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PART 1

INTRODUCTION

This book is intended for everyone who work directly or indirectly 
with individuals who have had a stroke or who have an interest in 
this health issue. It is also addressed to any individual interested in 

understanding more deeply the phenomenological approach. In addition, 
the	content	may	lead	stroke	survivors	or	their	families	to	refl	ect	on	their	
own personal situation from a completely different perspective than that 
promoted by traditional biomedical discourse. Indeed, the reader might 
relate his own experience to the case histories presented in the book. This 
recognition can contribute to reducing the sense of isolation and could 
help them get through this life-changing experience by encouraging in-
trospection into the stressors associated with psychosocial factors that are 
present in their daily lives. The circumstances surrounding the onset of 
stroke have been documented in depth here from a phenomenological per-
spective of many people. These circumstances are presented and discussed 
mainly in the second half of this book. 

From a clinical point of view, the timing of stroke is not trivial. Tes-
timony about the individual events and circumstances of many people 
provides a better understanding of how psychosocial factors (including 
the social, affective and symbolic environment) are determinants of the 
occurrence of this health problem. This advance in knowledge can be 
considered in order to address these factors during secondary prevention, 
thus improving existing interventions by promoting a holistic approach to 
health.

The	fi	rst	 half	 of	 the	 book	 reports	 on	 the	 origin	 of	 the	 questioning	
“Why that day?” and the second half addresses, from a theoretical point of 
view, the question of speech1, phenomenology and medicine as a method 

1. Note about the translation from the French edition into English: Based on the theoretical frame-
work	we	are	developing,	three	terms	should	be	clarifi	ed	to	facilitate	a	better	understanding	of	
our translation. We are talking here about the three terms “parole”, speech; “discours”, dis-
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that	would	provide	benefit	with	greater	clinical	use.	Throughout	this	book,	
the reader will be able to appreciate the importance of the space given to 
speech, a space that is essential to a clear understanding of the phenom-
enology of stroke. In conclusion, the two main complementary themes 
underlying this book, namely the clinical angle (holistic stroke prevention) 
and the theoretical angle (stroke phenomenology), are used to discuss the 
essential	elements	to	deepen	understanding	and	that	can	influence	health	
practises. Finally, an interview guide summarizing the main lines of our 
phenoanalytical methodology is presented.

ANECDOTE RELATED TO RISK FACTORS

How did we become interested in stroke triggers? Interest emerged 
during a home visit to meet with a woman in her sixties to assess her con-
dition using a series of tests and questionnaires for a stroke recovery study. 
This lady was fully involved in the research process and was eager to ad-
vance	the	state	of	knowledge	to	finally	understand	why	she	had	a	stroke.	
Above all, she wanted to know why she had one when she has always 
adhered to all good and healthy lifestyle habits. She tells me, not without 
apparent frustration, that all her life she has been careful with her diet, has 
been active, has never smoked, never drank alcohol. She seemed to have 
had a life of constraints to make sure she was in good health. Now she is 
having a stroke. Why me, she said to me? Why not one of those people 
who abuse life?

These are excellent questions. Stroke risk factors are well document-
ed (Straus, Majumdar & McAlister, 2002) with a history of a previous 
stroke	at	the	top	of	the	list.	Some	of	these	risk	factors	are	modifiable	(par-
ticularly through the adoption of a healthy lifestyle), such as hypertension, 
hyperlipidemia or diabetes, while others are not, such as age and having 
had a previous stroke. The risk of a second stroke in the next two years is 

course; and “langage”, language. We will thus say that speech, through discourse, uses lan-
guage to enter into the life of man. Discourse would be a means which, through the organization 
of language, expresses speech. It is this speech which, in Heideggerian terms, calls for thought; 
man	taking	the	floor	“prend la parole”, giving his word “donnant sa parole”, to respond to this 
call. In French, the Heideggerian book “Unterwegs zur Sprache” is translated as “Achemine-
ment vers la parole”, while in English it is translated as “Way to the language”. In French, the 
language is more organizational. For his part, Lacan spoke of ‘the unconscious structured like a 
language’, and it is precisely in “taking the speech” (prenant la parole), in “giving its speech” 
(en donnant sa parole) that man, by way of the psychoanalytic methods, can free self from 
repressed content. We will have to specify our translation throughout our text.
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estimated at 20%, while the cumulative 10-year risk is 43% (Hardie, Han-
key, Jamrozik, Broadhurst, & Anderson, 2004). 

However, not all people with known risk factors will have a stroke. 
Some others, with exemplary lifestyle habits, such as the lady in the an-
ecdote above, without any recognized risk factors, will trigger one. How 
is this possible? How can we explain that stroke triggers in a person at a 
specific	time	in	their	life,	that day, when another person is never facing a 
stroke? According to Saposnik et al. (2006), increased stress is the main 
trigger	for	stroke.	Indeed,	significant	stress	could	trigger	a	stroke	by	defi-
cient vasomotor response, heart rate variability or increased thrombolysis 
(Stalnikowicz & Tsafrir, 2002).

According to the Heart and Stroke Foundation, every ten minutes 
in Canada, a person suffers a stroke. The extent of stroke incidence in a 
population over 55 years of age has been estimated at 4.2 to 11.7 per 1000 
people per year in a review of 15 population studies since 1990 (Feigin, 
Lawes, Bennett, & Anderson, 2003). Although this incidence rate has been 
relatively stable in the past (Barker & Mullooly, 1997), it is expected to 
increase in the coming years with changing demographics and aging of 
the	population.	 It	 is	 therefore	 imperative	 to	 refine	our	 interventions	and	
strategies for secondary prevention and health promotion related to stroke.

EXPLORATORY PILOT STUDY

From this anecdote emerged a desire to explore the circumstances 
surrounding the onset of stroke. An exploratory pilot study (Rochette, 
Gaulin, & Tellier, 2009) on this theme was conducted through a secondary 
analysis of data collected for a study on adaptation process after stroke. In-
deed, participants from a subgroup of the study were interviewed through 
qualitative interviews that adopted a traditional phenomenological per-
spective.	At	the	first	meeting,	which	was	held	at	home	in	the	first	month	
after a stroke, participants were asked to tell us about the circumstances 
surrounding the stroke. Among other things, they were asked to tell us 
about the month before the stroke, their pace of life, a typical day and 
whether a particular event had occurred during that time. A brief discus-
sion also focused on the key changes that had resulted from the stroke. 

This study did not explicitly focus on the theme of stroke triggers, but 
on the adaptation process. However, the interview began with an in-depth de-
scription	of	the	specific	circumstances	surrounding	the	onset	of	stroke,	which	
allowed the data collected to be analyzed from the perspective of triggers. 
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Although	 the	 specific	 circumstances	 were	 unique	 and	 distinct	 for	
each of the nine participants in this exploratory study, all spontaneously 
and	freely	associated	the	trigger	of	their	stroke	with	a	conflictual	relation-
ship.	This	 association	 between	 stroke	 trigger	 and	 conflict-related	 stress	
had	already	been	documented	in	the	scientific	literature	(Engstrom	et	al.,	
2004; Koton, Tanne, Bornstein, & Green, 2004). Our pilot study brought 
new	 insight	 on	 the	 aspect	 of	 secondary	 benefits	 following	 the	 onset	 of	
stroke. Indeed, after the stroke, what was expected in the following days 
had been compromised or clearly cancelled. For the majority, what was 
planned was overinvested with meaning, emotionally overloaded. The 
advent of stroke had thus made it possible to temporarily resolve these 
conflicts,	which	were	tinged	with	ambivalence.	

Upon reading these remarks, a defensive reader could react to these 
results by arguing that the average person sometimes experiences a con-
flict	 situation	 in	 their	daily	 lives	without	 suffering	a	 stroke.	Absolutely.	
It	would	be	reductive	to	state	that	the	conflictual	relationship	did	trigger	
stroke, just as it would be reductive to say that only hypertension is in-
volved.	Like	other	risk	factors,	the	conflictual	relationship	may	have	been	
present for some time. Thus, it is not a question here of documenting the 
presence	or	absence	of	an	objective	conflictual	relationship	in	the	individ-
ual’s daily life. What we did was to provide a space for the person who 
had a stroke to speak out freely about stroke. No questions were asked 
about	the	objective	presence	or	absence	of	conflict.	It	was	the	participants	
who	spontaneously	and	subjectively	associated	the	presence	of	conflict	as	
a	significant	component	of	the	circumstances	surrounding	the	occurrence	
of stroke. 

Thus,	on	the	one	hand,	there	was	this	conflictual	relationship	charged	
with ambivalence; a lack of transparency and honesty in the relationship. 
On the other hand, there were circumstances (e.g., birth, birthday, anniver-
sary, retirement, travel) that contextually exacerbated emotional invest-
ment, ambiguity and tension. It was the meeting of all these factors that, 
together with other genetic or physiological predispositions, favoured the 
trigger of stroke precisely on that day.

QUANTITATIVE STUDY: THE NEGATIVE EXPERIENCE

An important limitation of the pilot study was the small sample size. 
Obviously, we had the story of only nine people. We therefore thought 
we would use data collection from a randomized clinical trial with a large 



PART 1  •  INTRODUCTION 5

sample (Rochette et al., 2013) to re-document the perception of the cir-
cumstances surrounding the occurrence of stroke. This study targeted peo-
ple	who	had	a	first	mild	stroke,	returning	home	within	the	first	month	after	
stroke (note that all contacts were made by phone). They were asked the 
following	question,	among	several	others,	at	the	time	of	the	first	data	col-
lection:	“Is	there	a	specific	event	(in	your	personal,	family	or	professional	
life) that occurred during the weeks surrounding the stroke date?”

Almost half of the respondents (47.5% or 84/177) responded in the 
negative,	emphasizing	that	no	specific	events	had	occurred.	However,	we	
found that these negative responses were associated with some interview-
ers who were not skilled in managing qualitative content. In addition, in-
terviewers who quickly established a relationship of trust, considered re-
spondents’ defences and used appropriate strategies by providing relevant 
space for speech, obtained a positive response to this question. Responses 
were grouped into categories where the most frequently mentioned themes 
were	 the	presence	of	 conflict,	particularly	 family	conflict,	 and	work-re-
lated stress (see Figure 1.1). Some individuals mentioned more than one 
theme, so the total number of themes was 123 out of 93 positive responses.

We describe this experience as negative because of the large number 
of responses that invalidate the question by answering: “No, nothing par-
ticular	happened.”	In	addition,	the	fact	that	this	response	was	specifical-
ly associated with some interviewers supports the choice of a qualitative 
method of a phenomenological orientation. We considered then that this 
method, better adapted and more in-depth, would be able to document 
stroke triggers. Thus, it would also be possible to allow the person to ex-
press himself or herself about potentially contentious content, repressed 
or protected by defence mechanisms2 (the issue here was the adequate 
training of interviewers).

In that regard, particular circumstances emerge from the participant’s 
speech when he/she has the opportunity to express him/herself about them 
but are rarely addressed at the outset. The individual will tend to look for 
a cause of stroke among the risk factors recognized and promoted by our 
society’s health promotion campaigns. He/she could also be informed of a 
cause (based on these risk factors) by medical staff.

However, this does not answer the question: “Why that day?” The 
stress arising from emotional overinvestment – often repressed, therefore 
non-transparent – can only be addressed through a structured discourse 

2. The types of defences we encountered are outlined in part 2
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based on free associations and through a narrative of the circumstances 
that	are	specifi	c	to	that	person,	but	not	through	closed-ended	questioning.

STROKE TRIGGERS: THE MAIN STUDY

This section provides a brief review of the literature on stroke triggers 
and then follows with the methods used for the main study entitled “Stroke 
triggers from a phenomenological perspective”, the results of which are 
the pretext for this book. Could the link between stress and stroke on birth-
day	(Saposnik	et	al.,	2006)	be	related	with	family	confl	ict,	as	suggested	by	
the results of our pilot study (Rochette et al., 2009)? Interestingly, the day 
of	birth	is	one	of	the	non-modifi	able	risk	factors,	while	the	presence	of	a	
confl	ict	is	a	potentially	modifi	able	one.

This main study was conducted with a view to thoroughly document 
the circumstances surrounding the onset of stroke, as perceived by the 
individual who had it. It is important to document what is spontaneously 
associated with the onset of stroke, and how these circumstances may be 

FIGURE 1.1. FREQUENCY OF THE EVENTS MENTIONED 
SURROUNDING THE ONSET OF STROKE

A Stress not specifi ed

B Health problems

C Stroke symptoms

D Work

E Retirement

F Confl icts

G Sadness/ depression

H Losses/ bereavement

I Finances/ home/ renovations

J Birthday/ anniversary
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associated with an increased stress as perceived by the individual, in order 
to take this into account during secondary prevention. Secondary preven-
tion interventions, currently in place in Canada, focus primarily on med-
ical risk factors, treated with medication or support for lifestyle changes 
(such as smoking cessation, diet or exercise). Psychosocial risk factors 
(including healthy emotional management), which are perceived as stress-
ors	and	probably	contribute	to	the	trigger	of	stroke	at	a	specific	moment,	
are not given much attention as they are poorly documented.

Previous work on the theme

This	section	first	focuses	on	the	Human	Development	Model	-	Dis-
ability Creation Process (HDM-DCP) to properly describe the types of 
risk	factors.	Next,	available	scientific	information	on	potential	stroke	trig-
gers	is	presented	and,	finally,	adherence	to	a	phenomenological	perspec-
tive	is	justified.

Risk factors according the Human Development Model - Disability Creation 
Process

The Human Development Model - Disability Creation Process (HDM-
DCP) is an anthropological model of human development (Fougeyrollas, 
1995) that has greatly inspired the work that led to the International Clas-
sification	of	Functioning,	Disability	and	Health	-	ICF	(WHO,	2001).	This	
model has been used in research with stroke clients (Desrosiers, Noreau, 
Rochette, Bravo & Boutin, 2002; Rochette, Desrosiers & Noreau, 2001; 
Vincent et al., 2007). It can be used to conceptualize how stroke, with its 
various	disabilities	and	impairments,	can	have	a	significant	impact	on	the	
daily life of the individual and their relatives (Rochette, Desrosiers, Bravo, 
Tribble & Bourget, 2007) - even when stroke is described as “mild” (Ro-
chette, Desrosiers, Bravo, St-Cyr-Tribble & Bourget, 2007). In this model 
(HDM-DCP), risk factors are described as elements, integrated to the indi-
vidual, the environment or life habits, that can cause disease or trauma or 
affect the integrity or development of the individual (see Table 1.1). They 
are categorized according to whether they are: (1) an organic risk; (2) a 
risk related to the physical environment; (3) a risk related to social organi-
zation; or (4) a risk related to individual or social behaviour. The majority 
of	stroke	risk	factors	fall	into	the	first	category	(e.g.,	advanced	age,	high	
blood pressure, high cholesterol or obesity) or the fourth category (e.g., 
smoking, physical inactivity or alcohol abuse). Similarly, as discussed in 
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the	next	section,	the	majority	of	known	stroke	triggers	would	be	classified	
under	this	fourth	category	and	more	specifically	under	conflict	risk.	

TABLE 1.1

Nomenclature of risk factors according to the four main categories of the 
Human Development Model - Disability Creation Process

1. ORGANIC 2. PHYSICAL 
ENVIRONMENT

3. SOCIAL 
ORGANIZATION

4. INDIVIDUAL AND 
SOCIAL BEHAVIOUR

Hereditary Flora and Fauna Socioeconomic Traditions

Prenatal Natural phenomena Organization of services Conflicts

Perinatal Geography Working conditions Violence

Infectious Human accommodations Nutrition

Health status and 
physical condition

Sanitation Use of toxic substances

Development Technology Hygiene

Emotional behaviors

Behaviors arising from 
the personality

What we know about triggers

This	 section	 presents	 the	 few	 studies	 that	 have	 been	 identified	 on	
stroke	triggers.	Six	studies	were	identified,	including	the	one	that	served	
as a pilot study for the current study. 

Haapaniemi et al. (1996) interviewed 723 patients (28.6% female) – 
or their families – aged 16 to 60 years, within 48 hours of admission for 
ischemic stroke. The main objective of the study was to determine whether 
the trigger of stroke differs by day of the week (weekend or leave versus 
working weekday). Second, the authors also aimed to establish lifestyle 
habits (data were collected on hypertension, heart disease, diabetes, mi-
graine, hyperlipidemia, alcohol consumption, smoking, transient ischemic 
attack and oral contraceptive use) that contributed to the trigger of stroke. 
Multivariate analysis reported that age ranging from 16 to 30 years (odds 
ratio[OR]	3.13;	95%	confidence	interval[CI]	1.57	to	6.50),	female	gender	
(OR 1.71; 95% CI 1.12 to 2.63) and recent alcohol consumption (OR 2.13; 
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95% CI of 1.48 to 3.07;) were associated (p value < 0.01) with a greater 
susceptibility of stroke on weekends or holidays (compared to working 
weekdays). This study has several strengths, such as large sample size and 
few exclusion criteria. However, as the authors themselves point out, these 
results	remain	difficult	to	interpret	–	they	suggest	an	association	between	
alcohol consumption and stroke trigger since Finns generally consume 
more on weekends or holidays. However, this study does not document 
whether there were similar circumstances on weekends or holidays, other 
than alcohol consumption in this sample. 

About 10 years later, in a Canadian study analyzing the relationship 
between stroke emergency room visits (n = 24 315) and birthday, the num-
ber	of	strokes	observed	was	significantly	higher	(p	=	0.009)	than	expected,	
reaching up to 30 times the risk of having a stroke on a birthday (Saposnik 
et al., 2006). The authors discuss the possibility of psychosocial stress 
potentially present on birthday that would act as a trigger for stroke. They 
also	recognize	that	birthdays	are	an	unmodifiable	factor,	but	that	they	are	
an important contextual element to consider in order to strengthen second-
ary prevention (such as paying more attention to alcohol or salt consump-
tion or ensuring medication intake), especially on this day for people with 
risk factors. Since this study used a large database, the variables included 
in the analysis are limited to those in the database. It would have been 
interesting and relevant to document the perception of the presence of psy-
chosocial stress surrounding the trigger of stroke in the study population. 

In two prospective population-based studies, stroke trigger is asso-
ciated	with	 family	difficulties	 (Engstrom	et	al.,	2004;	Tanne,	Goldbourt	
&	Medalie,	2004).	The	incidence	of	a	first	stroke	(n	=	6	184)	was	moni-
tored over a 10-year period for a cohort consisting of all residents of the 
city of Malmo, Sweden, aged 40 to 80 years at baseline (Engstrom et al., 
2004). Marital dissolution (divorce or death of spouse) prior to stroke was 
compared using a case-control sub-sample (n = 3 134 cases of stroke ini-
tially married versus n = 9 402 controls initially married). Compared to 
the	married	group,	the	incidence	of	stroke	was	significantly	higher	in	the	
first	year	after	divorce	(male	OR	=	1.23	95%	CI	from	1.10	 to	1.39	and	
female OR = 1.26 95% CI from 1.12 to 1.41) – after adjusting results for 
age, country of birth and socioeconomic indicators. Similar results were 
obtained following the death of the spouse. However, the risk of stroke 
was not increased in men who had never been married. In the second pro-
spective study of a cohort of 10 053 men 40 years of age and older, where 
a psychosocial questionnaire was completed at baseline, stroke mortality 
rates were estimated using the Cox model (Tanne et al., 2004). During 
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the 23-year follow-up, 364 men died of stroke. Among the nine indica-
tors	collected,	the	perception	of	significant	family	difficulties	(OR	1.34;	
95% CI 1.04-1.72), the perception that the spouse and children tend not 
to listen (OR 1.29; 95% CI 1.00-1.65) and the habit of keeping feelings to 
themselves	during	conflict	situations	with	their	spouse	(OR	1.27;	95%	CI	
1.03-1.37) were associated with an increased risk of dying from stroke, by 
controlling for traditional risk factors. These two population-based studies 
clearly demonstrate a potential link between a family problem and the trig-
ger of stroke. However, we do not know to what extent these family situa-
tions have generated stress from the perspective of people who have had a 
stroke. A positivist approach, where a starting hypothesis has been tested, 
was used. It would have been interesting to use a constructivist approach 
where the person who has had a stroke is asked to describe to us, without 
suggesting answers, the circumstances of stroke occurrence. 

In 2004, another study (Koton et al., 2004) used a case cross-over 
design to identify stroke triggers in a sample of 200 individuals. The main 
advantage of this design is that the individual serves as a comparison for 
self by collecting data for different periods of time. Thus, respondents were 
asked retrospectively from one to four days after stroke, using a validated 
questionnaire, about their exposure to seven potential triggers in the two 
hours prior to stroke (case) versus, for the same individual, for the previ-
ous day (control). Potential documented triggers were a drastic change in 
posture following a startle, negative emotions, anger, sudden temperature 
change, positive emotions, overeating or intense physical exercise. Seven-
ty-six patients (38%) reported exposure to at least one of the seven poten-
tial	triggers,	with	nearly	30%	for	the	first	three	(startle,	negative	emotions	
and anger) reported within two hours of their stroke. The combined rela-
tive risk was 8.4 times higher (95% CI 4.5 to 18.1) at this moment com-
pared to the control period (previous day). The most frequently reported 
trigger was “negative emotions”. But what were these emotions, anger or 
startle associated with? Were there any similarities in the circumstances 
surrounding the manifestation of these negative emotions? Could these 
stressors have been “prevented” or managed differently? The cross-case 
study design did not allow to answer these questions.

Justification of a phenomenological orientation

Why favour a phenomenological perspective in this study over 
a traditional quantitative method using a questionnaire composed of 
closed-ended questions? This is what this section tries to answer. It is 



PART 1  •  INTRODUCTION 11

important to remember that participants were not asked about their per-
ception of the possible “triggers” of their stroke, but about the “circum-
stances” surrounding the occurrence of stroke. These circumstances could 
give the impression that they are quite trivial and unique to a particular 
individual. However, the idea here was to document the presence or ab-
sence of similarities in these circumstances in several individuals. Thus, 
the interview mode was anchored in this perspective in order to thorough-
ly document the meanings (attributive or intentional substance) to which 
the interviewee relates spontaneously (beyond reasonable conscious dis-
course) the occurrence of the stroke. The purpose of the interview was to 
allow	the	individual	to	express	his/her	views	on	the	specific	circumstances	
and socio-affective environment that framed and manifested the stroke. It 
seemed essential that the interview guide be aware of the defense mech-
anisms that manage conscious speech to address the heart of demonstra-
tions that were taking place through stroke3.

The interview based on this theoretical orientation should therefore 
be	able	to	identify,	from	the	individual’s	discourse,	a	network	of	signifiers4 
(which we will call the vertical axis) that initiate the stroke environment 
and consequently show what is actually expressed subjectively by the 
stroke.	Thus,	the	environment	of	stroke	triggers	should	be	identified	in	the	
speech of the person who has had the stroke and not based on an interpre-
tation proposed by the interview guide. 

In addition, an interview anchored in a phenomenological orientation 
should highlight a node of meanings (we will call it the horizontal axis) 
that precedes or accompanies awareness and thematize the pre-conscious 
intentional motives that give meaning to stroke. The important thing here 
is always to provide an opportunity for the stroke subject to speak out, 
without	suggesting	or	framing	specific	content.	 In	 this	way,	 it	 is	 the	es-
sence of the stroke environment that is at stake, that is, what is most im-
portant	or	significant	to	the	network	of	meanings	of	the	person	who	has	
had the stroke.

Summary and relevance of the study

From	this	literature	review,	we	find	that	stroke	triggers	are	essential	
to document as they provide a better understanding of why stroke occurred 

3. This will be documented in Part 2.
4. Note from translators. As we will explain in Part 2 in the section on Psychoanalysis and Speech 

where there is mention of the Lacanian conception.
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on that day rather than on any other day. This understanding is necessary 
to identify potentially common stressors in this population on which we 
could act during secondary and primary prevention interventions so that 
the person can develop strategies and better manage their emotions to pre-
vent stroke from occurring during these days. We also note that stroke 
triggers have been studied using a multitude of methods underpinned pri-
marily	by	a	positivist	paradigm,	which	aims	 to	confirm	or	 refute	 initial	
hypotheses. The meaning of the day (that day) – weekend/leave versus 
weekday (Haapaniemi et al., 1996) or birthday (Saposnik et al., 2006) - is 
an interesting indicator to consider. Otherwise, the quality of interpersonal 
relationships, particularly family relationships – whether it is divorce or 
conflicting	family	relationships	(Engstrom	et	al.,	2004;	Tanne	et	al.,	2004)	
or the presence of negative emotions or anger (Koton et al., 2004) in the 
few	hours	before	stroke	–	has	been	identified	as	a	potential	trigger.	Inter-
estingly, a review of the triggers of infarction also supports the few studies 
reported here (Stalnikowicz & Tsafrir, 2002). In addition, our pilot study 
was innovative in that all those who had the opportunity to express them-
selves freely about the circumstances surrounding stroke spontaneously 
associated	 it	with	 family	 conflict;	 but,	more	 importantly,	 the	 trigger	 of	
stroke	allowed	them	to	temporarily	resolve	the	conflict,	rousing	thus	posi-
tive consequences (Rochette et al., 2009).

The idea of using a phenomenological perspective is part of a con-
structivist	paradigm,	where	we	do	not	aim	to	confirm	or	disprove	an	initial	
hypothesis, but rather to document exhaustively, and without suggestion, 
the circumstances surrounding the occurrence of stroke. Family relation-
ships may not be the only associated stressor. Other areas, situations or 
life events may be associated with stress (understood as an emotional-af-
fective burden) prior to stroke. In cases where the person has had multiple 
strokes, it is also interesting to document the presence of similarities sur-
rounding these strokes. If there were to be a common scenario of stress-
ors, secondary prevention would be even more desirable to directly target 
these factors.

Methods: Where does the information reported in subsequent 
chapters come from?

This section describes the methods used in the main study. The data 
collected	were	specifically	designed	to	document	the	perception	of	stroke	
triggers. Data collection was carried out between October 2011 and May 
2012. This study was made possible with funding from the Quebec Heart 
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and Stroke Foundation. We also refer to the results of the exploratory pilot 
study of nine stroke patients (Rochette et al., 2009). Both studies were 
approved by research ethics boards. 

Overall, all individuals with one or more strokes were eligible. To 
participate, individual had to be able to express themselves in French. 
Those who had had a stroke secondary to a surgery were excluded for 
obvious reasons. Also excluded were people over 80 years of age since 
greater social desirability was associated with older age (Gaulin, Dubé, 
Hamel & Lefrancois, 2002) and transparency in speech was paramount in 
the context of this study. Individuals with phasic or cognitive impairments 
sufficiently	important	(based	on	clinical	judgment)	to	prevent	them	from	
giving informed consent or actively participating in the interview were 
also excluded. In the case where the person lived with a relative, the rela-
tive was invited to participate in the interview (following the approval of 
the participant who had the stroke) in order to allow the cross-referencing 
of the data collected. The relative must also be able to express self in 
French and give informed consent. We aimed to collect data from at least 
thirty participants in order to facilitate possible content saturation.

The	 interview	took	place	at	 the	participant’s	home	between	five	 to	
eight weeks after discharge from the acute care hospital. All interviews 
were audio recorded and transcribed verbatim in full. 

To facilitate the interviews, we used an interview guide in which the 
main themes explored were the meaning of the date of the stroke (weekday, 
weekend, birthday, etc.), relationships with relatives mentioned during the 
interview (whether or not there is a grey area in the relationship), concerns 
(what	is	perceived	as	a	stressor	in	one’s	life),	consequences	(benefits	and	
disadvantages, advantages and impediments) resulting from the occur-
rence of stroke (what was avoided) and any other issues raised by partici-
pants. The interview began with the following short preamble:

As you now know (following reading the consent form), the purpose of this 
study is to properly document the harmless circumstances surrounding the 
occurrence of your stroke (or strokes, if any). This interview, which remains 
confidential	and	anonymous	to	the	members	of	the	research	team,	is	therefore	
completely open-ended, that is, it is not intended to identify any cause, reason 
or responsibility for your stroke, but rather to explore the details, free or in-
direct associations, surprising or irrational links that are related to the dates, 
events or coincidences that may be related to your stroke. The purpose of this 
interview is to try to discover together parallels that can be made about anec-
dotes outside your stroke, but which, in sometimes surprising ways, can be 
associated with it. We are not looking for right answers, we have nothing to 
confirm	or	measure,	we	have	no	analytical	grid	to	fill	out,	but	we	just	want	to	



14 STROKE PHENOMENOLOGY

chat in an exploratory way to try to make connections that perhaps you didn’t 
spontaneously make. So, we have about an hour or so where I ask you to tell 
me how your stroke happened and what was happening in your life at that 
time. Tell me about the day of [stroke date], what was expected in the days 
or weeks before or after that date, what your stroke prevented, prompted or 
provoked in a possibly unexpected way. In short, tell me your story…

Data analysis was done as the data were collected, so that content 
could	be	validated	with	subsequent	participants	(Poupart,	1997).	Specifi-
cally,	the	steps	in	the	data	analysis	consisted	of	a	first	global	reading	of	the	
data recorded on a tape recorder and transcribed verbatim in its entirety. 
Subsequently, summaries of each interview were written. This step helped 
to capture the overall meaning of the interview content (Poupart, 1997). 
At the same time, the verbatim of the interviews was exhaustively coded 
using a coding grid that was developed as the content was analyzed, thus 
ensuring openness to new categories related to the themes under study and 
emerging from the data. Coding and co-coding were done by tagging the 
content, grouping the categories, and discussing them among team mem-
bers	to	arrive	at	a	data	classification	grid	(Patton,	2002).	The	results	of	this	
analysis are presented in Part 3. 

In parallel with this data analysis (traditional phenomenological ori-
entation from qualitative methodology), a “phenoanalytical” analysis was 
undertaken based on the transcript of the interviews. The rationale and 
methodology for this analysis will be discussed in Part 2, while the results 
are presented in Part 4, but we can immediately point out that since our 
first	work	on	stroke,	a	clinical	psychoanalyst	has	been	mandated	to	review,	
among other things, the verbatim transcript of the interviews to provide an 
analysis of the discourses and develop the theoretical framework of the 
interview	guide.	Subsequently,	the	analyst’s	mandate	was	quickly	defined	
in terms of coaching and training interviewers. In the main project, the an-
alyst’s	mandate	was	specified	in	two	parts,	first	by	inquiring,	where	appli-
cable, about the defence mechanisms in place and the repressed motions, 
components	or	fixations	present	or	 repressed	 in	 the	participants’	 speech	
(according to the theoretical corpus of psychoanalysis). Second, the an-
alyst was tasked with developing and undertaking a phenomenological 
analysis of the content of the interviews, drawing on the work of Edmund 
Husserl and the clinical work of the Kreuzlingen School, mainly those of 
Ludwig Binswanger on existential analysis.



PART 2

INTRODUCTION TO 
PHENOMENOLOGY

SPEECH, PHENOMENOLOGY AND MEDICINE 

At	 the	time	of	the	Revolution,	many	of	the	fi	rst	physicians	of	the	
modern era practiced by correspondence, without any discussion 
with the citizen, other than an exchange of personal information. 

Thus, there is no need to go to the bedside to diagnose accompanied by 
therapeutics (very simple therapy, which can be summarized in a few ru-
dimentary practices), as this diagnosis can, for a large part of the clientele, 
be reached without the patient’s presence and speech5. 

In a sense, until the end of the 20th century, we could say that medi-
cine generally considered the patient’s speech to be unwelcome. The latter 
was often described as a poor historian, i.e., he/she was not in a position, 
contextually and theoretically, to participate in the process of the diagnosis 
and the prescription. In short, physicians preferred him/her silent, insofar 
as	his/her	word	was	heard	as	superfl	uous,	erratic	and	in	search	of	rational-
ization extrinsic to medical knowledge and practice. So, silently, he/she 
became	patient,	passing	his/her	tests	and	briefl	y	answering	questions	that	
specifi	cally	 described	 his/her	 symptoms,	 his/her	 inheritance	 and	 his/her	
genetic predispositions. The rest of the speech and the rest of the treatment 
no longer concerned the patient and remained the responsibility of the 
medical staff.

The	rise	of	 the	twenty-fi	rst	century	seems	to	mark	a	willingness	to	
move towards a novel registry. New visions of practice, called collabora-
tive and partnership visions, attempt to re-establish a system of communi-
cation between the patient and the medical staff; this involves giving the 

5. See Gaulin, Le Culte technomédical.
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patient a voice, restoring his/her place in the system and making him/her a 
first-level	partner.	New	concepts,	such	as	those	of	patient	partner,	patient	
expert or health literacy, clearly indicate this willingness in the medical 
discourse to partner with the patient, who now enters the care plan as an 
active element as the one concerned. 

But what speech is this about? Do we want him/her to say something, 
to say what we already know about him/her, to bring him/her back into 
the position of an object of medical knowledge? Or give him/her the op-
portunity to express self and be heard from a position as subject, agent of 
symptom and disease manifestation? But for that to happen, one must be 
able to hear, that is, to speak the same language. Can the subject be extract-
ed	from	the	patient’s	position,	or	is	it	confined	to	remaining	passive,	in	the	
background and being actually patient-passive? 

What will we really hear when we give the patient the opportunity to 
speak? Is the medical staff able to listen to an individual’s speech outside 
the patient’s speech, i.e., a speech outside the body being cared for and 
framed by a care plan? Is the medical staff really interested in hearing 
anything else from patients? 

Many	physicians	say	they	are	aware	of	the	significant	importance	of	
the patient’s speech, aware of the importance of the symbolic environment 
(phenomenological, which appears and gives meaning) that frames, sur-
rounds and triggers, in the patient’s speech, a meaning that is expressed in 
and through the symptoms and disease. They see this on a daily basis, but 
remain amazed, not knowing how, methodologically, to support, highlight 
or use this environment wisely. 

At the other end of the spectrum, outside the care plan and the health 
system, phenomenology, psychoanalysis and existential analysis (which 
we call phenoanalytic discourse for the purposes of the cause) deal mainly 
with speech. This alternative approach is precisely intended to develop 
a method that gives the patient the opportunity to speak as an analysand 
(i.e., as an active part of the treatment) to enable him/her to express di-
rectly the essence of the subject as manifested in and through the sense of 
symptoms and diseases. 

Without falling back into the old body/mind opposition, the aim here 
is to open a dialogue that is intended to complement the two discours-
es: symptoms and diseases are neither a pure physiogenetic disorganiza-
tion nor a simple production of the mind; it would be most ridiculous and 
reductive to reduce them summarily to these expressions. The body and 
mind suffer in their entirety, in a real body, from a physio, psycho, phylo or 
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phenogenetic heritage, and in the representation that an individual makes 
of this suffering, expressed by these symptoms and this disease, in an en-
vironment, circumstances and a moment that are particular to him/her6. 

The issue is that medicine does not have the time, space and opportu-
nity to listen to the patient’s speech; the application of the care plan leaves 
no other choice. On the other hand, the phenoanalytic discourse is very 
hermetic, even inaccessible, and can only be located on the margins of the 
health	system,	rarely	invited	to	be	heard	or	interested	in	finding	its	way	
around. Are we facing two incompatible realities, two solitudes, or is it 
possible to open a dialogue about the subject of the speech? 

Based on a phenomenology of stroke, an interview guide using 
speech (working with the practitioner and the partner client) aims to tackle 
this question and aims to produce a basic tool that bridges the gap between 
these two approaches, allowing the medical discourse to get to the heart 
of	the	matter	methodologically,	and	the	phenoanalytic	discourse	to	find	a	
scope of application for its practice.

WHAT IS PHENOMENOLOGY?

Plato launched the idea of a discourse on what appears (phainom-
enon), namely what is below the representation that we can have of the 
world in which we act. Indeed, in The Republic, he speaks to us of an 
allegory of the cave, in the sense that man, chained and immobilized in an 
underground residence, with his back to the exit, would only see the shad-
ow of objects projected on the walls of the cave and would not have access 
– condemned to a world of representations – to the essential phenomena. 

Several centuries later, the French philosopher René Descartes deter-
mined	this	mode	of	questioning	by	specifying	that	any	form	of	affirmation	
must	consider	its	own	experience	of	the	world	as	a	subject.	The	influence	
of	his	“I	think”,	so	I	influence	the	order	of	things,	is	undeniable.	Method-
ologically (this is a discourse on the method), what appears must now be 
considered from the position of the subject who thinks and is included in 
this world. 

In	the	Enlightenment,	German	philosophy	officially	marked	the	phe-
nomenological approach of its theoretical foundations and engaged in a 
transcendental discourse, that is, one that concerns the a priori conditions 

6. Environment that we will call phenopathological.
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of knowledge. In his Transcendental Aesthetics,	the	first	part	of	The Cri-
tique of Pure Reason, which was originally intended to be called Phenom-
enology, Emmanuel Kant (the 18th century German philosopher) aims to 
study the a priori forms of sensitivity and gives rise to the phenomenolog-
ical discourse as such. Kant thus lays down the circular requirements of an 
argument that determines the formal conditions of the experiment while 
giving proof of its argumentation by the experiment itself. At the end of 
this Critique, in his Transcendental Theory of the Method, Kant gives us 
here to think by distinguishing a rational knowledge by concepts, philos-
ophy, in comparison to a rational knowledge by construction of concepts. 
This conceptual knowledge includes its own participation in the experi-
ence and refers to the conditions of possibility of this experience. While 
this Kantian distinction deals with pure knowledge, which is not empiri-
cal, we can use it to develop a new distinction that will help us understand 
a revised conception of stroke. 

As well, a few decades later, the German philosopher G.W.F. Hegel 
proposed in one of his main works, The Phenomenology of Spirit, the sci-
ence7 of the experience of consciousness and set the tone for the German 
idealism that would mark the history of the phenomenological approach. 
In	Hegel’s	work	we	find	this	form	of	“transcendental	circularity”,	and	well	
beyond, at the moment when he poses8 the thought being in the movement 
of the thought of the being, thus conceiving the system that aims at the 
unity of the being and the thought in the content of the Thing itself – an el-
ement of a transparency in which the thought is deployed in its true sense. 

What we must remember from now on is that phenomenology im-
plies the individual’s own participation within his/her discourse: some-
thing is positioned, posed, attributed in the discourse without the person’s 
consciousness being formally aware of it. We must methodologically fo-
cus our attention on the intentionality of the discourse, which pushes the 
discourse to express meaning, to give meaning through what appears in 
connection with something. Apart from this attention, we can only deter-
mine the experience in its beyond, in its representation, that is, outside 
the experience itself, by constructing links from our reason, and we will 
always be condemned to be right, in the sense of a vicious circle attributed 
by a reasoning reason. 

The thought of Martin Heidegger (a German philosopher who died in 

7. Wissenschaft,	not	to	hear	“science”	from	a	scientific	point	of	view.
8. As one of his commentators and translators to French, Bernard Bourgeois would know how to 

write so well.
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1976)	has	definitively	marked	the	history	of	phenomenology.	In	his	texts	
and essays on Discourse on “thinking”, The Thing, Moîra (Parmenides) 
or On the Way to Language, Heidegger indicates the attitude to adopt in 
front of what appears (phainomenon), what manifests itself through what 
gives meaning. He tells us to have the stamina to take under his care what 
is exposed in the language, and to stick to an in-between. Our discourse 
must support its position as a fold that accepts what is expressed by taking 
in guard (noein) what is extended in front (legein)9. Only in this way can 
man occupy his mind towards what is worth thinking about. Man must 
give his speech and memory to thought, be grateful and remember the gift 
of being called to think10.

According to Heidegger, this call to thought precedes the Socratic 
period	(Plato)	and	concerns	a	guided,	influenced	conception,	motivated	by	
his perception of Parmenides. In this sense, Plato would have already said 
too much, the world of the idea being an idea of determining representa-
tion that does not address the Being or the Speech. The call to thought is 
indeed launched as soon as man is addressed the Speech, it is a question 
of folding up into this Speech and not of coming to demonstrate what it 
means. 

Everything that is said outside, below, beyond this folding, this “in-
ter-view”, is of the order of representation, suggestion, demonstration, 
prescription or interpretation and can only be right because it is no longer a 
question of speech, but of a monologue to know who is right. Usually, the 
individual who talks to self is always right (he/she can even convince self 
to	take	his/her	own	life).	According	to	Heidegger,	man’s	scientific	destiny	
has turned away and forgotten the fundamental question of his History, 
that of the Being of the Language, and has thus fallen into the history of a 
representation of the being. In this sense, science does not think and would 
be unable to do so, obsessed with its technology.

PSYCHOANALYSIS AND SPEECH

But, despite what Heidegger thinks, Freudian psychoanalysis is in an 
excellent position to meet these methodological requirements and produce 
a space for what is extended in front, on a couch, what is expressed about 

9.	 That	we	will	find	in	Husserl’s	noetic-noematic	structure.
10.	 We	find	here	all	the	relevance	and	rigour	of	the	Hedegerian	discourse	which	shows	the	com-

mon etymological origin, in German language, between thought (Denken), gift, recognition and 
memory (Dank, Gedanc and Gedächtnis).
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speech – although not the same speech here, but two distinct speeches 
– aimed at distinct project, syntonization and tone. The methodological 
challenge of psychoanalysis consists in showing (Deuten11) what is said 
about the one who gives his/her speech, and to inhabit this space, to stick 
to this interview, resisting any form of interpretation that would push us 
to want to understand, know or appropriate any sense of discourse outside 
the speech and the space of analysis. 

But, although we are in an excellent position to hear the subject’s 
speech, the space and time required for psychoanalysis can hardly help us 
to	fulfill	our	task	if	we	consider	the	setting	of	an	interview	about	stroke.	
For its part, psychoanalysis, neither that of Freud nor that of Jacques La-
can (a French school that began in the mid-twentieth century, which we 
will use to perfect our method), will probably not be able to help us if we 
are interested in a phenomenology of stroke. On the other hand, it is inter-
esting to read Freud writings in 1930 that “in a hundred years’ time, when 
the effect of the mind on the body will be better known, some scientist 
will surely be able to specify that there is a link between a psychological 
conflict	and	a	brain	hemorrhage12”. So we’re almost there. 

If we are interested in building an interview guide that leads us to 
an analysis of the circumstances surrounding the onset of stroke, the con-
tribution of psychoanalysis is undeniable. But, from the outset, our phe-
noanalytical conception places us in front of a dilemma (far from being 
insurmountable). On the one hand, as we mention, the framework of the 
interview does not allow us to engage in the space and time required by 
psychoanalysis, one of the only ways to thwart the defense mechanisms 
and the resistance of consciousness to the content it tries to repress in the 
expression of its symptoms. However, we can use the topology of the un-
conscious proposed by the work of psychoanalysis to anchor our theoreti-
cal foundations and anchor our phenomenology of stroke13. 

On the other hand, the qualitative methodology of phenomenological 
orientation analyses (which too often forgets or ignores the philosophi-

11. Which is also, or strangely enough, the same methodological issue as Heidegger’s.
12. Le président Wilson, page 191 (free translation from French).
13. Let us not forget that Freudian psychoanalysis and Husserlian phenomenology (which we will 

see later) are very contemporary, Freud and Husserl coming from the same province of Mora-
via, having lived at the same time and having both, precisely at the same time, studied in 
Vienna, with Brentano, the main Thesis concerning intentionality. Despite their three-year age 
difference, their life of more than 80 years, Freud never talked about Husserl and Husserl never 
talked	about	Freud.	If	no	one	is	a	prophet	in	his	country,	it	is	difficult	for	two	prophets	to	exist	
and survive in the same life.
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cal foundations of its approach) pays little attention to the pre-conscious 
framework of the interview, i.e., the same defence mechanisms intrinsic 
to	consciousness	that	make	it	difficult	for	the	individual	to	engage	in	the	
recognition of the content of his/her speech – as if the person was de-
fending self against his/her own speech. We assume that there is only one 
experience in the world, that we cannot say anything about it and that 
we really cannot get away from it. On the other hand, we can talk about 
it negatively, by denying it, refuting it, trivializing it, ironing it, raving 
it, making humour without however detaching ourselves or getting away 
with it, we are then faced with the defense mechanisms of consciousness. 
We have no choice and we must deal with these defence mechanisms with-
out offending them. 

This is why we must revise the framework of the interview, instructed 
in the work of psychoanalysis on the defense mechanisms of the psychic 
apparatus, so as not to clash with these defenses, not to amplify its effects 
by repressing the speech of the Ego, and to hear clearly what is happening 
to the discourse and the meaningful environment that is expressed through 
the stroke. 

These works of psychoanalysis, this topology of the unconscious, we 
will	 not	 read	 it	 strictly	 from	Freud,	but	 rather	we	will	 benefit	 from	 the	
semantic proofreading and translation that Lacan proposes, imbued with 
a	phenomenological	influence	(think	among	others	of	the	collaborations	
of Maurice Merleau-Ponty and Jean Hyppolite at the Lacan Seminars14). 
This	translation	can	only	benefit,	anchor,	moor	and	refocus	our	arguments.	

According to the Lacanian conception, what appears is organized 
around	a	network	of	signifiers	that	constitutes	the	Unconscious	as	a	lan-
guage.	A	 signifier,	 as	 such,	means	 nothing;	 it	 enters	 into	 a	 relationship 
of meaning	 in	 relation	 to	other	signifiers,	 in	a	chain	of	signifiers	 that	 is	
language.	This	chain	of	signifiers	forms	a	symbolic	order	from	which	the	
individual weaves a web that permeates his/her imaginary order to rec-
ognize self and claim a position of subject (which will become the Ego). 

In	this	symbolic	order,	a	signifier,	such	as	first	name,	gender,	date	and	
place	of	birth,	is	not	trivial.	Other	signifiers,	such	as	those	concerning	the	
date, age, reasons or causes of a parent’s death, or those that are recurrent 
in the speech of those around, as well as those that identify his/her rela-
tives, family, spouse, children and their environment, are just as decisive. 
All	these	signifiers	constitute	the	network	of	meanings	that	establish	the	

14. Let us note that Lacan was Heidegger’s friend.
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background of the subjective (or even imaginary) universe of the subject 
(consequently of a stroke subject). It is from this network of meaning that 
the person builds self as an Ego, recognizes self in his/her relationship 
with others and lives in a world of meanings. 

The challenge of the interview is to identify (showing would be a 
more appropriate term in a Freudian dynamic), from the speech that is 
given,	the	signifiers	according	to	which	the	individual	positions	self,	ex-
presses	self	and	constitutes	self	in	a	significant	environment.	The	signifiers	
here serve as symbolic landmarks for living in this environment and de-
scribing	its	field	of	existence,	that	is,	what	it	subjectively	expresses	itself	
through stroke. 

After removing the subject of stroke from its usual discourse, which 
presupposes the phenomenon as an accident15 (which we will call Gegen-
stand) that occurs outside a relationship of meaning, the interview aims to 
highlight	the	main	signifiers	(master	signifiers),	in	and	from	the	individu-
al’s speech, that elaborate the meaningful environment that gives meaning 
to stroke in a particular emotional context, in a particular place and space, 
at	a	particular	time	and	date.	After	identifying	these	signifiers	and	the	ex-
istential dynamics of the main issues at stake here, the interview can then 
move on to an interview that focuses on the lively heart of the matter16, i.e., 
the very circumstances surrounding the occurrence of this stroke. 

It is imperative that the interviewer be able not to offend or confront 
the defence mechanisms of the Ego (mechanisms that push this Ego out of 
the relationship of meaning that is expressed through stroke). It is equally 
imperative	not	to	clash,	insist	on	or	directly	identify	repressed	signifiers	
who preserve the circumstances surrounding the occurrence of stroke out-
side the realm of consciousness (let us not forget, and remember, that we 
are not within a space of analysis that aims precisely to remove these de-
fences and repressions, and that we cannot afford to touch, in an interview, 
the individual’s resistance here). To do this, the interviewer17 must be on 
the	lookout	for	the	main	verbal	reflexes	that	present	these	defence	mech-
anisms and know how to support them, comfort them, without opposing 
them. It is necessary to know how to identify these mechanisms quickly 
and to support them in order not to raise new resistance. The challenge is 

15. Note from translators. In French, stroke is commonly called a cerebrovascular accident for 
accident vasculaire cerebral – AVC.

16.	 Lively,	 living	dynamic	 that	makes	 the	master	 signifiers	 inscribe	 themselves	 by	 associations	
(displacements	and	condensations),	in	a	network	of	decisive	significance	for	the	subject.

17.. That is why we emphasize the importance of interviewer training.




