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ABSTRACT
Purpose: To describe experiences of living with balance limitations after first-ever stroke.
Materials and methods: This study has a qualitative design, comprising interviews with 
19 persons with first-ever stroke, ten women and nine men. Their mean age was 77 years and 
the mean time since stroke was 15 months. Stroke survivors who were able to walk outdoors 
with or without a walking aid and who were independent in toileting and dressing were 
invited to participate. Semi-structured individual interviews were performed. An inductive 
qualitative content analysis of the manifest and latent content was conducted.
Results: The results are presented in two themes illustrating the latent content of the data, 
“Feeling dizzy and unstable is a continuous challenge” and “Feeling confidence despite dizziness 
and unsteadiness”, and seven categories illustrating the manifest content: Limitations in daily 
life; Being emotionally affected; The need for physical support; Everything takes time; I can 
still manage; Feelings of acceptance; and Finding individual solutions.
Conclusions: All participants experienced the balance limitations as a continuous challenge 
in their everyday life, yet they also felt confidence. They had to some degree adapted their 
activities and were able to manage their daily life.
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Introduction

Stroke is the leading cause of serious, long-term disabil-
ity among adults (A. Pollock et al., 2014; WHO Task Force 
on Stroke and Other Cerebrovascular Disorders, 1989). 
Stroke events are either ischaemic or haemorrhagic 
(WHO Task Force on Stroke and Other Cerebrovascular 
Disorders, 1989) and a disease mainly of the ageing 
population. The median age in Sweden for having 
a first stroke is 74 years for men and 78 years for 
women (RIKS-STROKE TSSR, 2019). Motor impairment 
with muscle weakness and spasticity, impaired sensory 
function and cognitive deficits is common disabilities 
after stroke and may affect balance control (Langhorne 
et al., 2011; A. Pollock et al., 2014). The motor deficits 
contribute to weight-bearing asymmetry, which means 
more load on the non-paretic side, and leads to a gait 
with marked asymmetry (Kamphuis et al., 2013; 
Marigold & Eng, 2006). One consequence of the asym-
metric walking pattern and the impaired balance control 
is a high risk for falls (Hendrickson et al., 2014; Kamphuis 
et al., 2013). Impaired balance affects walking and inde-
pendence in activities of daily living (Langhorne et al., 
2011; Van de Port et al., 2006). In daily living, several 
activities are performed simultaneously, which can be 
challenging for persons who have suffered a stroke (A. 
Pollock et al., 2014).

In about one-third of persons with stroke, there is 
a discordance between perceived and measured bal-
ance (Liphart et al., 2016). Balance control emerges 
from an interaction between the individual, the task 
and the environmental demands (Shumway-Cook & 
Woollacott, 2012). To control the body, a complex 
integration of the motor, sensory, vestibular and cog-
nitive systems is needed (Shumway-Cook & 
Woollacott, 2012). Balance can be measured both 
subjectively and objectively; however, the results on 
perceived and measured balance may differ. Recent 
studies (Brogardh et al., 2012; Liphart et al., 2016; 
Robinson et al., 2011) suggest that both subjective 
and objective perspectives must be considered when 
dealing with balance problems after stroke, but most 
previous studies have mainly focused on the objective 
measures of balance (French et al., 2016; Rose et al., 
2017). Qualitative studies can add to this, by capturing 
a person’s experiences, feelings and perceptions 
(Ohman, 2005). In qualitative research, an individual’s 
experiences can be collected as a subjective measure 
and this knowledge can be valuable in developing 
rehabilitation interventions. Such studies are, how-
ever, rare and therefore the aim of this study was to 
describe experiences of living with balance limitations 
after a first-ever stroke.
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Materials and methods

Study design

This study has a qualitative design aiming at captur-
ing experiences, feelings and perceptions, including 
data collection through individual interviews (Kvale, 
1996). Data were collected in Örebro County, Sweden, 
from October 2016 until January 2017, and thereafter 
inductive qualitative content analysis was conducted 
(Graneheim & Lundman, 2004).

Subjects

The participants were recruited using the Swedish 
Stroke Register (Riksstroke), a nationwide quality reg-
ister for stroke care (Asplund et al., 2011). Inclusion 
criteria were: (1) living in Örebro County and having 
had a first-ever stroke during the last years, (2) 
impaired balance, but (3) maintained language func-
tion; (4) independence in toileting and dressing; and 
(5) ability to walk outdoors with or without a walking 
aid. The inclusion criteria were self-reported and gath-
ered from the register’s 3-month follow-up question-
naire. Exclusion criteria were other self-reported 
disabilities that can significantly affect balance.

In order to achieve a purposive sample (Patton, 2014), 
aiming for heterogeneity in age and gender, individuals 
meeting the inclusion criteria were informed about the 
study by mail in blocks of 10 to 15 persons. In each block, 
an even distribution of men and women and of younger 
and older individuals was aimed for. Thereafter, they 
were contacted by telephone by the first author (M.A. 
L.), and invited to participate. A total of 45 persons 
received written information about the study by mail. 
Twenty persons initially agreed to participate, but one 
declined shortly afterwards for personal reasons. 
Therefore, 19 persons with first-ever stroke were 
included, nine men and ten women. The participants 
were living at home, and the mean time since onset of 
stroke was 15 months. For participants’ characteristics, 
see Table I.

The data collection took place at a venue of each 
participant’s choice, either in the participant’s home 
(n = 16) or at their primary health-care centre (n = 3).

The study was approved by the Regional Ethical 
Review Board, Uppsala, Sweden (2016/307 and 2016/ 
307-1). The study was conducted according to the 
Helsinki Declaration regarding informed consent and 
confidentiality and before the data collection, the 
participants signed an informed consent.

Procedure

In conjunction with the interview, background vari-
ables were collected, including demographic and 
medical characteristics, such as use of walking aids 
indoors and outdoors, and self-reported number of 

falls during the last 3 months. Balance was objectively 
assessed using the Six-Spot Step Test (SSST) 
(Nieuwenhuis et al., 2006). The SSST is a timed walk-
ing test originally developed for persons with multiple 
sclerosis (MS), and includes a dual motor task 
(Nieuwenhuis et al., 2006). It has been validated for 
persons with stroke (Arvidsson Lindvall et al., 2018). 
Confidence in balance was collected using the 
Activities-specific Balance Confidence (ABC) scale, 
a self-reported questionnaire (Myers et al., 1998, 
1996). The first author (M.A.L.), a physiotherapist spe-
cialized in neurological physiotherapy, and at the time 
a PhD student, conducted the data collection. She has 
extensive clinical experience of working with patients 
with stroke and is experienced in qualitative data 
collection. The authors had no previous professional 
contact with the participants.

Interview
The semi-structured individual interviews (Kvale, 
1996), allowed the participants to speak freely about 
their experiences of balance after having had a stroke. 
The interviews started with a broad initial question 
covering experiences of balance limitations in every-
day life, based on the aim of the study. Thereafter, the 
participants were asked to describe the experience of 
balance, good and bad situations in daily life, emo-
tions surrounding balance limitations and dealing 
with them, and, finally, whether the participants 
used any strategies in situations where balance was 
required. As the interview had a conversational tone, 
probing questions were asked in response to the 
participants’ answers and in relation to the aim of 
the study. All interviews were audio-recorded digitally 
and transcribed verbatim. The interviews lasted 

Table I. Participants’ characteristics.
Time since stroke, mo, mean (SD) 
range

15 (6.1) 
4–22

Age, yrs, mean (SD) 
range

77 (12) 
42–92

n
Women 10
Hemiparesis, left/right 10/9
Type of stroke 

Intracerebral infarction 
Intracerebral haemorrhage

16 
3

Self-reported falls in the previous 3 months 
No falls

7 
12

Walking aid 
None 
Unilateral support 
Bilateral support

Indoor Outdoor 
14 8 
1 2 
4 9

SSST, sec, median (range) 20.2 (8.8–113.3)
ABC scale, %, median (range) 67.5 (29–98)

ABC scale = Activities-specific Balance Confidence scale (Myers et al., 
1996). Suggested cut-offs on the ABC scale are >80% for a high, 
50–80% for a moderate and <50% for a low level of physical 
functioning. 

SD = standard deviation; SSST = Six-Spot Step Test: the SSST comprises 
a timed 5 m walk involving shifting weight from one foot to the other, 
and single-leg standing while shoving wooden blocks (Arvidsson 
Lindvall et al., 2018; Nieuwenhuis et al., 2006). 
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20–60 minutes. After 19 interviews, no new aspects of 
experiences of living with balance limitations 
emerged and therefore no new participants were 
included (Sandelowski, 1995).

Data analysis

Inductive qualitative content analysis was performed 
using the software program N’Vivo 11 (QSR 
International, Victoria, Australia). The analysis covered 
both the manifest and the latent content (Graneheim 
& Lundman, 2004), as described below:

Manifest analysis
1. The text was read through and listened to several 
times.

2. Meaning units were identified.
3. Each meaning unit was labelled with a code, still 

preserving the core meaning of the content.
4. The codes were sorted and abstracted into cate-

gories, illustrating the manifest content of the data.

Latent analysis
5. The categories were reflected on in order to identify 
underlying themes combining the parts into a whole. 
As a final step, two themes were identified.

To support trustworthiness (Graneheim & 
Lundman, 2004) throughout the analysis procedure, 
the results were repeatedly discussed and reflected 
upon by three of the authors (M.A.L., A.A-C. and A.F.). 
The three were familiar with qualitative research 
methodology, and had different professional back-
grounds. To illustrate the content of the categories 
and enhance the confirmability of the findings, a few 
quotations are presented in the Results section 
(Patton, 2014).

Results

Two themes, “Feeling dizzy and unstable is 
a continuous challenge” and “Feeling confidence 
despite dizziness and unsteadiness”, emerged from 
the latent analysis of the seven categories (Table II). 
All participants experienced the balance limitations as 
a continuous challenge in everyday life, yet they also 
felt confidence.

Feeling dizzy and unstable is a continuous 
challenge

The theme “Feeling dizzy and unstable is a continuous 
challenge” revolves around participants’ descriptions of 
their balance as a constant feeling of dizziness and 
unsteadiness. Balance in daily life was limited owing 
to muscle weakness. It was related to feelings of anxi-
ety, insecurity and frustration. The balance impairment 
became more prominent when participants were walk-
ing in darkness. This theme also includes descriptions 
regarding the need for physical support and the experi-
ence that everything takes time.

Limitations in daily life
The primary cause of limitations in balance was 
described as muscular weakness. Cognitive limitations 
were another issue the participants mentioned. These 
were related to a need for increased alertness, as well 
as to fatigue and a lack of initiative, and contributed 
to feelings of isolation at home. Impaired balance had 
a negative impact on participating in social activities, 
such as going shopping, and also on walking longer 
distances: “ . . . I don’t take long walks nowadays . . . 
I feel a little wobbly . . . because of that ‘balance busi-
ness’.” (Man, 85 years). Fear of falling and concerns 
over being able to stay focused in crowded areas 
were also described.

It happens so fast that there are suddenly too many 
people . . . Yes, I’ve realized that I’m extremely vigilant 
when I’m out walking, but if there are too many 
people . . . When there’s no island of calm anywhere, 
just movement anywhere, that’s not good. (Man, 64 
years) 

Feeling dizzy was another aspect of difficulty in bal-
ance, mentioned by several participants. Because of 
dizziness they tended to walk with their legs wide 
apart, and had difficulties in picking things up from 
the floor. They experienced dizziness when getting up 
at night, which was further aggravated by darkness: 
“ . . . I can walk a little bit but sometimes you know it 
starts going round and round here [in the head], so 
I hardly dare to walk.” (Woman, 87 years).

Being emotionally affected
Almost all the participants expressed feelings of anxi-
ety and insecurity because of their impaired balance.

Say I have to walk on some uneven surface like 
a lawn, or say there are stones here and there sticking 
out of the ground, or I have to go up or down some 
stairs . . . then I can be fearful and nervous. (Woman, 
76 years) 

Several participants reported fear of falling. Some 
expressed that they felt insecure about their ability 
to get up again in case of a fall or were afraid of 
getting a fracture. There were also accounts of anxiety 

Table II. Overview of the identified themes and categories.

Themes
Feeling dizzy and unstable is 

a continuous challenge
Feeling confidence despite 
dizziness and unsteadiness

Categories Limitations in daily life 
Being emotionally 
affected 
The need for physical 
support 
Everything takes time

I can still mange 
Feelings of self- 
acceptance 
Finding individual 
solutions
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regarding the ability to handle different situations 
where there could be a risk of falls. For instance, one 
participant did not want to be alone with their small 
grandchildren and another worried about what would 
happen if they tripped or got bumped into when they 
were out in crowded places. Some imagined the 
embarrassment if they fell: “

. . . take a tumble and end up lying on the ground . . . 
and can’t get up again, that’s what I think is difficult . .  
. – both difficult and embarrassing.” (Woman, 77 
years). 

Some participants related that their mood was affected 
by their balance problems. They expressed feelings of 
frustration and anger: “ . . . Yes, I’m a little angry that 
I can’t do what I used to before, because before, I could 
do everything by myself.” (Woman, 90 years).

Several participants described being frustrated 
because of limitations caused by the balance problems, 
for example, being unable to go shopping or meet 
with friends. Tiredness and the inability to handle 
a lot of noise and crowded areas had a negative impact 
on balance. Some felt depressed because of their bal-
ance limitations: “I used to go out walking a lot, but now 
suddenly it’s as if it is not important . . . that’s how I’m 
feeling . . . Yes, I have no interest in doing anything . . . 
feels like nothing really matters.” (Woman, 77 years).

The need for physical support
About half of the participants used walking aids, such 
as a rolling walker or a cane, in their everyday life. 
Walking aids were more often used outdoors and 
gave the participants confidence to go out, which 
they might not have done without aids. A rolling 
walker offered support in more than one way, both 
when walking and as a seat when the participants 
were in need of a rest: “ . . . it’s ideal if you want to 
go for a long walk. ’Cause you’ve got your ‘chair’ with 
you and you can just sit down and rest.” (Man, 
92 years).

The need for physical support also had to do with 
confidence that there was something to grab on to 
when feeling unstable in everyday life situations. 
Many participants described using the walls and fur-
niture for support when moving around in their apart-
ment: “ . . . I grab ahold of a chair, then there’s a door 
post a bit further on, and then I’ve got the railing to 
hold on to, the rest of the way.” (Man, 79 years). Several 
persons also described themselves as more unsteady 
when there was not enough light: in such situations, 
they needed more physical support: “ . . . it’s pretty 
dark on the stairs up to the upper floor, but there is 
a hand rail so I hold on to that.” (Man, 79 years).

Everything takes time
Some participants, most of them women, described 
that many of their usual activities involving balance, 

such as dressing, preparing meals or walking about in 
the apartment, were experienced in relation to the 
time they took up. They felt that these activities were 
time-consuming and that small, simple things took 
much longer now than before the stroke. One lady 
said “Yes, I cannot even think that I’ve to hurry. I cannot 
hurry anymore, for example, when I know that I’m late 
for an appointment, or the taxi is waiting for me” 
(Woman 77)

Some were frustrated, while others seemed to 
accept this. Most of the participants had the experi-
ence of feeling limited by the extra time they needed 
for these simple activities. A man expressed “I do 
everything I used to do, even though it takes much 
more time.” (Man 78 years). In the past, many actions 
had been automatic without need to reflect, but now 
the participants were aware of them and how long 
they took: “ . . . get dressed, but it takes so much more 
time than it used to take . . . Things that used to be 
practically automatic now take time.” (Woman, 
65 years).

Feeling confidence despite dizziness and 
unsteadiness

The second theme is about participants’ perceived 
abilities and feelings of confidence regarding their 
ability to still look after themselves, despite the dizzi-
ness and unsteadiness. All the participants felt limited 
in their ability to keep balance, yet they did, to 
a varying degree, actively participate in social activ-
ities. They described having accepted their new life 
situation and said they were confident in their ability 
to manage their everyday activities.

I can still manage
Almost all of the participants perceived that, despite 
experiencing dizziness and unsteadiness, their bal-
ance had improved since the stroke. They managed 
to take care of themselves and perform activities of 
daily living, such as preparing small meals, showering 
and light cleaning at home. However, for some, it was 
challenging and exhausting even to get dressed.

Some participants described themselves as stub-
born and maintained that this stubbornness kept 
them from accepting help; and as a result, they kept 
doing as much as possible themselves. However, they 
admitted that they sometimes needed assistance. “ . . . 
they help me, they do, but . . . I’m a stubborn person and 
I want to manage on my own for as long as I can . . . ” 
(Man, 92 years).

To be outdoors was regarded as important, yet 
challenging. Several of the participants walked out-
doors every day. For some, it was a daily routine they 
did not want to miss; others saw it as an exercise 
routine, which they sometimes struggled with: “ . . . 
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I have a route I usually take. And I can say that I do it 
95% of every day.” (Man, 74 years).

Some participated in social activities outside their 
home, and a few used public transport to go to 
church or participate in training sessions. Several par-
ticipants went to the grocery store on their own: “ . . . 
I go shopping, for instance; I go by myself and it’s not 
far . . . and there’s always someone to chat with.” 
(Woman, 85 years). Managing to perform similar activ-
ities as before the stroke made them cope with their 
new life situation. Some described that activities per-
formed outdoors in the open, such as walking in the 
forest or going fishing, were challenging, but they felt 
satisfied when they managed them.

Feelings of self- acceptance
Several of the participants said they felt secure and had 
come to accept their daily life situation after the stroke, 
despite their perceived balance limitations and altered 
physical functioning. One participant said, “How would 
my life be if I abstained from everything that is who I am, 
so to speak”. (Man 79). Another participant said, “ . . . You 
can’t say there have been problems; rather . . . small chal-
lenges have arisen, but nothing so significant that I was 
not able to deal with it.” (Woman, 65 years). Some 
participants felt more comfortable at home, even if 
they did not feel that their balance forced them to 
stay at home. Rather, they were satisfied to be at 
home. . . . ” Before the stroke, I was often out and about, 
but now I feel satisfied just to stay at home. I’m not as 
interested in going out as I was before the stroke” (Man 
69). About half of the participants expressed that they 
were not afraid of falling and that they felt safe, despite 
dizziness and unsteadiness. This confidence came from 
the knowledge that they had support from relatives 
nearby, home care and the neighbourhood.

Finding individual solutions
Several of the participants felt that their balance limita-
tions forced them into increased awareness, and to 
always be prepared for upcoming difficulties, such as 
a sudden spout of dizziness, an uneven surface or 
a dimly lit passage. However, on the whole, they felt 
that they had managed to find individual solutions in 
their everyday life:

. . . it’s very bright in here and we’re always turning 
the lights on . . . of course it’s pretty dark on the stairs, 
and I always turn the light on when I need to walk 
downstairs . . . And I’ve never done that before . . . 
plus, in the morning, especially when I’m feeling 
a bit stiff, I take it one step at a time using one foot 
at a time. (Woman, 65 years) 

One participant described having a taped path in her 
apartment, which helped her feel safe when moving 
around. Another described feeling safe in the bath-
room, as there was a designated corner to stand in, as 

well as handles on the walls and a stepwise routine 
that she could follow. Others described strategies of 
listening to the body. One participant said,

. . . ” Yes, I’ve become used to listening to my body, 
I really have . . . I’ve fallen so often . . . I have to sit 
down for a while . . . and when I want to get up again 
I have to stand a moment to regain my balance.” 
(Woman, 87 years) 

Listening to the body could also involve listening to 
feelings of tiredness and giving oneself the opportu-
nity to rest: “Yes, it really tires me out . . . I have to lie 
down and sleep . . . exhausted in body and soul . . . ” 
(Man, 64 years).

Discussion

The novelty of this study is that it explores the perso-
nal experience of living with balance limitations after 
a first-ever stroke. This approach offers a deepened 
understanding of the affected individuals’ perspective, 
which could be of value for professionals meeting 
with this group, and for tailoring rehabilitation inter-
ventions. All participants experienced the balance lim-
itations as a continuous challenge in everyday life, yet 
they also felt confidence.

Several participants highlighted dizziness and 
unsteadiness as two diverse aspects of balance. They 
experienced both of these as an everyday challenge. 
Dizziness exacerbated the participants’ feelings of 
unsteadiness. In previous literature, dizziness has 
been described as a common condition after stroke, 
affecting everyday life and providing a barrier to com-
munity participation (Schmid & Rittman, 2007; 
M. Walsh et al., 2017), but not as a central aspect of 
balance. Balance, or postural control, has elsewhere 
been described as a person’s ability to control their 
position in space for stability by keeping the centre of 
mass within the base of support. This has been said to 
vary depending on the task and the environment 
(A. S. Pollock et al., 2000). The difference between 
stroke-affected people’s understanding of, and pro-
blems regarding, balance and a health professional’s 
definition of “balance” requires attention at the clin-
ical meeting, in order to reach a common understand-
ing in rehabilitation practice.

Several of the participants said that dizziness 
affected their ability to walk longer distances or be 
in crowded areas. It is known that the impairments 
after stroke can lead to activity limitation and partici-
pation restrictions (Langhorne et al., 2011), but not 
that this can be due to dizziness. A general associa-
tion between dizziness, walking speed and falls effi-
cacy has been reported in older people (Lindell et al., 
2019). The participants in the current study had 
a mean age of 77 years at their first-ever stroke, and 
their experiences of balance are to be interpreted in 
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the context of their age as well as in relation to their 
everyday life after stroke. To counter the feelings of 
dizziness and to facilitate balance in everyday life, 
approximately half of the participants in this study 
used walking aids such as a rolling walker or a cane. 
Walking aids were more often used outdoors and 
gave the participants the confidence to go out. This 
physical support which they used when feeling 
unstable in everyday life situations was associated 
with increased confidence and contributed to their 
ability to partake in outdoor activities. Use of walking 
aids can improve the level of physical functioning and 
increase activity of the person with stroke, which is 
good, as stroke survivors often limit their physical 
activity post-stroke, resulting in lowered physical fit-
ness (Billinger et al., 2012).

Fear of falling in relation to balance and walking was 
also experienced as a barrier to exercise and community 
participation, and this was also reported by Simpson et al. 
(2011). As mentioned previously, in clinical practice it is 
therefore important to consider appropriate walking aids 
and work with falls prevention to minimize falls and 
promote physical activity. However, dependence on assis-
tive devices and increased focus on physical limitations 
can challenge a stroke survivor’s identity (M. Walsh et al., 
2017). To elicit fears related to falls and understand the 
experience of falls it is suggested to talk about fear of 
falling (Schmid & Rittman, 2007). Walsh et al. suggest 
using self-management principles, peer educators, and 
education (M. E. Walsh et al., 2019), these approaches 
imply the need for care by a multidisciplinary team with 
different professional knowledge areas (Organised inpa-
tient (stroke unit) care for stroke, 2013; Veerbeek et al., 
2014).

Another consequence of the stroke, which affects bal-
ance, is difficulty walking in the dark, as described by 
several of the participants. This may have been due to 
cognitive deficits, as well as to affected proprioception, 
touch and vision, which may all affect the ability to bal-
ance (Langhorne et al., 2011; A. Pollock et al., 2014). The 
need for better lighting has been reported previously by 
older adults. They reported improved lighting as one 
factor in home modification to prevent fall (Tuvemo 
Johnson et al., 2018) so this need is not unique for stroke 
survivors.

The participants in this study experienced balance 
impairments; nevertheless, they all said that they 
could manage their daily life. They had found indivi-
dual solutions to their balance problems, such as 
increased awareness and constant anticipation of 
upcoming difficulties. This is similar to the findings 
by Pallesen et al. (2019) who report that stroke survi-
vors find that they have to deal with the impairments 
after the stroke, but they also learn to manage and 
overcome challenges by being active and participat-
ing in everyday life (Pallesen et al., 2019). Active cop-
ing strategies have a positive impact on quality of life 

after stroke (Lo Buono et al., 2017; Ostir et al., 2008) 
and subjectively experienced wellbeing is related to 
the ability to manage the consequences of a stroke 
(Lo Buono et al., 2017; Pedersen et al., 2019).

Strategies such as using the walls and furniture for 
support when moving around in their apartment, using 
the rolling walker to sit and rest on when walking longer 
distances, and accepting the fact that everything takes 
more time were described by the participants. Strategies 
like these can be regarded as self-management strategies, 
which have been defined as “an individual’s ability to 
manage the symptoms, treatment, physical and psycho-
social consequences and lifestyle changes inherent in 
living with a chronic condition” (Barlow et al., 2002). 
According to a self-management approach, it is important 
in rehabilitation to focus on problems perceived by the 
participants themselves. In self-management pro-
grammes, the target is to enable patients to find out 
new ways of taking control of their daily lives by setting 
small goals (McKenna et al., 2015). In the current study, 
the stroke survivors seemed to have practised self- 
management by themselves when accepting their bal-
ance challenges and finding strategies to cope despite 
them. Coping strategies at discharge are predictive of 
quality of life one year later (Darlington et al., 2009). 
Therefore, it is important that supportive measures for 
coping strategies are initiated at an early stage post- 
stroke.

It has been recommended that rehabilitation pro-
grammes following stroke should be individualized 
(Langhorne et al., 2011) and the current results support 
this. It is important to find out the wishes and needs of 
each individual and consider both their pre- and their 
post-stroke life when planning interventions, rather than 
relying only on measurements of functionality and offer-
ing standardized interventions. For example, if it is 
important for a person to continue walking outdoors, 
exercises and aids that can promote such activity should 
be offered.

Strengths and limitations

The aim of the present study was to describe experi-
ences of living with balance limitations after first-ever 
stroke. The qualitative design was found to be ade-
quate and an interview guide was used, which 
increased the dependability of the study, as this 
ensured that the same topics were covered in all 
interviews. During the data analysis, all authors were 
involved in the various analytical steps, which 
increases the confirmability and credibility of the 
results. The background data show that the partici-
pants represent different age, sex and functional sta-
tus groups. The demographics and medical data 
enable the reader to judge the transferability of our 
findings to other contexts.
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Some of the participants were 85 years and older, 
and this calls for some caution when interpreting the 
results. It is possible that some reported limitations are 
due to age, and not specifically to stroke. However, in 
the interviews, the participants compared their current 
everyday life to life before the stroke, which was 4–22 
(mean 15) months ago. Furthermore, their self-rated 
safety in difficult balance situations also varied, which 
supports that we reached a heterogenic sample. This 
increases the credibility of the study.

Information about the participants’ past or ongoing 
rehabilitation was not registered and no specific gen-
der differences were addressed, which can be regarded 
as limitations. On the other hand, almost all partici-
pants were represented in all categories, and in both 
themes. As all the participants in this study had had 
a first-time stroke, it would be of interest to study 
experiences of balance in persons with multiple strokes 
and investigate possible connections in balance reha-
bilitation between dizziness, fatigue and cognition.

Conclusions

All participants experienced their balance limitations as 
a continuous challenge, yet they also felt confidence in 
managing their daily life. To plan individual rehabilitation 
interventions, it is essential to capture a person’s experiences 
and find out the wishes and needs of each individual.

Acknowledgments

The authors wish to acknowledge the participation of the 
persons with stroke who generously shared their experi-
ences with them.

Clinical implications

● After stroke, living with balance limitations can 
be a continuous challenge but over time, stroke 
survivors might accept their new life situation.

● It is important to understand the individual 
wishes and needs of each stroke survivor to 
facilitate rehabilitation of balance and walking 
activity and, thus, participation in everyday life.

Disclosure statement

The authors report no conflicts of interest.

Funding

This work was supported by the Swedish Stroke Association 
[2017]; and the Research Committee of Örebro County 
Council [OLL-636861].

References

Arvidsson Lindvall, M., Anderzen-Carlsson, A., Appelros, P., & 
Forsberg, A. (2018). Validity and test-retest reliability of 
the six-spot step test in persons after stroke. 
Physiotherapy Theory and Practice, 1–8.https://doi.org/ 
10.1080/09593985.2018.1482511 2020 Jan;36(1):211-218.

Asplund, K., Hulter Asberg, K., Appelros, P., Bjarne, D., Eriksson, M., 
Johansson, A., Jonsson, F., Norrving, B., Stegmayr, B., Terént, A., 
Wallin, S., & Wester, P.-O. (2011). The Riks-Stroke story: Building 
a sustainable national register for quality assessment of stroke 
care. International Journal of Stroke: Official Journal of the 
International Stroke Society, 6(2), 99–108. https://doi.org/10. 
1111/j.1747-4949.2010.00557.x

Barlow, J., Wright, C., Sheasby, J., Turner, A., & Hainsworth, J. 
(2002). Self-management approaches for people with 
chronic conditions: A review. Patient Education and 
Counseling, 48(2), 177–187. https://doi.org/10.1016/ 
S0738-3991(02)00032-0

Billinger, S. A., Coughenour, E., Mackay-Lyons, M. J., & Ivey, F. M. 
(2012). Reduced cardiorespiratory fitness after stroke: Biological 
consequences and exercise-induced adaptations. Stroke 
Research and Treatment, 2012, Article ID 959120, 11.

Brogardh, C., Flansbjer, U. B., & Lexell, J. (2012). Self-reported 
walking ability in persons with chronic stroke and the 
relationship with gait performance tests. PM & R : The 
Journal of Injury, Function, and Rehabilitation, 4(10), 
734–738. https://doi.org/10.1016/j.pmrj.2012.05.004

Darlington, A. S., Dippel, D. W., Ribbers, G. M., van Balen, R., 
Passchier, J., & Busschbach, J. J. (2009). A prospective 
study on coping strategies and quality of life in patients 
after stroke, assessing prognostic relationships and esti-
mates of cost-effectiveness. Journal of Rehabilitation 
Medicine : Official Journal of the UEMS European Board of 
Physical and Rehabilitation Medicine, 41(4), 237–241. 
https://doi.org/10.2340/16501977-0313

French, B., Thomas, L. H., Coupe, J., McMahon, N. E., 
Connell, L., Harrison, J., et al. (2016). Repetitive task train-
ing for improving functional ability after stroke. Cochrane 
Database Systematic Reviews, 11, Cd006073. https://doi. 
org/10.1002/14651858.CD006073.pub3

Graneheim, U. H., & Lundman, B. (2004). Qualitative content 
analysis in nursing research: Concepts, procedures and 
measures to achieve trustworthiness. Nurse Education 
Today, 24(2), 105–112. https://doi.org/10.1016/j.nedt. 
2003.10.001

Hendrickson, J., Patterson, K. K., Inness, E. L., McIlroy, W. E., & 
Mansfield, A. (2014). Relationship between asymmetry of 
quiet standing balance control and walking post-stroke. 
Gait & Posture, 39(1), 177–181. https://doi.org/10.1016/j. 
gaitpost.2013.06.022

Kamphuis, J. F., de Kam, D., Geurts, A. C., & Weerdesteyn, V. 
(2013). Is weight-bearing asymmetry associated with pos-
tural instability after stroke? A systematic review. Stroke 
Research and Treatment, 2013, 692137. https://doi.org/10. 
1155/2013/692137

Kvale, S. (1996). Interviews: An introduction to qualitative 
research interviewing. Sage Publications.

Langhorne, P., Bernhardt, J., & Kwakkel, G. (2011). Stroke 
rehabilitation. The Lancet, 377(9778), 1693–1702. https:// 
doi.org/10.1016/S0140-6736(11)60325-5

Lindell, E., Kollen, L., Johansson, M., Karlsson, T., Ryden, L., 
Zettergren, A., . . . Finizia, C., Lindell, E., Kollen, L., 
Johansson, M., Karlsson, T., Ryden, L., Zettergren, A., 
et al. (2019). Dizziness and its association with walking 
speed and falls efficacy among older men and women in 

INTERNATIONAL JOURNAL OF QUALITATIVE STUDIES ON HEALTH AND WELL-BEING 7

https://doi.org/10.1111/j.1747-4949.2010.00557.x
https://doi.org/10.1111/j.1747-4949.2010.00557.x
https://doi.org/10.1016/S0738-3991(02)00032-0
https://doi.org/10.1016/S0738-3991(02)00032-0
https://doi.org/10.1016/j.pmrj.2012.05.004
https://doi.org/10.2340/16501977-0313
https://doi.org/10.1002/14651858.CD006073.pub3
https://doi.org/10.1002/14651858.CD006073.pub3
https://doi.org/10.1016/j.nedt.2003.10.001
https://doi.org/10.1016/j.nedt.2003.10.001
https://doi.org/10.1016/j.gaitpost.2013.06.022
https://doi.org/10.1016/j.gaitpost.2013.06.022
https://doi.org/10.1155/2013/692137
https://doi.org/10.1155/2013/692137
https://doi.org/10.1016/S0140-6736(11)60325-5
https://doi.org/10.1016/S0140-6736(11)60325-5


an urban population. Aging Clinical and Experimental 
Research. https://doi.org/10.1007/s40520-019-01303-6

Liphart, J., Gallichio, J., Tilson, J. K., Pei, Q., Wu, S. S., & 
Duncan, P. W. (2016). Concordance and discordance between 
measured and perceived balance and the effect on gait speed 
and falls following stroke. Clinical Rehabilitation, 30(3), 
294–302. https://doi.org/10.1177/0269215515578294

Lo Buono, V., Corallo, F., Bramanti, P., & Marino, S. (2017). 
Coping strategies and health-related quality of life after 
stroke. Journal of Health Psychology, 22(1), 16–28. https:// 
doi.org/10.1177/1359105315595117

Langhorne P, Ramachandra S; Stroke Unit Trialists' 
Collaboration. (2013). Cochrane Database Systematic 
Reviews ,  23(4):CD000197. https://doi.org/10.1002/ 
14651858.CD000197.pub3

Marigold, D. S., & Eng, J. J. (2006). The relationship of asym-
metric weight-bearing with postural sway and visual reli-
ance in stroke. Gait & Posture, 23(2), 249–255. https://doi. 
org/10.1016/j.gaitpost.2005.03.001

McKenna, S., Jones, F., Glenfield, P., & Lennon, S. (2015). 
Bridges self-management program for people with stroke 
in the community: A feasibility randomized controlled 
trial. International Journal of Stroke : Official Journal of 
the International Stroke Society, 10(5), 697–704. https:// 
doi.org/10.1111/ijs.12195

Myers, A. M., Fletcher, P. C., Myers, A. H., & Sherk, W. (1998). 
Discriminative and evaluative properties of the 
activities-specific balance confidence (ABC) scale. The 
Journals of Gerontology. Series A, Biological Sciences and 
Medical Sciences, 53(4), M287–M294. https://doi.org/10. 
1093/gerona/53A.4.M287

Myers, A. M., Powell, L. E., Maki, B. E., Holliday, P. J., 
Brawley, L. R., & Sherk, W. (1996). Psychological indicators 
of balance confidence: Relationship to actual and per-
ceived abilities. The Journals of Gerontology. Series A, 
Biological Sciences and Medical Sciences, 51(1), M37–M43. 
https://doi.org/10.1093/gerona/51A.1.M37

Nieuwenhuis, M. M., Van Tongeren, H., Sorensen, P. S., & 
Ravnborg, M. (2006). The six spot step test: A new mea-
surement for walking ability in multiple sclerosis. Multiple 
Sclerosis (Houndmills, Basingstoke, England), 12(4), 
495–500. https://doi.org/10.1191/1352458506ms1293oa

Ohman, A. (2005). Qualitative methodology for rehabilita-
tion research. Journal of Rehabilitation Medicine, 37(5), 
273–280. https://doi.org/10.1080/16501970510040056

Ostir, G. V., Berges, I., Ottenbacher, M., Graham, J. E., & 
Ottenbacher, K. J. (2008). Positive emotion following a 
stroke. Journal of Rehabilitation Medicine : Official 
Journal of the UEMS European Board of Physical and 
Rehabilitation Medicine, 40(6), 477–481. https://doi.org/ 
10.2340/16501977-0193

Pallesen, H., Aadal, L., Moe, S., & Arntzen, C. (2019). Gateway to 
recovery: A comparative analysis of stroke patients’ experi-
ences of change and learning in Norway and Denmark. 
Rehabilitation Research and Practice, 2019, 1726964. https:// 
doi.org/10.1155/2019/1726964

Patton, M. (2014). Integrating Theory and Practice (4 ed.). 
Sage Publications Inc.

Pedersen, S. G., Anke, A., Aadal, L., Pallesen, H., Moe, S., & 
Arntzen, C. (2019). Experiences of quality of life the 
first year after stroke in Denmark and Norway. 
A qualitative analysis. International Journal of Qualitative 
Studies on Health and Well-being, 14(1), 1659540. https:// 
doi.org/10.1080/17482631.2019.1659540

Pollock, A., Baer, G., Campbell, P., Choo, P. L., Forster, A., 
Morris, J., . . . Langhorne, P. (2014). Physical rehabilitation 
approaches for the recovery of function and mobility 

following stroke. The Cochrane Database of Systematic 
Reviews, 2014(4), CD001920.

Pollock, A. S., Durward, B. R., Rowe, P. J., & Paul, J. P. (2000). 
What is balance? Clinical Rehabilitation, 14(4), 402–406. 
https://doi.org/10.1191/0269215500cr342oa

RIKS-STROKE TSSR. (2019). The Swedish stroke register. 
[Retrieved 2019, from]. http://www.riksstroke.org/sve/ 
patient-och-narstaende/stroke/

Robinson, C. A., Shumway-Cook, A., Ciol, M. A., & Kartin, D. (2011). 
Participation in community walking following stroke: 
Subjective versus objective measures and the impact of per-
sonal factors. Physical Therapy, 91(12), 1865–1876. https://doi. 
org/10.2522/ptj.20100216

Rose, D. K., Nadeau, S. E., Wu, S. S., Tilson, J. K., Dobkin, B. H., 
Pei, Q., & Duncan, P. W. (2017). Locomotor training and 
strength and balance exercises for walking recovery after 
stroke: Response to number of training sessions. Physical 
Therapy, 97(11), 1066–1074. https://doi.org/10.1093/ptj/ 
pzx079

Sandelowski, M. (1995). Sample size in qualitative research. 
Research in Nursing & Health, 18(2), 179–183. https://doi. 
org/10.1002/nur.4770180211

Schmid, A., & Rittman, M. (2007). Fear of falling: An emer-
ging issue after stroke. Topics in Stroke Rehabilitation, 14 
(5), 46–55. https://doi.org/10.1310/tsr1405-46

Shumway-Cook, A., & Woollacott, M. H. (2012). Motor con-
trol: Translating research into clinical practice. In 
(Shumway-Cook, A., & Woollacott, M. H.) eds. Motor con-
trol (4 ed.). Lippincott Williams & Wilkins.

Simpson, L. A., Eng, J. J., & Tawashy, A. E. (2011). Exercise 
perceptions among people with stroke: Barriers and facil-
itators to participation. International Journal of Therapy 
and Rehabilitation, 18(9), 520–530. https://doi.org/10. 
12968/ijtr.2011.18.9.520

Tuvemo Johnson, S., Martin, C., Anens, E., Johansson, A. C., & 
Hellstrom, K. (2018). Older adults’ opinions on fall preven-
tion in relation to physical activity level. Journal of Applied 
Gerontology : The Official Journal of the Southern 
Gerontological Society, 37(1), 58–78. https://doi.org/10. 
1177/0733464815624776

Van de Port, I. G., Kwakkel, G., Schepers, V. P., & Lindeman, E. 
(2006). Predicting mobility outcome one year after stroke: 
A prospective cohort study. Journal of Rehabilitation 
Medicine, 38(4), 218–223. https://doi.org/10.1080/ 
16501970600582930

Veerbeek, J. M., Van Wegen, E., Van Peppen, R., Van der 
Wees, P. J., Hendriks, E., Rietberg, M., & Kwakkel, G. 
(2014). What is the evidence for physical therapy post-
stroke? A systematic review and meta-analysis. PLoS One, 
9(2), e87987. https://doi.org/10.1371/journal.pone. 
0087987

Walsh, M., Galvin, R., & Horgan, N. F. (2017). Fall-related 
experiences of stroke survivors: A meta-ethnography. 
Disability and Rehabilitation, 39(7), 631–640. https://doi. 
org/10.3109/09638288.2016.1160445

Walsh, M. E., Galvin, R., Williams, D. J. P., Harbison, J. A., 
Murphy, S., Collins, R., McCabe, D. J. H., Crowe, M., & 
Horgan, N. F. (2019). The experience of recurrent fallers 
in the first year after stroke. Disability and 
Rehabilitation, 41(2), 142–149. https://doi.org/10.1080/ 
09638288.2017.1381182

WHO Task Force on Stroke and Other Cerebrovascular 
Disorders. (1989). Stroke–1989. Recommendations on 
stroke prevention, diagnosis, and therapy. Report of the 
WHO task force on stroke and other cerebrovascular dis-
orders. Stroke, 20(10), 1407–1431. https://doi.org/10.1161/ 
01.STR.20.10.1407

8 M. ARVIDSSON LINDVALL ET AL.

https://doi.org/10.1007/s40520-019-01303-6
https://doi.org/10.1177/0269215515578294
https://doi.org/10.1177/1359105315595117
https://doi.org/10.1177/1359105315595117
https://doi.org/10.1002/14651858.CD000197.pub3
https://doi.org/10.1002/14651858.CD000197.pub3
https://doi.org/10.1016/j.gaitpost.2005.03.001
https://doi.org/10.1016/j.gaitpost.2005.03.001
https://doi.org/10.1111/ijs.12195
https://doi.org/10.1111/ijs.12195
https://doi.org/10.1093/gerona/53A.4.M287
https://doi.org/10.1093/gerona/53A.4.M287
https://doi.org/10.1093/gerona/51A.1.M37
https://doi.org/10.1191/1352458506ms1293oa
https://doi.org/10.1080/16501970510040056
https://doi.org/10.2340/16501977-0193
https://doi.org/10.2340/16501977-0193
https://doi.org/10.1155/2019/1726964
https://doi.org/10.1155/2019/1726964
https://doi.org/10.1080/17482631.2019.1659540
https://doi.org/10.1080/17482631.2019.1659540
https://doi.org/10.1191/0269215500cr342oa
http://www.riksstroke.org/sve/patient-och-narstaende/stroke/
http://www.riksstroke.org/sve/patient-och-narstaende/stroke/
https://doi.org/10.2522/ptj.20100216
https://doi.org/10.2522/ptj.20100216
https://doi.org/10.1093/ptj/pzx079
https://doi.org/10.1093/ptj/pzx079
https://doi.org/10.1002/nur.4770180211
https://doi.org/10.1002/nur.4770180211
https://doi.org/10.1310/tsr1405-46
https://doi.org/10.12968/ijtr.2011.18.9.520
https://doi.org/10.12968/ijtr.2011.18.9.520
https://doi.org/10.1177/0733464815624776
https://doi.org/10.1177/0733464815624776
https://doi.org/10.1080/16501970600582930
https://doi.org/10.1080/16501970600582930
https://doi.org/10.1371/journal.pone.0087987
https://doi.org/10.1371/journal.pone.0087987
https://doi.org/10.3109/09638288.2016.1160445
https://doi.org/10.3109/09638288.2016.1160445
https://doi.org/10.1080/09638288.2017.1381182
https://doi.org/10.1080/09638288.2017.1381182
https://doi.org/10.1161/01.STR.20.10.1407
https://doi.org/10.1161/01.STR.20.10.1407

	Abstract
	Introduction
	Materials and methods
	Study design
	Subjects
	Procedure
	Interview

	Data analysis
	Manifest analysis
	Latent analysis


	Results
	Feeling dizzy and unstable is acontinuous challenge
	Limitations in daily life
	Being emotionally affected
	The need for physical support
	Everything takes time

	Feeling confidence despite dizziness and unsteadiness
	Ican still manage
	Feelings of self- acceptance
	Finding individual solutions


	Discussion
	Strengths and limitations

	Conclusions
	Acknowledgments
	Clinical implications
	Disclosure statement
	Funding
	References



