Journal of Human Nutrition and Dietetics ‘ JHND

| ORIGINAL ARTICLE DD

i-REBOUND Cook Well After Stroke: Co-Designing a
Culinary Nutrition Programme for Australian Stroke
Survivors

Chian Thong (Nicole) Chun'? @ | Lesley MacDonald-Wicks"* | Coralie English'® | Natasha A. Lannin®’ | Heidi Janssen'>° |
Julie Davey’ | Clive Kempson’ | Bev Hopper’ | Amanda Patterson’?

School of Health Sciences, The University of Newcastle, Callaghan, New South Wales, Australia | 2Food and Nutrition Program, Hunter Medical Research
Institute, New Lambton, New South Wales, Australia | *Heart and Stroke Program, Hunter Medical Research Institute, Australia | 4Department of
Neuroscience, Monash University, Melbourne, Victoria, Australia | SAllied Health Directorate, Alfred Health, Melbourne, Victoria, Australia | *Hunter New
England Local Health District, New Lambton, New South Wales, Australia | "Lived Experience Research Partners, The University of Newcastle, Callaghan,
New South Wales, Australia

Correspondence: Chian Thong (Nicole) Chun (ChianThong.Chun@uon.edu.au)
Received: 11 December 2024 | Revised: 15 February 2025 | Accepted: 6 March 2025

Funding: This study was supported by the Australian Government Research Training Programme scholarship and the Heart Foundation of Australia (Future
Leader Fellowship #106762).

Keywords: dietary interventions | mediterranean diet | nutrition intervention implementation | secondary prevention | self-management | stroke care | stroke
rehabilitation

ABSTRACT

Introduction: Stroke is a life-altering event for survivors. While improving diet quality is associated with reduced stroke risk,
the post-stroke effects often make meal preparation difficult. There is a lack of published research on culinary nutrition
programmes tailored to stroke survivors' recovery journey. This study outlines the co-design process of a culinary nutrition
programme aimed at promoting the uptake of a Mediterranean-style diet for people who have had a stroke.

Methods: Utilising the Integrated Knowledge Translation (IKT) framework, exploratory interviews and focus groups were
conducted with an IKT team comprising six multidisciplinary researchers and three lived experience research partners. A
further six stroke survivors and seven stroke clinicians participated in focus groups as end-users.

Results/Discussions: The resulting intervention prototype, titled Cook Well After Stroke, includes a recipe book supplemented
with additional programme elements. The IKT team identified critical gaps in current stroke care, particularly during the
transition from hospital rehabilitation to home, and key components for the Cook Well After Stroke Programme, including
intervention name, overarching principles, recipe guidelines and supporting resources. The recipe book was iteratively deve-
loped with stroke survivors, incorporating feedback and suggestions for improvement into the final prototype.

Conclusion: This study represents an innovative project to develop a Cook Well After Stroke Programme tailored specifically for
Australian stroke survivors, which may contribute to secondary stroke prevention strategies. This project has developed a
prototype and identified additional elements required for the further advancement and completion of the Cook Well After Stroke
Programme. Further research is needed to adapt the intervention prototype for a more diverse range of stroke survivors and to
evaluate the feasibility, acceptability and accessibility of this co-designed programme.
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Summary

« The primary barriers to healthy eating after a stroke are
post-stroke effects, particularly fatigue and the lack of
evidence-informed resources for self-management
at home.

The stroke journey is individualised and unique to each
stroke survivor, making strategies tailored to specific
needs and challenges essential for secondary stroke
prevention.

The Cook Well After Stroke programme includes a co-
designed recipe book and additional programme ele-
ments, which may offer self-paced support to stroke
survivors.

1 | Introduction

A stroke is a life-changing event for survivors [1, 2]. The impact
of stroke requires survivors to readjust their skills and capacity
for performing activities of daily living, which can affect their
independence and quality of life [1, 2]. Additionally, people
who have had a stroke face a heightened risk of recurrent stroke
[3, 4], with one-fifth of stroke survivors experiencing a second
stroke within 5 years of the initial stroke [4]. These recurrent
strokes account for up to 30% of all stroke events and often
result in more disabling, fatal and costly outcomes compared to
first-ever strokes [3, 4].

Synthesised research has shown that diet quality is a key
modifiable risk factor for stroke prevention, and it directly af-
fects other stroke risk factors [5-7]. Various dietary interven-
tions have demonstrated potential in mitigating cardiovascular
risk factors [5-9]. For instance, the Mediterranean-style diet has
strong evidence supporting its ability to improve lipid profiles
and blood pressure, which are crucial for reducing stroke risk
[8]. A recent large-scale trial (n =20,995; mean follow-up of
4.74 years) also demonstrated that sodium reduction signifi-
cantly decreases the rates of stroke, major adverse cardiovas-
cular events and mortality among stroke survivors [9]. Despite
clear dietary recommendations, a recent study of Australian
stroke survivors (n =89) found poor diet quality, with a mean
score of 30.5+9.9 out of 73 in the Australian Recommended
Food Score (ARFS) [10]. Excessive sodium (> 2000 mg/day) was
consumed in approximately half of the participants, exceeding
the Nutrient Reference Values for Australia and New Zealand,
potentially contributing to secondary stroke risk. Additionally,
more than 80% of the participants under-consumed nutrients
protective against secondary stroke risk, such as fibre and
omega-3 fatty acids. These findings indicated the need for
additional dietary intervention programmes to support the
implementation of a Mediterranean-style diet for secondary
stroke prevention.

Culinary nutrition, defined as the combination of cooking skills
and nutrition knowledge, supports individuals in creating
nutritious and fulfilling meals. It encompasses two broad cate-
gories of skills: (1) cooking skills, which involve hands-on food
preparation techniques, and (2) food skills, which include
nutrition knowledge, meal planning, shopping, budgeting,

resourcefulness and label reading [11, 12]. A recent scoping
review identified only three culinary nutrition programmes for
stroke survivors worldwide (United States and Taiwan) [13-18].
These programmes demonstrated positive effects on partici-
pants’ dietary intake and quality of life following short-term
interventions (6-12 weeks) [14-17]. Among the identified
studies, only one programme from the United States [15, 16]
offered Mediterranean diet nutrition education along with
hands-on implementation practice for meal preparation and
grocery shopping; none, however, were developed through a co-
design process or were conducted in Australia [13-18].

Evidence indicates that research findings are often under-
utilised, even when proven effective and affordable [19, 20]. The
primary barriers include insufficient consideration of real-world
factors influencing intervention uptake and incomplete docu-
mentation of implementation strategies [19, 20]. These issues
can be mitigated by co-designing interventions with end-users
(those using and/or delivering the service) and tailoring
implementation strategies to their perceived facilitators and
barriers. Co-design engages people with lived experience and
other end-users (including health care practitioners) in the
programme development [21]. The Stroke Recovery and Reha-
bilitation Roundtable (SRRR) also recommended using co-
design research to improve the feasibility and uptake of stroke
interventions [22].

Our previous i-REBOUND research involved co-designing
nutrition and physical activity resources for a secondary
stroke prevention trial. Building on this foundation, this study
presents the process of co-designing a culinary nutrition pro-
gramme with stroke survivors and stroke rehabilitation clini-
cians, aiming to develop the Cook Well After Stroke Programme
to support healthy eating among people who have had a stroke.

2 | Methods

This iterative co-design study was guided by the generative co-
design framework for healthcare innovation [23] and the Inte-
grated Translation Knowledge (IKT) model [24] (Figure 1). This
study was approved by the ethics committee of both the Hunter
New England Local Health District (Reference: 2023/
ETH00044) and the University of Newcastle (Reference:
H-2023-0045). The research flow is outlined in Figure 1 [25, 26].

2.1 | Recruitment

2.1.1 | The IKT Team (n=9)

The members of the IKT team (C. T. C., L. M.-W.,, C. E,, N. A.
L., H.J.,J. D, C.K, B. H. and A. P.) were purposively recruited
through professional networks to encompass a broad range of
professions within the stroke care field. All members provided
consent to participate. The team comprised six multi-
disciplinary stroke researchers, including dietitians (C. T. C., L.
M.-W. and A.P.), physiotherapists (C. E. and H. J.) and an
occupational therapist (N. A. L.), as well as three lived experi-
ence research partners (J. D., C. K. and B. H.).
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Phase 1
Project Start-up and Planning

IKT researchers and IKT lived experience research partners

Phase 2
Intervention Development with End-users

Stroke survivors and stroke rehabilitation clinician end-users

Phase 3
Intervention Prototype Development

IKT researchers

Phase 4
Co-design of Prototype Adaptations

IKT lived experience research partners and stroke survivors

Outcome
Final Intervention Prototype

Cook Well After Stroke Program

FIGURE1 |

2.1.2 | End-Users (n=13)

The end-users recruited were stroke survivors (n=6) and
healthcare professionals with experience working with people
who have had a stroke, including dietitians (n =4), occupa-
tional therapist (n = 1), speech pathologist (n =1) and physio-
therapist (n =1). End-users with diverse experience, and from
various geographical locations (metropolitan, regional and
rural) were recruited to capture perspectives from a broad range
of backgrounds. They were recruited through professional
networks, from previous related studies, by word of mouth and
by advertisements sent via the stroke volunteer register. Con-
sent was obtained using the approved consent form.

2.2 | Phase 1: Project Start-Up and Planning
Phase 1 utilised the generative co-design framework for
healthcare innovation [23] to identify perceived gaps in stroke
care and determine key intervention components. The research
team developed interview questions (Supporting Information
S1) based on their prior research experience and clinical ex-
pertise in stroke care. The IKT team (n=9) participated in
iterative exploratory meetings conducted using a mix of face-to-
face and teleconference meetings, either individually or in small
groups. While meetings were not recorded, all team members
consented to note-taking.

Flow chart of the Integrated Knowledge Translation (IKT) co-design process.

Building on established healthcare implementation research
and behavioural change principles [23, 27], we employed bar-
rier and facilitator analysis, which is commonly used in our
previous co-designed stroke research and other culinary
nutrition-related studies [25, 26, 28]. Following these initial
meetings and interviews, the full IKT team convened for a focus
group to establish potential research directions. This discussion
explored the facilitators and barriers (Supporting Informa-
tion S2) to cooking and meal preparation among stroke survi-
vors, drawing on participants’ lived experiences.

2.3 | Phase 2: Intervention Development With
End-Users

The general idea and concept of the intervention prototype were
developed through two focus groups with end-users, one with
stroke survivors (n=6) and another with stroke clinicians
(n=7). Both focus groups were conducted online via Zoom
videoconference [29], as preferred by participants who were in
multiple geographical regions. Participants were guided by a
series of questions (Supporting Information S3) and encouraged
to continue sharing their thoughts on the project via email. The
questions (Supporting Information S3) were developed based on
the guidance of the Template for Intervention Description and
Replication (TIDieR) [20], as recommended by the SRRR [22].
However, only questions relevant to the current stage of
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programme development were included, considering partici-
pants’ cognitive load during the focus group. All end-users
provided consent for video recording and note-taking for the
purpose of research data synthesis.

2.4 | Phase 3: Intervention Prototype
Development

The essential elements of intervention prototype development
were collected from Phases 1 and 2 and synthesised through
meetings within the IKT researchers (n=9). The intervention
prototype, the Cook Well After Stroke recipe book and its con-
tent material was then developed. Throughout the development
process, several visual exemplars were sent to stroke survivors
via emails to gather feedback on their user experiences and
preferences. Participants were encouraged to respond as many
times as they wished via email or share their thoughts on oth-
er's responses within the same email thread.

2.5 | Phase 4: Co-Design of Prototype Adaptations
An online focus group was conducted with stroke survivors
(n=3) and the IKT lived experience research partners (n = 3) to
revise and review the Cook Well After Stroke recipe book. The
focus group was conducted online via Zoom teleconference
[27]. All participants provided consent for video recording and
note-taking for the purpose of research data synthesis. The
discussion was guided to determine feedback on the recipe
book's general principles, content categorisation, accessible
word choices, content layout and nutrition education resources.
The findings were then incorporated into the development of
the final intervention prototype.

2.6 | Data Collection, Analysis and Synthesis

Qualitative data were collected throughout the project, and all
data were collected with the consent of the participants and IKT
team members. The outcome synthesis process was guided by
the principles of the participatory design framework, and the
following methods were employed to enhance research rigour
[30]. The data collection and synthesis processes employed the
researchers’ reflection method [31] in conjunction with iterative
and participatory synthesis involving stroke survivors and/or
clinicians [32]. All data were collected using the approved
methods from the ethics committee. C. T. C. initially analysed
the collected data by iteratively reading and reflecting on the
transcripts to identify essential themes for prototype design
based on their professional understanding of the project. C. T.
C. then compared these reflections with field notes and the
transcripts, to generate a preliminary summary. This summary
was discussed with the IKT team and further refined based on
the team's expertise and lived experience with stroke care and
recovery. These discussions were conducted to ensure the
analysis is grounded by incorporating perspectives from both
clinicians and stroke survivors. The IKT team clarified details or
directions with participants via email when necessary. The
process was stopped when the IKT team thoroughly understood
the perspectives of stroke survivors, ensuring that data

saturation was reached. The methodology and findings were
also reported in a detailed and consistent manner, allowing for
further exploration and/or replication.

3 | Results

3.1 | Phase 1: Project Start-Up and Planning
Through iterative interviews and focus groups with the IKT
team, we identified four key aspects of stroke recovery in
Australia that guided the intervention prototype development.
It included the typical recovery journey and available care
options, perceived gaps in stroke care, facilitators and barriers
in post-stroke eating and cooking, and strategies for effective
collaboration with stroke survivors (Supporting Informa-
tion S4). The demographic details of participants were sum-
marised in Supporting Information S5.

The key gaps identified in Australian stroke care exist between
post-discharge rehabilitation and home care. While various care
options are available during hospital stays and through reha-
bilitation services (e.g., community stroke programmes and
outpatient dietitian consultations), findings from exploratory
interviews (Supporting Information S4) highlight a significant
lack of dietary and culinary nutrition support once stroke sur-
vivors are discharged. A tailored intervention that considers the
individualised recovery journeys of stroke survivors and ensures
substantial lived experience involvement was identified as es-
sential for successful project planning. Experts interviewed
emphasised the critical need for additional support to help
stroke survivors manage culinary nutrition tasks (e.g., effec-
tively utilising available tools, cooking within physical capacity)
while addressing post-stroke challenges such as fatigue, limited
mobility and swallowing difficulties.

Key facilitators for inclusion in the intervention prototype
include the effective translation of Mediterranean-style dietary
principles, motivation to improve well-being, provision of cost-
effective stroke-specific cooking and eating strategies, and
accommodation of post-stroke effects.

3.2 | Phase 2: Intervention Development With
End-Users

Analysis of the focus groups led to the development of three
main themes: the setting or mode of delivery for a culinary
nutrition programme, the need for an accessible stroke recipe
book, as well as supporting culinary nutrition resources. End-
users identified the name Cook Well After Stroke as clear and
straightforward for the intervention prototype. The resulting
prototype includes a recipe book and additional programme
elements. Stroke survivors expressed interest in more accessible
recipes or recipe books. They shared their experiences with
using recipe books to plan and prepare meals and noted the lack
of an evidence-informed, Mediterranean-style diet-accessible
recipe book specifically designed for stroke survivors in Aus-
tralia. Several additional programme elements were identified
to support the tailoring of the intervention to individuals' home
environments and recovery journeys. Stroke survivors'
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TABLE1 |

Stroke survivors' suggestions for Cook Well After Stroke Programme design.

Cook Well After Stroke
Programme

Phase 2 findings summary

Recipe book Layout

+ Use aphasia-friendly plain English.

« Use an A4 upright book design.

Format

+ Separate ingredient and equipment list.

» Use tick boxes to facilitate recipe following.

Content

+ Address challenges regarding cooking for one person and for a household.

« Minimise recipe ingredients and instructions.

« Incorporate Mediterranean-style nutrition principles.

« Accommodate post-stroke cooking needs.

Resources facilitating post-stroke meal preparation

« Shopping list and meal planner.

+ Practical strategies for meal preparation and healthy eating after stroke.

Additional programme elements

Format or mode of delivery

+ A self-paced programme was deemed optimal as it accommodates post-stroke
fatigue, can be personalised to individual recovery priorities, and is accessible across
all geographical locations.

+ Although a small number of stroke survivors preferred face-to-face settings, the rigid
scheduling of such sessions was anticipated to contribute to greater cognitive fatigue
compared with self-paced resources.

Tailoring

« Tailor the intervention to individuals' home environments and recovery journeys.

« For example, considering individuals' kitchen equipment availability and post-stroke
capacity for performing kitchen tasks.

Support

+ Incorporate social elements or peer support from those who have experienced a

stroke.

suggestions for Cook Well After Stroke Programme design are
summarised in Table 1, with themes and verbatim evidence
outlined in Supporting Information S6.

3.3 | Phase 3: Intervention Prototype
Development

Table 2 presents the essential components derived from Phases
1 and 2 of the study, illustrating their integration into the
development of the intervention prototype. The table provides a
detailed account of how feedback from end-users was incor-
porated to refine key elements such as the intervention's name,
overarching principles, recipe guidelines and supporting
resources. This feedback was important in ensuring that the
intervention prototype aligned with user needs and preferences,
thereby enhancing its relevance, accessibility and practicality in
supporting stroke survivors' dietary practices and health out-
comes. The ongoing co-design process will continue in up-
coming research to refine the intervention prototype further.

3.4 | Phase 4: Co-Design of Prototype Adaptations
In this focus group, participants (three lived experience
research partners and three stroke survivors) provided valuable
insights for adapting the Cook Well After Stroke Recipe Book
(Supporting Information S7). Participants expressed positive
feedback on most aspects of the intervention prototype,
including the recipe book's overarching principles, content ca-
tegorisation, layout and the relevance of nutrition education
resources. They found the recipe book to be generally easy to
understand and use, appreciating the inclusion of essential
resources to support eating and cooking after a stroke. The
structure of the recipe book, designed to accommodate different
cooking needs, was particularly well-received. Several sugges-
tions were also made to improve the accessibility of the inter-
vention prototype. These included using a pictorial version of
the Healthy Plate Model, removing preparation time sugges-
tions, and adding glossaries for cooking terminology (e.g., stir-
dry, boil) and kitchen equipment (e.g., saucepan, ring-pull can
opener).
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TABLE 2 | Essential elements perceived by end-users and their translation into the intervention prototype.
Perceived essential elements by
Themes end-users Translation into intervention prototype
Intervention A simple and explicit name, such as The recipe book was named Cook Well After Stroke.
name Cook Well After Stroke.
Overarching « Aimed to improve the culinary « All content was designed to move beyond recipe-driven
principles nutrition skills and knowledge of cooking and encouraged users to substitute ingredients
stroke survivors. based on personal circumstances [33]. Each recipe included

. Application of Mediterranean-style suggestions for alternative ingredients to help users apply
diet principles. the recipe concepts repeatedly and enhance meal variety.

« An accessible layout, including « All recipes were designed to support adherence to a
plain English, an aphasia-friendly Mediterranean-style diet.
design, and an A4 upright format. « The content was created using aphasia-friendly language and

« Use of positive motivational font styles (Sans Serif, size 14 and above, with important text
strategies. in bold and headings in colour), in accordance with the

Stroke Association Accessible Information Guidelines [34].

« The recipe book was designed in an A4 upright layout.

« All recommendations and motivational strategies were
curated using the concepts of culinary nutrition education
planning framework [33], with a focus on ‘eating well’ and
‘feeling good’, rather than simply adhering to strict dietary
restrictions. The aim was to promote sustainable and
enjoyable eating habits aligning with overall well-being and
long-term health outcomes.

Recipe « Inclusion of recipes for both « Recipes were categorised into ‘Cooking for One’ and
guidelines individual and household meals. ‘Cooking for More,” including options for individual meals

« Incorporation of nutrition as well as meals for households or for preparing in advance.
principles specific to stroke « Each recipe featured a ‘Hints and Hacks’ section, providing
Survivors. stroke-specific tips from lived experience research partners

. Accessible recipe layout (e.g. for individuals who preferred a softer diet (due to post-stroke
separating ingredient lists from fatigue) or who faced challenges with limited mobility.
equipment lists). Discussion arose regarding the need to include texture-

modified diet strategies; however, the IKT team focused on
strategies that are not clinically restricted to texture-modified
diets, considering safety issues related to meal preparation at
home. Instead, stroke survivors with severe clinical
dysphagia are advised to consult their clinician for dietary
and cooking advice.

« Each recipe adhered to the principles of the Mediterranean-
style diet [35] and the Australian Guide to Healthy Eating
[36], providing suggestions for creating nutritionally
complete meals guided by the Healthy Plate Model [37].

« Each recipe included a single ingredient list and a single
equipment list, presented in a checklist format to facilitate
readability.

« Each recipe features fewer than 10 ingredients and
instructions, requiring minimal cooking skills, measurement
and equipment.

Supporting « Shopping list « A shopping list and meal planner were included in the
resources + Meal Planner recipe book.

« Practical strategies for meal « Nutrition education materials, developed by the IKT team
preparation, along with tools to with input from end-users, encompassed key concepts of the
enhance diet quality, including Mediterranean-style diet, strategies for eating and cooking
accessible explanations of after a stroke, and guidance on constructing nutritionally
Mediterranean-style diet principles. balanced meals using the Healthy Plate Model [37].
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4 | Discussion

This study outlined the co-design process, guided by the IKT
framework, to develop the Cook Well After Stroke Programme in
collaboration with stroke survivors and clinicians.

Research indicates that a higher frequency of home cooking,
combined with greater skills in culinary nutrition tasks, is
associated with improved diet quality [38-41]. Moreover, con-
venience meal options, including ready-made meals and com-
mercial meal kits, often contain high levels of sodium,
increasing the risk for secondary cardiovascular complications
[9, 42, 43]. Therefore, culinary nutrition skills building for post-
stroke meal preparation is important for secondary stroke pre-
vention. The consumer-perceived essential aspects of accessible
stroke culinary nutrition align with the behavioural change
motivational features proposed by Fredericks et al. [33] and
were incorporated into the prototype development (e.g., home
environment and peer support). This approach aimed to effec-
tively translate intervention experiences into real-life settings,
an aspect also considered important by end-users. For instance,
the Cook Well After Stroke Programme encourages users to
move beyond recipe-driven cooking [33], and utilises recipe
concepts with alternative ingredients based on availability and
preference. Additionally, the programme prompts users to
perform culinary nutrition tasks within their own home en-
vironment [33], thereby facilitating problem-solving in their
real-life situations.

Other key facilitators for stroke-specific culinary nutrition
interventions were also identified, including the simplification
of Mediterranean-style dietary principles and the incorporation
of positive motivation and social dimensions into the dietary
change process. By recognising the emotional significance of
food and the motivation to improve well-being, interventions
can better resonate with users [33, 44]. The incorporation of
social support and adaptive tools can also empower individuals,
fostering greater autonomy in meal preparation and encoura-
ging participation in cooking activities. However, as high-
lighted, affordability and fatigue remain significant barriers to
accessing necessary resources and support.

Consistent with the lack of quality culinary nutrition inter-
ventions in existing literature and digital resources, end-users
suggested the need for an accessible stroke recipe book that
offers simple translations of Mediterranean-style diet principles
into household options, accounting for post-stroke complica-
tions for the Australian community [13, 18]. Existing stroke-
specific recipe books often present several limitations: they
employ complex language and instructions, lack evidence-based
or evidence-informed information (frequently including
inaccurate claims or recommending strict dietary restrictions
irrelevant to stroke recovery), rely on ingredients not commonly
available in Australia, and fail to address practical challenges
associated with post-stroke meal preparation, such as fatigue,
one-handed cooking and the preferences for softer textures.

The development of the Cook Well After Stroke Programme
represents a significant step forward in addressing these iden-
tified needs. The collaborative approach guided by the IKT
framework, involving focus groups with stroke survivors and

clinicians, ensured that the intervention was informed by lived
experience. The recipe book's emphasis on flexibility, simplicity,
and clear communication aligns with the needs of stroke sur-
vivors, particularly those experiencing cognitive challenges,
aphasia or fatigue. Furthermore, the inclusion of sections like
‘Hints and Hacks’ provides practical support that addresses
common post-stroke challenges, enhancing the overall feasi-
bility of the intervention. Participants’ suggestions for improv-
ing accessibility, such as incorporating pictorial representations
of dietary principles and glossaries for cooking terminology,
highlight the importance of ongoing feedback in refining health
interventions. These adaptations reflect an understanding that
the cooking process can be daunting for stroke survivors, and
addressing potential barriers to comprehension and execution is
vital for promoting adherence to the intervention.

Several limitations should be considered when interpreting the
study process described in this research. First, there may be a
lack of diversity among the recruited end-users. Specifically,
stroke survivors with more severe post-stroke effects (e.g.,
dysphagia, severe aphasia or severe visual impairment), those
from culturally and linguistically diverse backgrounds, recent
stroke survivors (within the past 3 months) and carers were not
included in this research. Although the recipe book includes
strategies for preparing meals suitable for those living with
swallowing difficulties during times of fatigue, it is not designed
or appropriate for individuals with clinically diagnosed dys-
phagia who require a strictly texture-modified diet for all meals
and fluids. Consequently, the findings and preferred interven-
tion prototype may not be representative of the broader popu-
lation of stroke survivors. Additionally, the feedback from end-
users was also not anonymous, which may have influenced
responses or introduced bias due to group dynamics. Further
research involving a larger and more diverse participant pool
would be beneficial to confirm the essential elements identified
in this study. Second, there is limited data in the field of stroke
and culinary nutrition to support a comprehensive appraisal of
the research and/or prototype. Additionally, the analysis and
synthesis of the data relied heavily on the researchers' reflec-
tions, with iterative participatory synthesis involving stroke
survivors and clinicians. Therefore, three potential biases
(researcher bias, participant selection bias and evaluation
approach bias) should be acknowledged.

Despite these limitations, the research included a group of
stroke survivors from various geographical locations (urban,
rural and regional), diverse living and meal preparation situa-
tions, different stages and types of strokes, and a range of post-
stroke effects such as unilateral weakness, fatigue and aphasia.
Additionally, a wide range of stroke clinicians working in var-
ious settings (including stroke rehabilitation programmes,
hospitals, secondary rehabilitation clinics, community settings
and research environments) were recruited.

5 | Conclusion

This research sought to bridge the gap between theoretical
Mediterranean-style diet principles and practical intervention
experiences by creating accessible resources for stroke survivors
in real-life settings, addressing key concerns raised by end-
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users. This outcome was a Cook Well After Stroke Programme,
including a recipe book based on a Mediterranean-style diet,
adapted specifically for Australian stroke survivors. Further
research is needed to assess the feasibility, acceptability and
accessibility of these co-designed resources.
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