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Abstract: Research has evidenced physical and physiological benefits that regular exercise can pro-
vide for people living with stroke. Our study aims to explore the experiences of people living with
stroke when participating in a community physical activity programme. This programme was cre-
ated to offer targeted physical activity and education interventions following the discharge of pa-
tients from the healthcare pathway. This qualitative study involved semi-structured interviews with
16 participants living with stroke who were recruited from individuals who had engaged with the
activity programme. A reflexive thematic analysis was conducted on the data, and four overarching
themes were developed: i) Feelings of appreciation, ii) Interactions with other patients, iii) Positive
contributions of trained instructors, and iv) Personal progress. Generally, participants reported very
positive perceptions of the exercise programme, and were very grateful for the opportunity that the
exercise classes provided. We hope that these findings will offer practical suggestions for healthcare
providers who might develop similar activity programmes for clinical populations.
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1. Introduction

For individuals living with stroke, research has shown that regular exercise can pro-
vide physiological benefits such as improvement in vascular health measures, such as
blood pressure and blood lipid profile, aerobic fitness!? and strength, balance and gait?,
as well as improvements in psychosocial health outcomes*>. In general, exercise has been
shown to improve engagement in activities of daily living and quality of life for individ-
uals living with stroke (see¢ for a review), and maintaining a physically active lifestyle is
therefore proposed to be very beneficial for this population. However, studies report high
levels of stroke survivors not meeting the national physical activity guidelines’. The na-
tional clinical guidelines® recommend that stroke survivors are active every day, with
physical activity volume gradually progressing from low intensity so that 150 minutes or
more of moderate intensity physical activity is achieved per week. Muscle strengthening
activities are recommended at least twice per week, as well as activities that improve bal-
ance and co-ordination to reduce risk of falls. In light of the importance of exercise, and
the challenges for health providers to facilitate opportunities for exercise with this popu-
lation, it is important for researchers to examine targeted community-based, outpatient
physical activity programmes for individuals living with stroke.

A number of qualitative studies have examined people’s experiences of living with
stroke. This research has identified challenges faced when re-entering family life after a
stroke®, difficulties faced when engaging with health services'?, and problems encoun-
tered when returning to work',’2. For example, Pluta et al."! found working-age individ-
uals living with stroke felt marginalised from their work life, and this led to a sense of loss
from their ‘previous life” before the stroke. With regards to exploring experiences and
long term needs when engaging with health services, findings illustrated how patients
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often felt they were not fully understood by health-care services, with the authors sug-
gesting healthcare professionals need to understand the individual needs of patients to
allow them to successfully tailor support and set goals'®. Researchers have also considered
how to improve stoke care and highlighted how the needs of service users did not appear
to be adequately addressed, with a lack of information and support given to patients’.
These studies develop our understanding of some of the challenges faced by those living
with stroke, thus providing an insight into how care might more effectively be offered in
this recovery phase.

When directly considering physical activity, a small number of studies have looked
at the exercise experiences of individuals living with stroke. Such research has included a
focus on patients’ motivation to exercise and the facilitators and barriers to exercise. For
example, in a study with individuals recovering from stroke, social interaction, beliefs of
benefits of exercise, high self-efficacy and the necessity of routine behaviours were found
to be the most commonly reported motivators'%. In addition, lack of professional support
on discharge from hospital and follow-up, as well as transport issues to structured classes
or interventions and lack of control and negative affect were the most commonly reported
barriers. Research exploring a community-based rehabilitation programmes in rural Aus-
tralia found stroke-specific exercise groups led by health professionals were viewed pos-
itively because they enabled social support, increased confidence, improved mood and
motivation and provided an opportunity to acquire knowledge from others'>. Moreover,
group settings have been found to increase exercise participation for individuals living
with stroke, due to the social support and encouragement people receive from other group
members'®. In research conducted with longer-term stroke survivors, findings have
shown that promoting the psychological well-being benefits of exercise, such as increased
self-esteem and life satisfaction, and offering different activity formats in de-medicalised
settings, increase participation for long-term stroke survivors'. Such an increase in activ-
ity was explained as exercise was viewed as a healthy lifestyle activity rather than treat-
ment, with the latter potentially perceived more negatively. Understanding these moti-
vating factors, facilitators, and barriers to exercise is important to consider for those
healthcare professionals who aim to promote physical activity participation for those liv-
ing with stroke.

In considering the literature around exercise provision for stroke survivors, Young
and colleagues systematically reviewed the research on venue-based exercise pro-
gramme’®. Findings of this review revealed that those living with stroke gain confidence
and renewed identity through exercise participation, with participants reporting to enjoy
stroke-specific exercise programmes in non-medical venues . Young et al. further sug-
gested there is limited quality research in this area, highlighting a need to conduct re-
search to examine stroke specific programmes, and furthermore, to consider ongoing,
community-based exercise programmes designed specifically for individuals living with
stroke. Our study therefore aims to build on the existing literature by considering the core
research question of what are the experiences of people living with stroke who engage in
a targeted exercise programme, in order to provide a more focussed analysis of the phys-
ical activity experiences of this clinical group. More specifically, we explore the experi-
ences of individuals who engaged in a specific community physical activity programme,
namely the HELP (Health Enhancing Lifestyle Programme) Hampshire Stroke Clinic. This
programme was created to offer targeted physical activity and education interventions to
individuals with stroke following discharge from the NHS care pathway. In considering
the experiences of these individuals, we aim to consider their perspectives of the delivery
of this programme, and how it might support their rehabilitation and recovery from
stroke. It is hoped that the findings from this study will allow us to more fully understand
how exercise interventions for individuals living with stroke can be effectively developed,
and in turn, provide health-care providers with an underpinning evidence base to further
develop and improve such exercise provision to support the recovery of those living with
stroke.
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2. Materials and Methods 100
2.1. Context, Design, and Philosophical Underpinning 101

This study focusses on exploring the perceptions of participants engaged in a local 102
community-based exercise programme. The HELP Hampshire stroke clinic has a stated 103
aim of enhancing the “physical and social quality of life for people living with stroke by 104
reducing the likelihood of secondary stroke through low-cost, flexible, community-based 105
exercise clinics”. We accessed participants who had joined the programme following ei- 106
ther GP or hospital (via stroke consultants, physiotherapists or occupational therapists) 107
referral, with healthcare professionals (e.g., physiotherapists) and the community team 108
conducting physical and psycho-social assessments at the start and following 12 weeks of 109
exercise. There is one clinic which provided three weekly exercise sessions at the time the 110
study was conducted. Participants had the opportunity to engage in weekly, group-based 111
lower- and higher-intensity exercise classes, as well as Pilates. Each of these classes lasted 112
one hour. Lower-intensity exercise classes involved seated and standing activities, includ- 113
ing balance and co-ordination exercises using resistance bands and light weights, with 114
participants copying demonstrations provided by the lead instructor. Higher-intensity ex- 115
ercise classes included circuit-type activities, and included weights and resistance bands, 116
with periods of activity interspersed with short recovery periods and/or different types of 117
active recovery. Each exercise class was group-based and costed £5 per participant. The 118
lower-intensity exercise class tended to have 17 to 25 attendees per session, the higher- 119
intensity class had between 12 and 15 attendees, while the Pilates class was capped at 10 120
people. Each exercise class had a lead practitioner, and was supported by additional help- 121
ers at a ratio of 1 helper for every 5 participants. The venues for the exercise classes were 122
based in the community (not hospital or university site), in village halls, churches and 123
community centres. After completing the initial 12 weeks of the program, participants 124
then were encouraged to either continue with the HELP Hampshire community-based 125
exercise classes, and/or were provided guidance on other exercise and physical activity 126
opportunities within their local community. A qualitative research design was used in the 127
present study. Specifically, members of the research team conducted semi-structured in- 128
terviews with participants to explore their experiences of engaging with the community 129
exercise programme. A phenomenological methodology was used, with this approach 130
aiming to “to arrive at a rigorous description of human life as it is lived and reflected on 131
in its first-person concreteness” (p. 309)". Such an approach is concerned with under- 132
standing experiences from the perspective of the individual, and in the current study, a 133
phenomenological approach was appropriate to explore the experiences of individual 134
participants within a complex social world, while they were living with stroke. The work 135
was underpinned by interpretivism; ontological relativism and epistemological construc- 136
tionism, which allowed participants to share their individually constructed reality of liv- 137
ing with stroke and participating in an exercise programme designed to support their re- 138
habilitation. We also acknowledge the active role the authors played in the co-construc- 139
tion of knowledge of a phenomenon that cannot be directly observed, through the collec- 140

tion, analysis and presentation of data. 141
2.2. Participants, Procedure and Interview Guide 142
143
144
145

146
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Following favourable university ethical review at the lead author’s university, and 147
based on purposive sampling procedures, participants from the community exercise pro- 148
gramme were invited to participate in the project. The inclusion criteria for the study were 149
that participants were living with stroke and had attended, on average, at least one 150
HELP Hampshire exercise class each week for a period of 12-weeks. Thirty-five partici- 151
pants attending the exercise sessions who met the criteria were informed of the study, and 152
invited to participate in an interview, with 16 agreeing to participate. These invitations 153
were extended either by explaining the study in person at the end of classes or by email, 154
with initial email contact being made by one of the project leads. If individuals expressed 155
an interest in participating, they were contacted by phone or email to discuss details and 156
arrange an interview. The interviews took place either at a time and location suitable to 157
the participant or online. All interviews were conducted either by the second and third 158
authors who were independent of the delivery of the exercise classes. A semi-structured 159
interview approach was adopted, with an interview guide developed that included open 160
questions, to encourage participants to talk freely about their personal experiences of 161
stroke and the local community programme and, in particular, about the group-based ex- 162
ercise classes. Initial questions were asked to develop rapport and included questions 163
around how the participant had been since their stroke, how was their family life, before 164
moving on to asking questions about their general activity levels (e.g., “tell me about your 165
current physical activity” and “how has your activity changed since the stroke?”). 166

Moving into the main part of the interview, we considered other research that has 167
previously explored participant experiences of exercise interventions (e.g., '#7) to develop 168
further questions. This part of the interview started with a broad open question of “Can 169
you describe your recent experiences of physical activity as part of the HELP Hampshire 170
clinic sessions” which allowed participants to take control of the interview and guide the 171
conversation in whichever way they wanted about the programme. Further specific 172
prompt questions were asked (e.g., about the types of exercises, the people they met), and 173
probing questions were also utilised to encourage rich, detailed explanations (e.g., “how 174
did that make you feel?” or “can you say a bit more about that?”). Some participants had 175
speech difficulties and, thus, the researcher used paraphrasing to check and confirm un- 176
derstanding of what had been said. Furthermore, when piloting the interview process, it 177
became apparent participants found difficultly in answering some questions, such as spe- 178
cific questions asking them to recall specific exercises they had done in the class. Asa 179
result, amendments were made to the phrasing of questions to focus more on reflecting 180
on their general experiences, feelings and emotions around being involved in the classes 181
(which participants found much easier to give detailed responses). Where appropriate, a 182
pen and paper was also provided for participants to write something down. The inter- 183
views continued until a natural close as the interviewer tried to judge fatigue levels of the 184
participants and to take into account that a small number of the participants had memory 185
and communication difficulties which made it difficult to talk at length. 186

2.3. Data Processing, Analysis, and Rigor 187

Interviews lasted between 15 and 67 minutes (average 46 minutes) and were rec- 188
orded and transcribed verbatim. Using a reflexive thematic analysis, the researchers 189
moved back and forth through several stages of analysis, including data familiarisation 190
and coding, theme development, refinement and naming and writing up®. This process 191
initially involved the first author immersing themselves in the data by reading and re- 192
reading the interview transcripts, before deriving initial open codes, highlighting features 193
of the experiences of the exercise classes described by participants. The process of analysis 194
was data driven, with transcripts inductively analysed and coding based on the data, ra- 195
ther than deductively coding data based on existing frameworks?'. Once all of the tran- 19
scripts had been thoroughly coded, the codes were sorted into potential themes that rep- 197
resented “some level of patterned response or meaning” across the data set (p. 82)2 rele- 198
vant to the research question. Theme development involved clustering the codes using 199
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visual mind-maps to illustrate how codes might link together into overall themes. Asa 200
result of these analyses, the codes were clarified as overarching themes and sub-themes, 201
with four overarching themes developed from the data. To enhance the analysis process, 202
the second and fourth authors acted as critical friends, challenging decisions made on the 203
development of themes?. For example, one critical friend highlighted the importance of 204
considering the different subthemes within the “personal progress’ theme to represent the 205
progress that participants both see directly and also feel within themselves. This reflective 206
process involved discussion and debate to encourage greater exploration of alternative = 207
interpretations concerning the analysis of data®. 208

3. Results 209

Table 1 ilustrates the demographic characteristics of the 35 participants invited to 210
interview. Of the 16 participants recruited, eight were living with weakness on the right- 211
side, and eight with weakness on the left-side. Within the sample, 12 participants had 212
experienced a first time stroke/TIA, and four participants had experienced two or more 213
strokes/TIAs. On average, participants had been involved in the exercise programme for 214
15.6 + 3.6 weeks at the time of invitation to the interview, and on average, the interviews 215

took place 17 + 15 months since the stroke had occurred. 216

217

Table 1. Participant and non-participant characteristics. 218
Participants Non-participants

n (%) or Mean (SD) n (%) or Mean (SD)

Number 16 19
Sex Male 10 (63%) 13 (68%)
Female 6 (37%) 6 (32%)
Age (y) 64.6 £10.2 62.5+8.6
Age range (y) 51-85 45-80
Body Mass Index (kg-m?) 26.9+5.0 27.7+6.2
First time stroke/TIA 12 (75%) 13 (68%)
Ischaemic Stroke 14 (88%) 16 (84%)
Time since first stroke 17 £15 14 £17
(months)
Symptomatic side Right 8 (50%) 11 (58%)
Left 8 (50%) 8 (42%)
Use of a walking aid 6 (37%) 5 (26%)
Use of a wheelchair 0 (0%) 1 (5%)
Average time participating 15.6 + 3.6 weeks 14.5 + 4.2 weeks

in programme at time of
invitation to interview

219

From our analysis, four overarching themes were developed which are: i) Feelings of =~ 220
Appreciation, ii) Interactions with other Patients, iii) Positive contributions of trained in- 221
structors, and iv) Personal Progress. These results are summarised in Table 2. In The 222
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following section, the four overarching themes are presented with accompanying illustra-
tive quotes to represent each theme. Within these four overarching themes, there are 13
subthemes, with a subtheme included in each overarching theme outlining the sugges-
tions that participants made that might improve and develop the programme.

3.1.. Feelings of appreciation

This first overarching theme represents how the participants expressed appreciation
for the programme, being grateful of how it offered them the opportunity to exercise. In
addition, the participants gratitude appeared to come as a result as a feeling that there
was a lack of care before this programme offered them the chance to join the exercise pro-
gramme.

Table 2. Overarching themes, subthemes and sample raw data themes.

223
224
225
226

227

228
229
230
231
232

233
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Overarching themes

Sub-themes

Sample raw data themes

Feelings of appreciation

General gratitude (for the
opportunity to exercise)

- It's good for us
- Something to look forwards to.

Appreciation (feeling that nobody
cared before this)

- After a stroke, nobody else cares
- You feel abandoned otherwise

To improve (the programme in
general)

- Improved communication
- More variety in classes

Interactions with other
patients

Developing positive (social)
interactions

- Togetherness in a small
community
- Friendships developed

Being with others who understand

- Others know what you're going
through.

- Not feeling on your own

- Stroke the unifying factor

To improve (interactions)

- Further opportunities to interact in

class.
- Social media group to encourage
interaction outside of class.

Positive contributions of
trained instructors

Reassurance about exercise
adaptations

- Trust in instructors
- Showing correct technique

- Offsetting nerves about exercising
with specific injuries.

Progressive coaching approach

- Helping achieve greater progress.

- Focussing on correct movements.

To improve (contributions from
instructors)

- Greater variety in sessions.
- Links with other professionals.
- Time to talk with instructors.

Personal Progress

Seeing progress

- Greater balance
- Physically stronger

- Accomplish tasks outside class.

Feeling progress

- Satisfaction with progress.
- Confidence in recovery

Progressing together

- Others improving provides
motivation.

Suggestions to provide further
support

- Instructions written down.

234
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3.1.1. General gratitude (for the opportunity to exercise) 235

Participants made a variety of positive comments that highlighted their gratitude for 236
the programme. Participant 2 said “I think what [the project leader] is doing is excellent” 237
and participant 4 commented “I think we’re very fortunate...to be on this programme". 238
Participant 2 highlighted some of the benefits of having the opportunity to exercise saying 239
“I think the fact that we’ve got these classes to go to is good for us because it does, you 240
know, keeps your heart going, and the fact that occasionally you have an assessment, I ~ 241
think that’s good”. Participant 8 summed up their gratitude for what the programme of- 242
fers by explaining; 243

It's given me something to look forward to, I mean, I've got a few things to look 244
forward to in my life, thankfully, but, you know, on a weekly basis it's good to have some- 245
thing that forces you to get up on a Monday morning, you know, and, you know, some- 246
thing to go to, structured. I think it’s good". 247

3.1.2. Appreciation (feeling that nobody cared before this) 248

Participants appeared particularly grateful for the programme, as it gave them the 249
feeling that somebody cared about them. Participant 2 said “All credit to them for doing 250
this, because before [the project lead] did this, after you've had a stroke, nobody cares, do 251
they”. Participant 8 explained further that after initial support after their stroke from 252
healthcare providers, they felt a certain feeling of being deserted; “you’re on your own. 253
Yes, you've got your GP, but basically, that’s it. You are...here are your pills, keep taking 254
these, and we don’t want to see you again. And it’s like, well...”. This participant high- 255
lighted how “I'm still not a well person” and said about the programme that “... it means 256
a lot. Means a great deal. You know, you don't feel as if you're just left to, you know, 257
abandoned, really". 258

3.1.3. To improve the programme 259

Participants made some general suggestions around how the programme could be 260
improved. For example, participant 2 would have liked the communication between the 261
those delivering the programme and the patients to be improved, suggesting wanting 262
“them to email us occasionally if things are going to be changed”. Participant 8 com- 263
mented on enjoying the classes, but also mentioned how they would like a greater variety = 264
of activities in the classes, such as playing games; “I love ball games. . . the thing about 265
ball games is that, you know, you do various kinds of movements, it's coordination, it's 266
balance, it’s strength, it's movement, it’s aerobic, you know, it's everything. And it's fun!” 267

3.2. Interactions with other patients 268

The second overarching theme is around the opportunity for interactions with others 269
living with stroke. This includes the general social interactions that the programme pro- 270
motes as well as specific positive feelings resulting from interacting with other patients 271
who are similar to them. 272

3.2.1. Developing positive (social) interactions 273

Many comments were made by participants about how they enjoyed the interactions 274
with others that attending the exercise classes allowed them to have. Participant 13 high- 275
lighted how all the “small interactions” they had “are quite meaningful”. Participant 9 276
described the “togetherness” created by being in “a little community”. Participant 3 gave 277
an example of a basic interaction at the start of the class, recalling “when I meet him I say 278
‘how are you?’ or whatever his name is...’Bloody awful” she says, laughing. And I think 279
that’s good for her”. Participant 13 also spoke about the types of general interactions the 280
occurred, “you tended to interact and meet with different people so it was quite easy to 281
then say ‘oh hello I remember you from last week oh and how's this’ blah blah blah you 282
know”. Participant 6 highlighted how these interactions had a positive impact, saying 283
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“My mood is much better now. We have a laugh about things. You know me with [another 284
patient], we will have a laugh there”. 285

One participant (5), who had some speech difficulties, and struggled to articulate 286
their thoughts fully, spoke about the friends they had met, “But, friends, friends, friends, 287
yeah, yeah”). When the interviewer prompted him saying “And what is it you like most 288
about coming to the class?”, this participant responded enthusiastically by saying 289
“friends, yeah". Interestingly, some participants spoke about creating social groups with 290
those in the exercise classes, where they would meet outside the class time, for example, 291
meeting at cafes, or participant 5 also talking about how five members of the group would = 292
meet at one of their houses to socialise. 293

One point to highlight is that the importance of such interactions depends on the 294
personality of the participant. Participant 12, explained “I don’t think that I would go to 295
it as a social gathering of any kind, because I'm not really that kind of person so to me it's 296
not something that’s appealing to me”. 297

3.2.2. Being with others who understand 298

Further to mentioning on the general positive interactions that the classes created, 299
participants also commented such interactions being with others who shared similar ex- 300
periences. Thus, these interactions had a greater resonance as they were with people who 301
had a greater understanding of what they were going through. Participant 3 spoke about 302
“meeting other people in a similar situation and sharing thoughts”, and participant 4 303
talked about 304

Being with others who know what you're going through, and being able to just have 305
that conversation with other people and talk about things and...be on the same level. If 306
you see what I mean? Knowing about what you're talking about...that was a big benefit 307

to the programme, actually. 308
Such experiences were supported by participant 13, who illustrated the importance 309
of being in the class with others who were living with stroke; 310

It was specifically to do with having a stroke. It's not like you know you have those 311
same, relatively similar conversations in an ordinary class that you go to, but they could 312
be about the weather or, you know, would be brief, conversations whereas with this it 313
was you knew that the unifying factor was everybody at some point had had a stroke. 314
And that was why it was probably made it easier to sort of to mention, you know, to sort 315
of bring things up. 316

Participant 8 also commented on how it was “good to see fellow sufferers, you know, 317
to see how they’re getting on and encourage them. This participant went on to explain; 318

We're all similar. And, it’s just good to be able to see that you're not on your own. 319
And, there are other people who are experiencing the same thing, and I think we kind of 320
encourage each other. I'd like to think we do. And, it's good to compare notes, so to speak, 321
on all sorts of things, really, like medication, for example, medication. 322

3.2.3. Suggestions to improve interactions 323

Certain specific suggestions were made by participants that they felt would enhance 324
the potential for interactions with others. For example, participant 7 proposed how devel- 325
oping the social aspect would improve the experience further, “they could make it a bit 326
more of a social thing, it was useful just talking to people who are in the same situation 327
and realising, okay, actually we're all going through the same thing”. This was reinforced 328
by participant P4 who explained how structured opportunities for interactions would be 329
good; 330

Interactions were important, classes could have been improved by giving oppor- 331
tunity to talk with like-minded people, with time factored into those classes to perhaps 332
just sit down and have a have a chat at the end of the session. . . it would have been really 333
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interesting to listen to what happened to other people. . . And how perhaps they’d over- 334
come different difficulties, etc. 335

A further participant (2), who said they found it “difficult to remember names” com- 336
mented, “I liked when we threw balls at each other. . but it's remembering people’s names, 337
isn’tit. .. it would be good to have a name on people, you feel so stupid when you forget”. 338
A further suggestion was made by participant 8 who proposed the idea of a WhatsApp 339
group to encourage further interaction and support, saying, “I've been a bit surprised that 340
there isn’t an email group, or a WhatsApp group, to, kind of, build a greater sense of 341
community, if you like, to sort of encourage each other”. 342

3.3. Positive contributions of trained instructors 343

The third overarching theme refers to participants reflecting on the contributions of 344
the stroke-specific-trained exercise professionals who facilitated the exercise programme. 345
Participant 16 comments that “without that support I would fail miserably. And so, for 346
them to be around. It's been a great help”. Participants also made numerous positive com- 347
ments about the personal qualities of the instructors and staff who delivered the pro- 348
gramme. For example, comments included how instructors were “constantly enthusias- 349
tic” (participant 13), how the staff were “always smiling” and they “feel very happy to see 350
them” (participant 6) and how instructors are “very good at motivating” (participant 12). 351
This theme included two further subthemes, which included the quality of instruction 352
offered, in terms of the way instructors offered support and reassurance around exercis- 353
ing, and a progressive coaching approach that supported them in their rehabilitation. 354

3.3.1. Reassurance about exercise adaptations 355

Participants spoke enthusiastically about the support the instructors offered. For ex- 356
ample, participant 7 highlighted the reassurance they gained from such support, “Just 357
knowing that I was in an environment where it was controlled and with people who ac- 358
tually know what they’re talking about”. Participant 11 expressed the trust they had in 359
the instructors and the advice they gave, saying, “It is, valuable it is valuable. I can’'t 360
explain, I don’t know how to explain it. But it is valuable. When they say jump, I ask how 361

high”. 362
Participant 15 reinforced this by providing specific examples of such advice and sup- 363
port; 364

[Instructor’s name] is always saying, have a support near you, and this exercise. Keep 365
the support like a chair on your righthand side. She says if you're feeling a bit tired, don’t 366
do it standing up sitting down and she demonstrates the whole thing. 367

Participant 4 commented “It’s useful to have people there assessing us all the time, 368
watching what we’re doing, because we could damage ourselves especially if we were 369
doing something [we’re not sure about]”. This participant also reflected on the positive 370
impact such support had on their approach to exercise; 371

I'was thinking, “Alright, I can trust you if you say I can do all these things’. And, even 372
in the first week it made a big difference, because I was really nervous about just looking 373
over my shoulder because of the damage to my artery. 374

Participant 13 appreciated the support to overcome discomfort associate with the ex- 375
ercises. It also appears clear from this quote the confidence the participant felt from having 376
such specialist advice about exercises, and in this case, how it reassured them that pain 377
experienced was a normal part of the rehabilitation process. 378

[Instructor’s name} just gives you exercises to try and give you the confidence to 379
know it’s okay if you do this, that you're not going to do yourself any harm, in fact that 380
the opposite is the case that you're going to make it, it's going to be easier if you sort of 381
almost go through the pain barrier to start. We were you doing an exercise and I just wob- 382
bled about like a complete muppet but it’s, it’s fine, because it gets better. 383

384
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3.3.2. Progressive coaching approach 385

Further to the advice and support that the instructors provided, participants com- 386
ments on the direction provided to help them to progress with their rehabilitation. Partic- 387
ipant 13 commented on the specific advice given to help them recovery effectively; 388

They said if you do walking forward sideways, then stretch, then you’ll soon be able 389
to do, you know, in spite of having a stroke you'll be able to do more things. It sort of just 390

tips it on its head so that you're not being passive in your recovery. 391
Participant 15 provided an example of such an approach that supported progress and 392
recovery. 393

[Instructor’s name] will say “do as many as you can in this one minute”. AndIcan 3%
count to, maybe 35, then they’ll say ‘okay, this session concentrate on posture and slow 395
down. Steady back up again putting more of a correct movement into the exercise’. And 39
that number goes down to maybe 27, 28, and I can work up from that. So there is imme- 397
diate feedback because I know how many I can do in a minute under what criteria be it 398
fast or doing the posture correctly. 399

3.3.3. To improve (contributions from instructors) 400

Participants offered suggestions about the role of the instructors and how sessions 401
might be developed further. Participant 2, who acknowledged they had been very sporty = 402
before their stroke, would ideally like greater variety in the sessions, commenting, “I've 403
always played golf and tennis and hockey and everything. . . I know it’s not everybody's 404
sort of thing. But doing that same old thing in the circuit, I find just a bit boring”. This 405
participant also suggested the possibility of playing certain games to allow them to “to 406
use our minds a bit, you know, use their memory, you know, because I think if your 407
memory is going, maybe to stimulate it more”. Participant 9 suggested how the pro- 408
gramme might link with other professionals (e.g., nutritionists) to provide individualised = 409
advice, highlighting how “you almost need a sort of a partner, who's following you 410
around and from a medical perspective and from a whole lifestyle perspective saying, 411
okay, well, we can work out this for you”. A final suggestion was from participant 3 who 412
asked if there might be opportunities for more individual time with the instructors, saying 413
“...just to give some time. I know they say, frequently, “now if anyone’s got any prob- 414
lems, talk to us”, but they're all clearing up, and they’re all wanting to get back to their 415
next job”. 416

3.4. Personal progress 417

The final overarching theme is around the progress participants felt they were mak- 418
ing as a result of engaging with the exercise programme. This theme is broken down into 419
subthemes that include both seeing and feeling they are making progress, as well as iden- 420
tifying the importance of progressing with others. 421

3.4.1. Seeing progress 422

Numerous participants gave examples of seeing definite progress in their recovery. 423
Participants 6 said how they were feeling “more stable”, participant 13 said about how 424
they had “noticed I still have issues surrounding balance. That's improved a lot through, 425
you know obviously having the classes”, and participant 4 reflected how the programme 426
had made them feel “physically stronger. . . which has boosted my morale. . .it's made me 427
realise that I can improve. That’s obviously good. And I am improving week on week”. 428
Participants provided further specific examples of the improvements that they saw in 429
themselves. Participant 1 commented how they “can do squats a lot better... all the exer- 430
cises made me stronger and a little bit more mobile”. Participants spoke about the pro- 431
gress they made that they realised in tasks they were now able to complete, with partici- 432
pant 15 enthusing about this; “Yes, just everyday stuff. Cutting the lawn, when it first 433
came out, I couldn’t do the whole thing in one go, but now I could do front and back 434
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garden in one go. Just looking back at general progress across the board”. Supporting this, 435
participant 7 highlighted how the exercise programme “really has made a big difference. 436
Yeah. Because, before, like I said, I could go to London for a day and then be wiped out. I ~ 437
never would have considered doing the stuff I'm doing now”. 438

3.4.2. Feeling progress 439

Participants also spoke about how they could feel the progress they were making. 440
For example, participant 16 spoke about how the exercise classes “make you feel a lot 441
better. Yeah, in so much as that it gives you satisfaction that you're able to increase the 442
number of exercises that [instructor’s name]. Participant 16 went on to further explain 443
how “mentally, I feel a lot better, because of the exercises that carried out and also physi- 444
cally that you do feel better, because the. It loosens everything up for you”. Participant 8§ 445
spoke about some of the tasks they were now able to complete in their everyday life and 446
commented on this positive impact, “not only [reduced] fatigue, but in my confidence and 447
knowing I could do things and not have to worry about and thinking ‘oh, should I'". 448

3.4.3. Progressing together 449

When speaking about progress, a number of participants mentioned the importance 450
of not being on their own, and the value of being with similar others and seeing them 451
progress also. Participant 3 explained; 452

O, it’s a blessing. Not only, was it good for me because I saw other people improv- 453
ing, you know? Some of them, you know, were in a bit of a state but they’re gradually 454
improving. . . some seem to struggle, but you can see them improving ...and that helps 455
me. 456

3.4.4. To improve (personal progress) 457

The only real suggestion participants made about improving progress, was partici- 458
pant 12 who mentioned that after exercise classes, something could be recorded (e.g., writ- 459
ten down) about the specific exercises. This participant highlighted how this would be 460
beneficial; 461

That would help you to remember to what's next, you’d need a timer to time yourself 462
with the exercise and you need to be told what you need for the exercise like whether 463
you're going to use weights or whether you're going to use a band or something like that. 464

4. Discussion 465

The aim of this study was to explore the experiences of people living with stroke who 466
had engaged in a targeted community physical activity programme. The principal finding 467
was that the participants spoke very positively about the programme, expressing grati- 468
tude and appreciation for the availability of the classes and the opportunity to exercise 469
while supervised by trained professional staff. Findings also highlighted how participants 470
valued the role of the professional facilitators, who gave support, encouragement, and 471
specialised instruction; how participants recognised the importance of the social interac- 472
tions created from participating in the exercise classes, particular with others living with 473
stroke who shared their experiences; and the merit of seeing the physical progress they 474
were making. 475

Previous research that has examined exercise provision for those living with stroke, 476
has highlighted how the needs of service users has been seen to not be adequately ad- 477
dressed, with a lack of information and support given to patients’®. Our results were in 478
contrast to these findings, with participants in our study highlighting the high-quality = 479
support offered by the class facilitators, which included a high level of instruction. Indeed, 480
previous research exploring therapists’ experiences of developing physical activity oppor- 481
tunities for residents in care homes found developing trusting relationships between staff 482
and residents was key in intervention work to promote physical activity?. In line with 483
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these findings, trusting relationships between facilitators and participants in our study 484
appeared to be evident in the responses of the participants. In addition, and reflecting 485
previous research (e.g., 2 4), the results of our study indicate that professionally-trained 486
instructors and the interactions experienced are perceived positively by our participants. 487
These elements appear to develop feelings of confidence in the participants, increasing 488
their self-efficacy towards involvement in the classes. Self-efficacy is the main construct 489
of Bandura’s Social Cognitive Theory?¢, which is underpinned by interactions between 490
personal, behavioural and environmental influences. Two of the main steps for building 491
self-efficacy are argued to be mastery experience and vicarious experience, which align 492
with our findings. Participants highlighted the specific instruction that facilitators gave to 493
help them succeed in the exercise tasks, which created mastery experiences in exercising. 494
Seeing progress in their physical recovery as a result of the classes is also likely to contrib- 495
ute to such feelings of mastery. In addition, vicarious experience can have a positive im- 496
pact on a person’s self-efficacy for physical activity?”8. Our participants also explained 497
how being in a group with similar others, and seeing their progress was perceived very 498
positively. Taken together, it appears the efficacy beliefs of participants are enhanced by 499
features of the exercise programme. 500

Our findings illustrate the importance of the interactions that were created by attend- 501
ing the exercise sessions, with the majority of participants speaking about the importance 502
the of developing such relationships. In a meta-synthesis of qualitative literature that has 503
examined stroke rehabilitation and community services, results include a ‘social environ- 504
ment’ theme that notes how group exercise and being with other stroke survivors can 505
enhance positive interactions and provide the social support that is important to stroke 506
survivors®. Our data highlighting the importance of social interactions support the find- 507
ings of this meta-analysis, and other research that illustrates the value of developing in- 508
teractions with others'15. For example, Nicholson et al. found that social interaction was 509
a key motivator for stroke patients being physically active!, and our findings indicate that 510
such interactions were perceived very positively by our participants. A further explana- 511
tion for the importance of interactions might be from the support that stroke patients offer 512
each other as a result of the relationships developed. This might align with previous re- 513
search, which found that group settings increase levels of exercise participation for stroke 514
patients, due to the social support provided and encouragement received from other 515
group members't. To improve the experience further, our participants also suggested that 516
further time in exercise sessions could be allocated for directly engaging and speaking to 517
each other. It seems our findings suggest that a key positive consequence of exercise pro- 518
grammes is to create and promote connections between participants within the exercise 519
class settings. 520

Not only did participants highlight the importance of relationships developed, but 521
furthermore, they emphasised the importance of engaging with others who also lived 522
with stroke, and thus, had a shared understanding of each other’s situations. This appears 523
to suggest that the participants developed a strong sense of identity from being part of the 524
classes with people they could relate to, which was valuable to them. Social identities are = 525
proposed to occur in situations when individuals can identify with others in their group, 526
and in turn, group membership becomes important to who they are as people®. The mul- 527
tidimensional construct of social identity involves the significance of being a group mem- 528
ber, the positive emotions resulting from this group membership, and the strength of con- 529
nections within the group®. Our findings highlight the positive responses of the partici- 530
pants that illustrate the importance of being part of the exercise classes with similar others =~ 531
and thus, the importance they attach to membership of the group. Indeed, identity theory = 532
posits that individuals derive a sense of who they are from their group membership®, and 533
these positive outcomes as a result of membership of the stroke exercise clinic were very 534
evident in participant responses. Suggestions from participants also indicated that those 535
running exercise programmes might develop additional ways to promote and strengthen 536
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feelings of identity and group membership (e.g., a WhatsApp group) to encourage further 537
interactions and intra-group support was a suggestion made by one participant. 538

4.1. Limitations and Suggestions for Future Research 539

Various limitations of our research should be acknowledged. Firstly, we might con- 540
sider the individual differences of those who were interviewed. Within our sample there 541
were participants who were already quite active before their stroke. Thus, some partici- 542
pants might be more likely to engage positively with exercise programmes anyway, and 543
might be more likely to be positive about targeted programmes to allow them to exercise 544
further. Future research might explore the experiences in more depth of a specific sample 545
who engaged in limited exercise before their stroke. To also develop this research, pre- 546
senting our findings back to either our participants, or a further sample of stroke patients 547
would act as a member reflection process? to further explore how the findings might res- 548
onate with them. In addition, our participants may have been more extrovert and opento 549
experience®, and thus, be more likely to enthuse about opportunities for interactions 550
within the classes. However, we did not capture the reasons for why certain invited par- 551
ticipants (n = 19) chose not to participate in the interviews. Future research might use 552
cross-sectional designs that consider personality characteristics when examining predic- 553
tions of motivation and adherence towards community exercise classes. 554

We also recognise that some participants had speech difficulties that impacted on the 555
interview process in places. For example, a participant commented on their trust in the 556
instructions of the facilitators, and when prompted to consider why they felt this way, 557
they struggled to articulate why this was. Future research might use ethnography and 558
observational methods to supplement data collection with those with speech difficulties 559
and thus, help understand participant experiences further. Future research might also 560
consider the use of methods such as ‘Talking Mats’3, whereby people with speech and 561
communication difficulties can be enabled to discuss quality of life using picture commu- 562
nication symbols linked to the topic guide and visually recorded instead of just audio- 563
recorded. Future research could also consider using more creative methods such as photo 564
elicitation® or videos from the exercise classes to stimulate memories and discussion 565
around their experiences. In addition, much literature is based on single interviews, that 566
explore exercise referral programmes that have short-term duration, as in the case of the 567
current study, with long-term involvement under-investigated. Future research might 568
interview those living with stroke at multiple timepoints over a longer period to provide 569
a more thorough view of their exercise experiences. Finally, while the suggestions made 570
in this paper have not been directly used to refine the programme thus far, future research 571
might examine how the exercise classes could be developed and enhanced in light of these = 572
suggestions. 573

5. Practical Implications and Conclusions 574

The findings of the current study suggest that participants have very positive per- 575
ceptions of the HELP Hampshire exercise programme, and are very grateful for the op- 576
portunity that the exercise classes provide. In terms of practical suggestions for healthcare 577
providers who might develop similar programmes for clinical populations, our results 578
lead to three specific recommendations. First, participants identified the role of the trained 579
exercise professionals who facilitated the sessions, who provided support, encouragement 580
and specialised instruction. Thus, programme project leads need to recruit expert facilita- 581
tors who can effectively meet the complex and heterogenous needs of individuals living 582
with stroke. Second, participants highlighted the importance of the social relationships 583
that result from belonging to exercise groups, and exercise programmes should look to 584
foster and encourage interactions with others living with stroke, which can enhance feel- 585
ings of belonging and a sense of identity within the group. Third, participants were en- 586
thused by seeing progress in their recovery, and exercise programmes should look to 587
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include a range of formal (e.g., structured assessments) and informal (e.g., regular feed-
back from facilitators) methods to enhance awareness of the progress they are making
while participating in the classes.

Previous research has explored experiences explored the long term needs of those
living with stroke!® and highlighted the need for healthcare professionals to understand
the specific needs of patients in order to effectively tailor support and set goals. Further-
more, Martinsen et al. suggested that support programmes should be set in collaboration
with patients. The present study has explored the perceptions of stroke patients on a com-
munity-based exercise programme, and we hope that our findings help to further our un-
derstanding of the needs and experiences of those living with stroke who engage with
such exercise programmes. In turn, we hope the findings can be used to provide an evi-
dence base to underpin the development of other exercise programmes both for those liv-
ing with stroke or other long-term conditions.
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