responsibility, 
power and ownership within this aspect of her experience. This appeared to 
provide the background (representation) of her horizon of understanding- from 
which she made sense of her subsequent experience on the ASU. Angela’s 
experience, orientated around the change and transition of the ASU was thought 
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to involve contrast and difference. She was understood to live through a 
contrasting experience of change and a contrasting experience of the ASU 
because of change. This was associated with what had come before (see 
above). It also reflected the nuances and tacit aspects of her experience. Some 
of this contrast was understood as representing dissonance and discrepancy 
that was clearly expressed and distinguishable. Contrast also demonstrated the 
shades and traces that were less visible but that still emerged as I looked to 
understand and interpret Angela’s experience.  

Angela experience was understood to mean attempting to make sense of some 
of the contrast and difference she experienced within her experience of change 
and the ASU. However some aspects were well hidden and private. Her 
experience was felt to be an inherently positive portrayal despite the contrast 
and difference. She appeared to sustain her belief in the positive contribution of 
change towards development, becoming more and better. This was thought to 
help her make sense of the more challenging aspects of her experience; the 
contrast in the ASU; and offset the losses/ gains. She seemed to change her 
portrayal to a more positive representation- categorising and re-ordering her 
thinking towards something that felt more tidy and comfortable. There was a 
sense that this involved more deliberate work and managing/ making sense of. 
As part of her experience she was understood to have to rethink and reframe. 
This was thought to be evident through her process of making sense of her 
contrasting experience of the ASU and her work there. 
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Appendix 21: An overview of the themes developed from the idiographic analysis of each participant and 
how they contributed to each final theme across the accounts as a whole (health practitioners) 
Clare’s themes  Final themes developed across the 

health practitioners as a whole 
Making a difference in the lifeworld of 
another – for self and another (Clare’s 
project) 
‘there’s a lot of satisfaction with it and you feel 
that you are actually doing good the majority 
of the time’ (p25) 

Work as existential project: experiencing 
authenticity and belonging 

Managing and employing a portfolio of 
nursing selves 
‘and everybody is just as important but the 
nurse…is the one that does everything when 
everyone else has gone home’ (p38) 

Experiencing authenticity and belonging 
through their relationships with others 

Making sense of congruence and 
disharmony within her portfolio of selves 
and her project (making a difference to the 
lifeworld of another) 
‘there can’t be anything more rewarding than 
this…but it can also be devastating’ (p46) 

Experiencing authenticity and belonging 
through their contribution to patients’ 

transitional work 

 Experiencing vulnerability to their project 
 

Feeling displaced in time 
 

Feeling a disrupted sense of belonging 
 

Surviving threats to belonging and 
authenticity 
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Helen’s themes  Final themes developed across the 
health practitioners as a whole 

Considering and working with multiple varied 
interwoven complex connections and interactions  
‘it’s the effects, and with each ripple there’s the effect of 
the stroke and the relatives and the interaction’ (p15). 

Work as existential project: experiencing 
authenticity and belonging 

Being an embodied point of contact and connection 
‘And I would be there with the patient....guiding them or 
facilitating where they were going to go’ (p7). 

Experiencing authenticity and belonging 
through their relationships with others 

Experiencing significant and substantial change in 
the interrelated space of the ASU 
‘it’s gone almost too much the other way 
now’…’because the acute sides taking over now’ (p41) 

Experiencing authenticity and belonging 
through their contribution to patients’ 

transitional work 

Making sense of change and transition through 
temporal points of contact and connection 
‘we are quite flexible at the moment but I`m 
worried..that …once things come in…once things are 
put in black and white’…(p27-8).  

Experiencing vulnerability to their project 

Making sense of the implications of change and 
transition through points of contact/ connection  
‘I am getting pulled away from where I should be’ (p7) 

Feeling displaced in time 

 Feeling a disrupted sense of belonging 
 
 

Surviving threats to belonging and 
authenticity 
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Beth’s themes  Final themes developed across the 
health practitioners as a whole 

Belonging and identifying through sameness- 
difference (world, humanity)  
‘we’re all human beings and all the same in the bath is 
what I always say’ (p30) 

Work as existential project: experiencing 
authenticity and belonging 

Universality of care and compassion  
‘that is what it’s all about isn’t it? You don’t sort of come 
in and think oh yeah that’s right, there’s some patients 
here, we’d best be looking after those.’ (p33) 

Experiencing authenticity and belonging 
through their relationships with others 

Belonging through your wants for, and contribution 
to another  
‘because you want the patients to do well, you’ve got 
to..like a real passion and feel for the patient’ (p15) 

Experiencing authenticity and belonging 
through their contribution to patients’ 

transitional work 

Assisting physically and psychologically 
‘well you can’t…how can you treat somebody of you 
don’t know them?’ (p7) 

Experiencing vulnerability to their project 

Responding and adapting to patients 
difference  

‘they might be different one day to the next anyway, so 
you know, you take each day as it comes and each 
patient as they come’ (p7) 

Feeling displaced in time 

Re-establishing/ sustaining the 
individuality of the patient  

‘the patient feels like they’re an individual not just 
somebody else having a cup of tea you know’ (p21)  

Feeling a disrupted sense of belonging 

 Surviving threats to belonging and 
authenticity 
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Angela’s themes  Final themes developed across the 
health practitioners as a whole 

A contrasting experience of change  
‘we were all up for improving or whatever, but we 
weren’t getting past the window above to make it 
happen’ (p20) 

Work as existential project: experiencing 
authenticity and belonging 

A contrasting, transformed ASU 
‘it’s very much more a conveyor belt, swinging door in 
and out’ (p28) 

Experiencing authenticity and belonging 
through their relationships with others 

Changing awareness and focus on time 
‘time always keeps coming back to me and kind of how 
much has altered in that time’ (p24) 

Experiencing authenticity and belonging 
through their contribution to patients’ 

transitional work 
Implications of changing awareness and focus on 
time  
‘when time is under pressure in terms of how long they 
stayed on the unit for, the less they stayed the less you 
get to know them’ (p32) 

Experiencing vulnerability to their project 

Changing awareness and thinking 
‘instead of in the early days that patient not existing in 
the people on the shop floor’s mind, the targets meant 
that they did exist and we had to get them off’ (p57) 

Feeling displaced in time 

Making sense of contrast, difference and 
discrepancy  
‘you have to, to a certain degree, to make the right 
choices of the group of people that you’ve got but…that 
doesn’t sit with people improving’ (p18) 

Feeling a disrupted sense of belonging 

 Surviving threats to belonging and 
authenticity 
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Appendix 22: Development of the maps 
Developing the landscapes involved reading the findings chapters and the idiographic accounts. Each iteration was tested and 
reviewed. As I worked with the stroke survivor map, my understanding regarding the ASU as a lived space, embedded within 
the hospital/ healthcare space became more considered.  
 
Below are examples of the maps in development for the healthcare practitioners.  
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Most of the work involved finding a way in which to represent the more abstract spaces, complexity within their experience, 
orientate and position the challenges and vulnerabilities they faced as part of their work as project (including the relevance of 
‘they’), their transitional space, and resolve how to represent the temporal and spatial aspects of their experience. This became 
apparent as I looked to position, point towards and orientate the healthcare practitioners’ claims and concerns and the 
relationship between them in various ways. I began to view their map differently; as one that was dynamic, in process and at 
the mercies of what felt like the tectonic plates I envisaged underneath it. The complexity was difficult to convey, but at the 
same time, attempting to capture and represent this complexity within the map form, gave me a greater attunement to their 
experience. I had been focused on their work as existential project as I worked with their chapter of findings. However, as I 
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mapped my gaze widened, my horizon of understanding altered (particularly as I worked on orientating the compass to capture 
their surviving and thriving, alongside the various seas and currents). I became more aware of their experience encompassing 
the totality of the map (rather than the separate themes I had produced, as they navigated it and lived through it on a day to 
day basis. 
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