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ABSTRACT

Purpose: The aim of this study was to illuminate the lived experience of older men who stop driving after a stroke and how they
adapt to life without driving.
Background: Stroke survivors who cease driving, and men in particular, may experience reduced participation in activities,
changes in social roles and increased dependency.
Methods: A phenomenological hermeneutical study with in-depth interviews of six men who have experienced stroke. The data
analysis involved a text-interpretation procedure.
Results: Three main themes were identified: (i) driving as an integral part of life and the basis for work and leisure activities; (ii)
relief and punishment, representing diverse experiences of driving cessation; and (iii) becoming independent and active without a
car - a difficult transition.
Conclusions: Driving cessation can be experienced as an obstacle to the goals of rehabilitation that requires adaptation. The
rehabilitation process should include use of public transportation, with the aim of increasing participation in various activities.

Key Words: Driving licence, Activities, Driving cessation, Stroke, Rehabilitation, Phenomenological hermeneutics, Qualitative
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1. INTRODUCTION

Driving is one of the most common forms of transportation
in the Western world. The prevalence of car use among the
older population is similar to that for the rest of the popula-
tion if work-related travel is not included.[1] Driving provides
the freedom to participate in different activities at will, in-
cluding shopping and social events.[2–5] Men tend to drive
more often, for longer distances and for more years than
do women.[1] It is reported that 80% of older men live in
a household with access to a car, compared to only 30%
of women.[6, 7] Many older persons do not like using pub-
lic transportation or taxis, and so prefer to drive if they are

able to.[1] The cessation of driving can be experienced as a
harbinger of future impairments and increased dependency.[6]

Older drivers overall do not represent a greater traffic risk
than other drivers, but those with physical and cognitive im-
pairments have a higher frequency of traffic collisions.[8]

Stroke is one cause of such physical and cognitive impair-
ment.[9] In Norway and other industrialized countries, stroke
is the third leading cause of death and the most common
cause of disability, and the incidence of stroke increases with
age.[10–12]

Older age, cognitive impairment, vision impairment, a high
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degree of physical impairment and stroke-related epilepsy
predict driving cessation following a stroke.[13] Stroke pa-
tients who wish to continue driving are often given a tem-
porarily ban until their skills have been assessed by a general
practitioner or specialist.[9, 14–16] Few studies have investi-
gated the prevalence of driving cessation after a stroke, but
19%-30% of stroke patients reportedly resume driving within
the first 6 months,[17, 18] and up to 50% have returned to
driving by 5 years post-stroke.[19]

Non-driving stroke survivors experience reduced commu-
nity integration and activity, and increased dependency com-
pared to their driving counterparts.[20–22] The negative conse-
quences of driving cessation are reportedly decreased when
women have access to extensive social support, but this is not
the case for male stroke survivors.[20] Driving cessation after
a stroke is described by patients as a surprising consequence
that has a negative connotation for their mental abilities.[3]

Moreover, they reportedly feel unhappy with their lack of par-
ticipation in the decision-making, and do not believe that the
neuropsychological tests they submit to accurately predict
their driving ability.[2, 23]

The personal consequences of driving cessation are greater
for men than for women.[20, 25] This is due to the associa-
tions between identity, self-esteem, and being independent
and able to participate in valued activities. Two studies of
older men’s experiences living with chronic illness, includ-
ing stroke, found that maintaining traditional masculine roles
and tasks is important for both adapting to getting older and
the challenges associated with the illness.[25, 26]

The treatment and rehabilitation of stroke requires a multidis-
ciplinary approach,[27, 28] in which nurses are essential from
the acute stage through to rehabilitation, in- and outpatient
care, and patient follow-up and education.[9, 28] Moreover,
the needs of stroke patients change during the illness trajec-
tory, requiring nurses to customize their interventions.[28, 29]

At stroke onset the patient is concerned only about surviving,
and is reliant on medical specialists to help them recover.
Although the initial goal of subsequent rehabilitation is often
to return to the prestroke life, the focus shifts over time as pa-
tients gradually recognize that it will be difficult to return to
their former functional level and that they will need to adapt
to a new lifestyle. It is particularly important to understand
how older men experience losing their driving licence so that
all of the health-care professionals involved in a multidisci-
plinary approach can actively participate in improving the
adaptation process.

Some studies have suggested that the experience of driving
cessation has a great impact on the daily lives of affected
people, but how older men experience driving cessation after

a stroke is poorly understood. The present study therefore
aimed to illuminate the lived experience of driving cessation
after a stroke among older men and how they adapt to life
without driving.

2. METHODS
2.1 Study design
A good understanding of the lived experience of driving ces-
sation after a stroke among older men crucially requires input
from the men themselves, and so we aimed to elucidate the
essential meaning as it is lived in human experience. Lind-
seth and Norberg[30] stated that “the essential meaning is
something with which humans are familiar in the practices of
life, and this familiarity has to be expressed through the way
of living, through actions, through narratives and through
reflection” (p 147).[30] In phenomenological research, every-
day life has to be taken as a point of departure;[31] it is in the
daily life and everyday practical tasks that a stroke and its
consequences are experienced. Studies of lived experiences
involve interpreting the stories of subjects that have been
reported as texts. The interpretation and understanding of
such texts have been the central focus within the tradition of
hermeneutics represented by Western philosophers such as
Hans Georg Gadamer and Paul Ricoeur.

In accordance with Lindseth and Norberg,[30] the subject
matter to be investigated in the present study was the lived
experience expressed in the texts, rather than the texts them-
selves. The experiences of the participants were expressed in
narrative in-depth interviews, which were tape-recorded and
transcribed. In order to grasp the essential meaning in their
stories and thoroughly examine the meaning structure as part
of the life world, the stories of the older men needed to be
interpreted. Inspired by the theory of interpretation by Ri-
coeur,[32] Lindseth and Norberg[30] developed a phenomeno-
logical hermeneutical method for interpreting interview texts.
According to Ricoeur,[32] understanding a text is to follow
its movement from sense to reference: from what it says
to what it talks about. A reference in a phenomenological
study forms the essence of the meaning, rather than standing
outside that realm. The phenomenological hermeneutic ap-
proach has the advantage of shifting dialectically between
understanding and explanation.

The first author has worked as a nurse in a stroke unit for
several years and has a broad experience in caring for stroke
patients. Over a time period of several years, we (colleagues)
have noticed that when confronted with the temporarily sus-
pension of driving after a stroke, male patients in particular
frequently experience this as a surprise and consider it to
be an unnecessary, additional burden. These reactions are
often followed by discussions among colleagues at the unit
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involving questions such as “Does a driving licence have
different meanings for older men and older women?”, “Is
using a car and having the ability to drive more a masculine
than a feminine interest and activity?”, and “How will the
cessation of driving influence the further rehabilitation pro-
cess for this person?” It was assumed that there is a gender
difference, resulting in us hypothesizing that the car holds
a more masculine than feminine value. Moreover, among
the Norwegian older generation, men were hypothesized as
being more responsible than women for the family’s car and
transportation needs, resulting in men finding a driving cessa-
tion more problematic. The research literature concerning the
topic is scarce, but the assumptions at least partially support a
gender difference. Our preunderstanding was thus informed
by the experiences from working with stroke patients and a
literature review.

Based on the phenomenological starting point (i.e. the lived
experience), the interviewer in this study focused on mov-
ing from a natural attitude to a phenomenological attitude
during the interviews. Lindseth and Norberg[30] referred to
Husserl’s[33] explanation of our natural attitude as all we
know about the phenomenon in such a way that the meaning
is taken from granted. Inherent in the natural attitude is the
attitude to judge. To shift to the phenomenological attitude
implies that the interviewer must bracket the natural attitude,
not by putting aside the preunderstanding, including since do-
ing so would remove the meaning and essence, but “bracket
the judgment about the factual, in order to become open to
our own experience and to the understandable meaning im-
plicit in the experience” (p 148).[30] The experience of the
first author functioned as a guide to keeping the phenomenon
in focus by being aware and reflecting, asking questions re-
lated to examples of the lived experience. With this approach

the interviews in this study provided an opportunity to contin-
ually elaborate on the current preunderstanding. By asking
non-leading, open questions, and inviting the older men to
narrate their experiences, the interviewer and interviewee
together freely participated in considering what the essential
meaning was.

The QOREC (Criteria for Reporting Qualitative Research)
checklist was used in this study to ensure transparency and
thorough reporting of the study design and results.[34]

2.2 Sample and setting
Purposive sampling was employed in this study. According
to Patton,[35] the logic and power of purposive sampling lie in
selecting information-rich cases for performing an in-depth
study. Information-rich cases are those that provide con-
siderable data related to issues of central importance to the
purpose of the study. The first author contacted a national or-
ganization for stroke survivors in order to recruit participants.
Written information about the study was distributed to lead-
ers in local groups of the organization, who then advertised
this study at monthly meetings. Persons who fulfilled the
inclusion criteria and expressed a desire to participate con-
tacted the researcher by e-mail, postcard (precompleted) or
telephone. The inclusion criteria were male stroke survivors,
age ≥ 60 years, living at home, being a car driver before
the stroke, having to stop driving due to the consequences
of stroke, and able to provide informed consent and partici-
pate in an in-depth interview lasting about 60 minutes. The
recruitment took place from December 2013 to April 2014.
The required sample size was assessed in order to ensure that
sufficient data were obtained. The interviews provided rich
and varied descriptions, and therefore we considered a sam-
ple comprising six men aged 60–75 years to be appropriate
(see Table 1).

Table 1. Characteristics of the participants
 

 

Participant 
number 

Age 
(years) 

Time since 
stroke (years) 

Living with 
someone 

Residence  
location 

Able to use public 
transportation 
independently 

Consequences of stroke that impair  
with driving   

1 73 4 Yes Rural Yes Loss of left-side peripheral vision  
2 70 6 No Urban Yes Reduced vision and attention 
3 68 11 Yes Urban No Reduced attention and physical strength 
4 68 10 Yes Urban Yes Reduced attention and physical strength 
5 75 10 Yes Urban No Reduced attention and orientation skills 
6 60 4 No Urban No Reduced attention and orientation skills 

 

All except one of the interviews took place in the partic-
ipants’ homes; that single participant was interviewed by
videoconferencing due to geographic limitations. Two of the
participants requested that their spouses assisted them during
the interviews.

2.3 Data collection
A simple interview guide covering the following three themes
was developed based on a review of the literature: (i) how
the participants experienced the meaning of driving in their
lives before the stroke, (ii) what it was like initially after the
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stroke to experience a temporarily cessation of driving, and
(iii) how they subsequently experienced the final decision
about driving cessation and their “new” life without driving.
The participants were invited to address these broad themes
in their own words, and were also asked to reflect on other
aspects of their lives that might influence their situation. The
interviewer encouraged the participants to tell their story,
and the interviews started with the following open invita-
tion: “I am interested in what it is like to suffer from stroke
and to lose your driving licence. Please tell me about your
experience”. In an attempt to achieve a phenomenological
attitude (i.e. to let the phenomenon to appear to the mind in
its meaning structure), the interviewer focused on revealing
the meaning of the lived experience and facilitating the in-
terviewee to relate his own lived experience. The interview
guide facilitated an unstructured interview that supported the
researcher to follow the participant’s lead, to ask clarifying
questions and to enable the expression of the participant’s
experience with minimal interruptions. Sometimes questions
such as “What did you feel?” and “What happened next?”
were asked to encourage the participant to reflect on his
narrative.

The interviews lasted between 30 and 75 minutes, and were
conducted, recorded and transcribed by the first author.

2.4 Ethical considerations

The study was approved by the Norwegian Social Sciences
Data Services. All participants were informed both verbally
and in written form. Those who agreed to participate signed
a consent form. Transcripts of the interviews did not include
information that could identify the participants.

2.5 Data analysis
The analyses focused on the experiences of the participants
written as text. Interpreting the text involved entering the
hermeneutical circle. Drawing on Ricour’s phenomenologi-
cal hermeneutical theory of interpretation, Lindseth and Nor-
berg[30] developed three methodological steps that involve
building on a dialectic movement between understanding and
explanation, as set out below.

The process starts with naïve reading, whereby the inter-
preter reads the text as a whole in order to grasp its imme-
diate meaning. This step involves moving into the world of
phenomenology, allowing the reader to be touched by the
narrative. In line with the phenomenological approach, this
step should be free from reflection and assessment in trying
to understand the meaning as expressed in the interviews –
the text should be allowed to speak to readers.[30]

The second step is a structural analysis directed towards the
structure in the text seeking to identify and formulate themes.
According to Lindseth and Norberg,[30] this step involves the
methodology of interpretation. In order to identify patterns
of meaningful consistency, the whole text (i.e. from all of the
interviews) was divided into meaning units, each consisting
of a text passage of any length that conveys a single mean-
ing. The meaning units were continuous reflected on against
the naïve understanding, and they were then condensed by
expressing the essential meaning of each unit in everyday
words. All of the condensed meaning units were reflected
upon to identify their differences and similarities, and sub-
sequently meaning units containing a common content were
further condensed and abstracted to form subthemes and fi-
nally assembled into main themes. This process is presented
in Table 2.

Table 2. Examples illustrating the structural analysis from the comments made by participants that form the subthemes and
the subthemes that form the main themes

 

 

Meaning unit  Subtheme Main theme 

“They (health-care professionals) told me that I had to accept it. But I 
told them that I cannot do that. Just cannot. It is troubling my mind”. 
“If I had been drunk driving I would have accepted it, but I have done 
nothing wrong. I am just a number in their reports”. 

Facing the regulations – a 
frustrating experience  
Bad meetings with 
health-care professionals 

Relief and punishment, representing 
diverse experiences of driving cessation 

“When the doctor brought up how the stroke could influence driving I 
told him immediately that if there is a possibility that I might have a 
stroke again I will give up driving and sell my car. The doctor supported 
this decision. And both of my sons thanked me and shook my hand”.  

Good meetings with 
health-care professionals  

 

All levels of the analysis should reflect understanding of the
naïve reading, and thus in this step it was important to reflect
on and question whether the themes validated or invalidated
the naïve understanding. The considerable experience of the

first author in the stroke field meant that we strove to avoid
the risk of the analysis being influenced by his preunder-
standing, being aware that some parts of it are subconscious
and therefore difficult to reach.[36] All of the authors worked
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closely to validate the meaning contained in the text.

The third and final step of the interpretation is comprehensive
understanding. It involves the interpreter re-reading the inter-
view text while considering the results from the naïve reading
and the structured analysis. The results can thus be viewed
in context and analysed in the light of appropriate theory and
research. The preunderstanding of the interpreter can con-
tribute significantly when the results are seen as part of the
bigger picture. In line with the recommendations of Lindseth
and Norberg,[30] we strived to communicate the results in
everyday language that reflected the situations experienced
by the participants as closely as possible.

3. RESULTS

3.1 Naïve reading and structured analysis
The naïve reading revealed that losing the opportunity to
drive had led to a heightened awareness of the meaning of
driving, indicating that driving appears to be an integrated
part of life and a basis for work and leisure activities.

The structured analysis revealed seven subthemes and three
main themes, as listed in Table 3 and described in detail in
the following sections.

Table 3. Subthemes and main themes
 

 

 Subthemes Main themes 

The meaning of driving – reflections of 
former valued activities and work 
Loss of driving licence – shrugged off or 
a great impairment 

Driving as an integral part of 
life and a basis for work and 
leisure activities 

Facing the regulations – a frustrating 
experience 
Good and bad meetings with health-care 
professionals 

Relief and punishment, 
representing diverse 
experiences of driving 
cessation 

From a feeling of loss towards 
acceptance – a gradually evolving 
process 
Creating new and meaningful activities 
– an important adaptation strategy 
Good and mediocre solutions for 
transportation  

Becoming independent and 
active without a car – a 
difficult transition 

3.2 Driving as an integral part of life and a basis for
work and leisure activities

3.2.1 The meaning of driving – reflections of former val-
ued activities and work

Driving was an integral part of the participants’ prestroke
history. The participants viewed their car simply as a means
of transportation that allowed them to participate in work,
leisure activities and holidays. When they talked about their
life as drivers, they also provided other information about
their prestroke life. Several of the men owned holiday cabins
that could only be accessed by driving, which meant that

some of them felt forced to sell the cabins once they were
no longer able to drive. Similarly, for some the car had been
the only way to get to work, and for others their car was nec-
essary for their work; these participants associated driving
cessation with job cessation. Those still working when they
suffered a stroke expressed the heavy loss of having to resign
from their jobs and still, after several years, missed working
life. One said:

While I was working it was always some-
thing that had to be done. That’s the greatest
loss. . . the whole world has been taken away
from me. (Participant 5)

Others were soon to retire and had made plans for their life
as a pensioner. No longer being able to drive meant broken
dreams and altered plans, for themselves and also their wives,
family and friends. In particular, the feeling of being unable
to participate in activities outside the home was a source of
sorrow and difficult to adapt to:

I miss the opportunity to go out and meet
friends at a café to play cards, or just sit and talk.
Now I am at home most of the day. (Participant
5)

3.2.2 Loss of driving licence – shrugged off or a great im-
pairment

One participant explained that not being allowed to drive did
not bother him; his main concerns were making progress,
adapting to life and the everyday challenges of the great
physical handicaps he suffered as a result of the stroke. An-
other emphasized his role as a caregiver for his mother and
stressed that he could not take her out shopping or for leisure
activities. This participant had suffered stroke-induced vision
impairment and had himself realized that he could not safely
continue to drive. He had received considerable support from
his family and friends because he had handed in his driving
licence even before the doctor had told him that resuming
driving could be a problem:

I remember when I told my two sons, they
both thanked me and shook my hand. (Partici-
pant 2)

Conversely, one participant fought what he described as a
lonely battle to get his driving licence back. His family
had advised him to stop thinking about it, which negatively
affected his mood and his relationship with them:

. . . and so my wife and kids said to me:
“You have to stop arguing about your licence.
Stop wasting time and money.” It’s affecting my
mood. (Participant 1)
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Participants who lived with spouses experienced changes in
their relationships. Their wives did not let them drive, and
one said that his wife would not start the car until he was
sitting in the passenger seat with his seatbelt on. He felt
that her attitude still made his impairment difficult to handle,
even after several years.

3.3 Relief and punishment, representing diverse experi-
ences of driving cessation

3.3.1 Facing the regulations – a frustrating experience
The participants exhibited diverse reactions to the conse-
quences of safe-driving regulations. While one agreed that
the safety of others should be considered above his need to
drive, another strongly disagreed with the regulations and
how they were enforced, stating that he considered them too
rigid, with no room for individual assessment or discretion.
While the formal assessment and medical tests revealed that
this participant had homonymous hemianopia (visual-field
loss) on his left side, which would greatly impair driving, he
felt that he was still able to drive safely, comparing himself
to people who were blind in one eye and yet still allowed to
drive. He described a feeling of being convicted without a
crime. For the 4 years since his stroke he had attempted to
prove that he is a safe driver, participating in driving classes
and driver examinations. This was a very stressful and still-
ongoing process for him:

You just have to learn to live with it, the
doctor said. No, I can’t do that, the whole thing
drives me out of my mind. You know, I know
how to do this and have been allowed to for
years. If I had been drunk driving I would have
accepted it, but I have done nothing wrong. I
am just a number in their reports. (Participant
1)

He disagreed that a hypothetical danger to safe driving should
be sufficient to stop him driving, and argued that the licenc-
ing agency should assess driving ability based on practical
tests, rather than on medical assessments performed by the
county administration (i.e. chief county medical officer).

3.3.2 Good and bad meetings with health-care profession-
als

The participants also reported diverse experiences with
health-care professionals. For some, the assessment of vi-
sion and cognitive function was particularly complicated –
challenging the trust between patient and doctor. One par-
ticipant described the test situation and how the results were
communicated to him in an unsympathetic way:

No, I cannot see anything I said, unless I
turn my head a little. Yea, I wasn’t allowed to

do that. My peripheral vision was about to be
tested. Her (the doctor) statements where harsh.
And then she said: Your vision to your left side
is missing. Do you have a driving licence? I
misunderstood her, thinking that she asked: Do
you drive a car? No, I use the bus and ferry to
get here. I didn’t ask you that, she said. I’m
asking if you have a car? Do you have a driving
licence? Yes, I said. You will have to hand that
in immediately. (Participant 1)

Others considered the tests reasonable and understood that
they could no longer drive safely due to their lack of attention
and impaired concentration. However, they simultaneously
felt that very little separated them from safe drivers, but they
had gradually accepted that the loss of their licence was a
safety precaution.

Several of the participants stated that they first learned about
the impact of their stroke on their driving abilities after they
were discharged from the hospital and transferred for fur-
ther rehabilitation. Most found this consequence difficult to
handle. However, for one participant it was a relief:

He (the doctor) started to talk about it. Then
I said: I feel that my sight isn’t good and driv-
ing in the sun is the worst thing that I do. If
there is a chance to get a seizure and maybe
another stroke – I will tell you now that I am
handing in my driving licence and selling my
car. (Participant 2)

Three of the participants had not been asked to hand in their
driving licences even though they had been assessed as unfit
to drive. Although none of these participants has driven since
the stroke, the possession of a driving licence made them
unsure as to the finality of the decision that they could not
drive. This was a cause of disagreements with their spouses.

3.4 Becoming independent and active without a car – a
difficult transition

3.4.1 From a feeling of loss towards acceptance – a grad-
ually evolving process

All of the participants had made considerable efforts to adapt
to the loss of their driving licence. For some the adaptation
started when they were told that they were no longer allowed
to drive, while for others it was clear that the consequences
of their stroke had rendered it impossible to drive. Their
adaptation was a gradually evolving process that varied with
their individual experiences. One participant who had suf-
fered a stroke 10 years previously said that he had initially
considered it a great loss, but had slowly realized that he must
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adapt, learn to use public transportation and start searching
for new activities:

I argued a lot about it in the beginning. But
now it is OK. We just bought a new car and my
wife said that I should try it. However, I don’t
want to. It’s almost been a positive thing you
know. Previously I did not walk a lot or use the
bus. But now I do it all the time. There are a lot
of activities available for me in which I have the
opportunity to participate. (Participant 4)

Several of the men adopted that attitude of accepting the
situation and not thinking about how things could have been.
Knowing that other people were in even more difficult situa-
tions made it easier for them to accept their own problems.

3.4.2 Creating new and meaningful activities – an impor-
tant adaptation strategy

A central mechanism for coping with the feeling of a sud-
den loss filling their everyday life with meaningful activities,
either by resuming previously valued activities or creating
new meaningful activities. One participant really wanted to
get back to work, but his employer was not able to give him
tasks that he could manage:

Initially I tried to get back to my job. But
they didn’t want me back. They didn’t want the
responsibility. So I just sat there with nothing to
do. I had to find something. . . but at least I did!
I started my own Internet store. Just a few sales
through the year. I’m in there looking for orders
every day. (Participant 4).

Some of the men participated in activities organized by pub-
lic or private physical rehabilitation organizations to pass
the time. One municipality supported a group for stroke
survivors that met once a month. One of the men who valued
such activities highly was sometimes unable to go on the
longer trips because he needed an electrical wheelchair and
the bus they use did not facilitate this. He felt sorry when
being left behind:

You see the others getting picked up by the
bus. But you know – they are walking on their
feet. . . and I can’t. That is sad. (Participant 3)

3.4.3 Good and mediocre solutions for transportation
None of the participants had used public transportation much
prior to the stroke, but those who now used it found it good
and reasonably priced. Only one of the participants lived in
a rural area, and although he described the public transporta-
tion as good and versatile, he still felt trapped at home when

he had to stop driving. He missed the easy access, availabil-
ity, spontaneous visits and the ability to complete several
errands on one trip. One participant obtained a licence for a
moped after 1 year, which was a radical shift in his life:

It all got easier when I got the moped. Then I
don’t have to sit and think about how depressing
my situation is. (Participant 1)

Two of the participants felt that they were not able to use
public transportation by themselves. They could walk with-
out walking aids, but felt that using a bus demanded too
much planning and orientation skills. They did not catch
buses because they were afraid that they would get lost; their
rehabilitation had no focus on using public transportation
safely. They both missed the activities that would have been
accessible with bus transportation. One participant was very
happy driving with others, while another said:

It was a lot of talk about. . . that you can drive
with him or her. . . But people are working and
they don’t have the time to drive me when I want
them to. (Participant 1)

3.5 Comprehensive understanding
The structural analysis revealed the multitude of meanings
constructed by the participants around the experience of driv-
ing cessation after having experienced stroke. The naïve read-
ing revealed considerable variations in both the experience of
and adaptation to the altered situation. As participants recog-
nized and contemplated their inability to drive, the perceived
significance of being able to drive increased substantially
compared to the situation prestroke. The structural analysis
further nuanced this interpretation by examining how the
loss was experienced as both a relief and a punishment, and
furthermore illuminated how driving played a fundamental
part of everyday-life activities, such as work and leisure. A
third theme revealed that the transition itself – adapting to the
new situation while remaining independent and active – was
both laborious and challenging. When we reconceptualized
the text, a common theme expressed by the participants was
that the effects of driving cessation are greater when driving
forms an integral part of the individual’s life – it means more
than simply losing the ability to cover the basic needs of
transportation.

The naïve reading yielded an intuitive impression of how the
participants experienced the loss of their driving licence fol-
lowing stroke. One major impression was the considerable
variation in these experiences and adaptations to their altered
situation. Another was the modest place the car held in the
participants’ descriptions of their prestroke life. While none
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of the participants considered themselves car enthusiasts, los-
ing the opportunity to drive greatly increased the significance
of cars in their lives.

4. DISCUSSION

The negative effects of driving cessation among men can-
not be completely offset by an extensive social support net-
work.[14] All of the participants in this study were only
interested in their cars as a means of transportation, but the
loss of it greatly affected their life and their roles in it. Their
tasks as the driver in the family, caregiver or worker were
threatened, and they were left depending on others to par-
ticipate in activities and having to adapt to this unfamiliar
situation. It is important for men facing serious illness to
retain their masculine roles and identity, including being a
protector and supporter for their family.[24–26] The partici-
pants in the present study found it particularly difficult when
they were initially told to cease driving, but over time most
of them had accepted that it was something they had to adapt
to. Driving cessation can be an obstacle to stroke survivors
initially wanting to get back to their prestroke life, and this
becomes a symbol of their limitations.[28, 29]

The diverse experiences of the participants regarding driving
cessation may reflect their individual stroke-related conse-
quences. The participants with mild-to-moderate stroke had a
greater struggle with driving cessation than those with more
severe physical handicaps, who perhaps focused more on
other physical challenges. Unilateral peripheral vision loss
is a particular problem since many patients are not aware
of the loss of vision because the brain fills in the missing
information; it is often only identified when the patient is
tested objectively.[37]

The participants living with spouses found that they were
more protective and concerned about safety after their stroke.
The wives of stroke and heart-attack survivors became more
vigilant and worried about their husbands, while simultane-
ously the men suppressed any negative feelings towards their
wives.[38, 39]

Neurological and cognitive testing can impair the trust be-
tween health-care professionals and patients,[2, 3] as experi-
enced by some of the participants in this study. The physician
must allocate time to explain and discuss the outcome of the
tests and its consequences for driving in order to establish
trust in testing situations. Nurses need to be aware of the
potential impact of this acknowledgement, and collaborate
with the stroke survivors and their families in constructing
coping strategies, preferably early during the rehabilitation
process. Health-care professionals should be empathetic
towards the circumstances of their patients while simulta-

neously enforcing the safety regulations. Knowledge both
about the concerns that patients have regarding driving ces-
sation and how this experience might influence their lives
may assist professionals in offering adequate help through-
out the recovery process and even beyond the established
rehabilitation period.

The various effects of stroke, including on driving cessation,
influence each other. Most of the participants had accepted
their loss, but some still struggled to participate in valued ac-
tivities due to transportation problems, even when they have
the skills to use public transportation.[40, 41] Activities and
social contacts that are lost in the initial phase after a stroke
can be difficult to re-establish.[24] Some of the present partic-
ipants had made considerable efforts to create and participate
in new activities, and understood the importance of meeting
other people and engaging in meaningful new activities on
an ongoing basis even many years after their stroke.

Little attention has been paid to the importance of public
transportation in stroke rehabilitation.[40, 41] This was con-
firmed in the present study, with the participants who not
feeling confident about using buses, presumably in part be-
cause the use of public transportation had not been a focus
in their rehabilitation. A home-based rehabilitation follow-
up could readily focus on the challenges that patients face
regarding transportation. Early supported discharge with
multidisciplinary rehabilitation is well documented as being
beneficial to patients.[42]

Methodological considerations

Only one of the participants in this study lived in a rural
setting, and so the importance of the residence location may
have been underestimated. Although public transportation is
more readily available in urban areas, many older people still
prefer to drive.[1] The small number of participants included
in the present study mean that the results cannot be extrapo-
lated to the entire male stroke population. Furthermore, the
participants were aged 60–75 years, and so the experiences
of the oldest stroke patients were not obtained. In addition,
the participants were recruited by a patient organization, and
this may have influenced the results since their decision to be
a member of an organization for stroke survivors may reflect
their higher motivation.

Previous studies of experiences of driving cessation inter-
viewed patients shortly after they were informed of the test
results, while in the present study the participants had been
living without a licence for 4–11 years. The post-stroke
adaptation to their new life without a car has not previously
been described for this population. The wide variations in
their background and post-stroke functional impairments,

22 ISSN 1925-4040 E-ISSN 1925-4059



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2016, Vol. 6, No. 11

and their presentations of rich descriptions of their experi-
ences strengthen the study findings.

5. CONCLUSION
This study has shown that driving cessation can be experi-
enced as an obstacle to the goals of rehabilitation that de-
mands adaptation. In terms of improving nursing practice,
the findings have revealed a need for increased focus on the
transportation needs of older men throughout stroke reha-
bilitation. Nurses in particular are encouraged to focus on
how driving cessation might affect the participation of older
men in social, work and leisure activities. We consider that
this will help to better prepare both older men and their fam-
ilies to the new challenges and subsequently stimulate the
process of adaptation. Nurses represent an essential part of
the continuum of care provided to patients, and nurses are
uniquely able to inform, educate and support older men in the
challenges they experience with driving cessation. Nursing

education on stroke care should include the topic of driv-
ing cessation, and students should be encouraged to develop
communication skills in order to understand what driving
cessation means for the patient as well as his/her family, and
how to manage this situation. Rehabilitation teams should
encourage older men to participate in both existing and new
activities, and focus on how they can adapt to participate
fully in them. Rehabilitation should include the use of public
transportation, with a focus on increasing patient participa-
tion in various activities. The participants in this study had
– in different ways and with hard work – gradually found
alternative ways to manage their transportation needs. Being
unable to drive after a stroke can cause considerable distress,
and nurses should acknowledge this distress as one of the
important reactions to stroke.
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