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Abstract

Background: Adherence to medication and healthy lifestyle is crucial for prevent-
ing secondary strokes and other vascular events. However, there is not enough evi-
dence on the long-term effects of hospital-initiated lifestyle counselling.

Aim: To determine the effects of The Risk Factor Targeted Lifestyle Counselling
Intervention, which is implemented during acute hospitalisation, on adherence to
lifestyle changes 7years after stroke or TIA.

Methods: Quasi-experimental design with 7-year follow-up period. Baseline data
(n = 150) were gathered from a neurology unit in Finland between 2010 and 2011.
Patients received either the studied intervention (n = 75) or the prevailing form of
counselling at the time (n = 75). Data concerning lifestyle and clinical values were
measured at the baseline time point, while adherence to lifestyle changes was as-
sessed 7years later (2017-2018). Analysis of covariance and multivariate ordinal
logistic regression were used to describe the mean differences between the interven-
tion and control groups.

Results: Several between-group differences were detected, namely, members of the
intervention group reported consuming less alcohol and having lost more weight
during hospitalisation relative to the control group. No between-group differences in
the prevalence of smokers were found, but the intervention group reported a greater
number of daily cigarettes than the control group. Adherence to medication, impor-
tance of adherence to a healthy lifestyle, support from family and friends, and sup-
port from nurses were all significantly higher in the intervention group than in the
control group.

Conclusions: The results suggest that the lifestyle counselling intervention was ef-
fective in decreasing alcohol use and weight, as well as increasing factors that are
known to support adherence to a healthy lifestyle.
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INTRODUCTION

Stroke is a worldwide challenge for public health and a
major cause of severe disability in the adult population
[1, 2]. In 2017, there were 1.1 million incidents of stroke
in the European Union and a total of 9.5 million stroke
survivors. Furthermore, it has been estimated that 7.1 mil-
lion disability-adjusted life years have been lost because
of stroke [3]. The incidence rate of stroke is expected to
remain high because of the aging population [1, 3]. For
example, it has been estimated that the number of peo-
ple living with stroke in the European Union will increase
by 27% between the years 2017 and 2047; this increase is
mainly attributed to an aging population and improved
survival rates [3]. Due to the high risk for new vascular
events, the period immediately following a stroke incident
is a crucial time for initiating secondary prevention [4, 5].
Earlier studies suggest that up to 80%-90% of secondary
strokes could be prevented by determining the known
risk factors of each patient [6, 7]. The main modifiable
risk factors are related to lifestyle, namely, unhealthy diet,
psychological stress, being overweight, smoking, excessive
use of alcohol, and certain clinical conditions, e.g., hyper-
tension, diabetes, hyperlipidaemia, and atrial fibrillation
[2, 8]. Therefore, adherence to both medication [8, 9] and
a healthy lifestyle [3, 7] plays a significant role in the sec-
ondary prevention of stroke and other vascular diseases.
Non-adherence to secondary prevention practices after
a stroke continues to be one of the key challenges in stroke
care management [3, 7, 10]. For instance, it is recognised
that stroke patients do not generally adhere to both medi-
cation and a healthy lifestyle over the long term [8, 11]. In
this context, adherence means that a stroke or TIA patient
adopts an active, intentional, and responsible process of
self-care during which they maintain their overall health
in close co-operation with health-care professionals [12-
14]. Although good adherence is challenging, some fac-
tors, such as support from family and friends [15-18],
support from health-care personnel [13, 15, 17], and ver-
satile knowledge about the illness [18], have been associ-
ated with better adherence among patients with chronic
illnesses in earlier studies. Furthermore, motivation and
individual resources have been proven to influence the

Relevance to clinical practice: The results indicate that the adherence process
already begins during acute phase counselling. To ensure long-lasting lifestyle
changes, counselling should be started at the hospital, after which it can be provided

by friends and family members.
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extent to which a patient feels responsible about adher-
ence to care [18, 19].

However, stroke patient counselling is challenging in
the hectic clinical environment and with hospital stays be-
coming shorter and shorter. In an ideal scenario, stroke
patient lifestyle counselling is interactive and patient-
centered, as well as carefully planned and implemented
with sufficient resources. The counselling should pro-
vide versatile information on the secondary prevention
of stroke in a way that will affect a patient's lifestyle be-
haviour over the long term [13]. The provision of counsel-
ling has also been associated with improvements in overall
quality of life [20, 21], decreased post-stroke depression
[22], better motivation for self-care [13, 21], and increased
stroke knowledge [23, 24]. Earlier studies also suggest that
certain elements of the counselling provided during the
acute hospitalisation phase, such as interactions [13, 21],
and the resources of health-care personnel, are connected
to later adherence to a healthier lifestyle [13]. The health-
care professionals who counsel stroke patients about
self-management strategies need to have versatile compe-
tences [25]. Earlier research has investigated how nurse-
led lifestyle counselling interventions affect adherence to
lifestyle changes [5, 26-30]. However, only a few effective
and long-term follow-up studies of adherence can be iden-
tified from the literature [31, 32]. Therefore, this is a topic
that clearly warrants further attention [5]. The present
study aimed to determine how the Risk Factor Targeted
Lifestyle Counselling Intervention (RFTLC), which is
implemented during acute hospitalisation, influences ad-
herence to a healthy lifestyle 7years after stroke or TIA.
It was hypothesized that: (1) the intervention and control
groups will differ in lifestyle-related outcomes; and (2) the
intervention and control groups will differ in adherence-
related outcomes.

METHODS
Study design

This research employed a quasi-experimental, nonequiva-
lent control group pretest-posttest design with a 7-year
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follow-up period [33]. A total of 150 patients participated
the study. Patients (n = 75) in the control group received
the prevailing type of counselling at the time of the re-
search, whereas patients in the intervention group (n = 75)
received the RFTLC-intervention at the hospital before
discharge. Patients who were treated before the interven-
tion constituted the control group, and they received coun-
selling with the prevailing counselling practice. Baseline
data concerning lifestyle were collected at the hospital,
and adherence to a healthy lifestyle was then evaluated
7years after discharge (n = 84). The Transparent Reporting
of Evaluations with Nonrandomized Designs checklist
(TREND) guided the research and reporting process [34].

Participants and data collection

The study data were collected from a Finnish acute neu-
rological care unit (2010-2011). The follow-up data were
gathered 7years after the intervention using postal ques-
tionnaires (2017-2018). The flowchart of the patients and
study design are shown in Figure 1. Patients at the acute
neurological care unit were eligible to participate in the
study if they had a diagnosis of stroke or TIA, were ex-
pected to be discharged home straight from the hospital,
were aged between 18 and 65, and were able to communi-
cate and fill in the questionnaires themselves in Finnish.
Additionally, the patients were required to give informed
consent if they were to participate in the study. Patients
with aphasia or confusion were excluded from the study.

654 patients assessed for
eligibility

464 of the patients did not meet
the inclusion criteria

40 of the patients declined because
they were too tired to participate
or did not feel well because of the
stroke

Lifestyle habits and clinical values
at the hospital (n=150)

Control group (n=75) ‘ ‘

\ |
The prevailing form of lifestyle Risk-Factor Targeted Lifestyle
counselling at the time of the Counselling Intervention

stud
= |
Adherence to a healthy lifestyle

seven years after discharge
(n=42)

Intervention group (n=75)

Adherence to a healthy lifestyle
seven years after discharge
(n=42)

Missing data (n=33)
Analyzed data (n=42)

Missing data (n=33)
Analyzed data (n=42)

FIGURE 1 A representation of the study flow

Of the 654 patients who were admitted to the neuro-
logical care unit, 190 were eligible to participate in the
study. Of these patients, 40 declined to participate. The
estimation of adequate sample size (n = 150) was orig-
inally based on what was reported in previous studies.
However, a post-hoc power analysis was also conducted.
A sample of 150 patients, including follow-up responses,
was found to be adequate for detecting clinically moderate
differences through ANOVA at the 5% significance level
and with at least 80% statistical power. Hence, the sam-
ple used in the present study was large enough to perceive
statistically significant differences concerning most of the
studied outcomes.

Instruments and measures of the study

At the baseline time point, the Lifestyle Questionnaire
was used to measure the patients' lifestyle habits, clinical
values, and sociodemographic factors [35, 36]. The ques-
tionnaire is a self-administered questionnaire including
both multiple-choice and dichotomous questions con-
cerning the background and respondents’ weight control
(3 items), smoking habits (5 items), nutritional habits (16
items), physical activity (11 items), stress management
(2 items), alcohol consumption (4 items), and adher-
ence to medication (4 items). Further, clinical outcomes;
BMI, systolic and diastolic blood pressure, and glucose
(fingertip), were measured by the researcher during the
baseline data gathering process. These outcomes dur-
ing the follow-up period were reported by the patients
themselves. A combined self-administered questionnaire,
Adherence to Healthy Lifestyle Questionnaire was used
to assess the patients’ adherence to a healthy lifestyle
7years after discharge from the hospital. The question-
naire is based on two instruments, the first of which is the
Adherence of People with Chronic Disease instrument.
This instrument is widely used and has shown high valid-
ity (construct and criterion validity) and reliability (inter-
nal consistency), with Cronbach's a-values ranging from
0.69-0.91 [12, 37]. The combined Adherence to Healthy
Lifestyle Questionnaire also included the Lifestyle instru-
ment (same as in baseline), which has been widely used
in previous studies to examine cardiovascular risk factors
through population-based health surveys in Finland [35,
36]. The Adherence to Healthy Lifestyle Questionnaire
used in this study included items, which respondents
scored using a five-point Likert scale (1-strong agreement,
5-strong disagreement), as well as multiple dichotomous
questions about adherence to lifestyle change (8 items)
and the factors related to adherence such as motivation
(4 items), perceived meaning of lifestyle change (5 items),
support received from family and friends (4 items), and



il

ADHERENCE AMONG STROKE PATIENTS APOS’ /APOS

support received from doctors (2 items) and nurses (3
items) at the hospital.

Outcome measures
Lifestyle-related outcomes

Body mass index (BMI, weight +height), systolic and di-
astolic blood pressure, waist circumference, blood glucose
(fingertip), physical activity, weight management, diet,
stress management, alcohol consumption, and smoking.

Adherence-related outcomes

Adherence to medication, adherence to a healthy lifestyle,
motivation to change lifestyle behaviour, importance of
lifestyle changes, support from family and friends, sup-
port from doctors, and support from nursing personnel.

Intervention

The RFTLC-intervention consisted of 2days of education
for stroke nurses. During this time, the nurses were edu-
cated about lifestyle-related stroke risk factors and ways
of discussing individual risk factors in everyday practice.
Nurses were educated after control groups’ baseline data
was collected. The current Finnish National Institute for
Health and Welfare guidelines for a healthy lifestyle were
used as a knowledge base when planning the education
days. Furthermore, nurses (n = 6) were individually guided
- including a pre-formulated structured conversation - on
how to counsel patients before discharge from the hospital.
The counselling sessions had the following contents:

 Phase I: Motivating the patient to grasp the importance
of adherence to both medication and a healthy lifestyle
in secondary prevention, including data that these fac-
tors can influence the risk of a new stroke by 80%-90%.
The goals for the counselling session were identified
and assessed together with the patients.

« Phase II: Recognising possible risk factors (alcohol con-
sumption, smoking, weight management, healthy diet,
stress management, and physical activity) together with
the patients. Certain questions were pre-formulated to
support nurses in the counselling situation.

+ Phase III: If the patient needed support in some aspect
of their healthy lifestyle, for instance, in quitting smok-
ing, they were shown that adequate resources exist (e.g.,
contact with a tobacco-free nurse or a discussion about
nicotine replacement therapy with a doctor).

« Phase IV: All of the patients received a follow-up book-
let about stroke risk factors and their treatment.

Control group patients received the prevailing form of
counselling at the time of the research. In practice, this
means that these patients received counselling that was
not standardised and which could include varying content
because the stroke unit had disorganised routines and
counselling heavily depended on an individual profes-
sional’s competence in counselling. The RFTLC interven-
tion has previously been described in detail [38, 39].

Data analysis

The data analysis was conducted with Statistical Analysis
Software, version 9.2 (SAS Inc.). Repeated measures anal-
ysis of covariance (ANCOVA) was used to test whether
changes in the mean values for the two groups were signifi-
cant. Estimates of ANCOVA and the corresponding 95%
confidence intervals are presented in the text. Lifestyle var-
iables, which were not grouped with other variables, were
individually analysed with a repeated measures multivari-
ate ordinal logistic regression. This analysis yielded odds
ratios (ORs) and 95% confidence intervals (CIs). Covariates
(age, intervention, and control groups and gender) were
also used in the analyses. If a certain patient had more
than 25% data missing, this patient was excluded from the
analyses. Missing values were not replaced but coded as
blanks. Scores ranged from 1 to 100 for each sum variable.
The threshold for statistical significance was set at p <0.05.

RESULTS

Baseline sociodemographic characteristics,
clinical values, and lifestyle habits

At baseline, members of the two groups differed in terms
of gender and education level (Table 1), as well as in terms
of systolic blood pressure (Table 2).

Difference between lifestyle-
related outcomes

The results of the data analysis show that hypothesis one
was only partially supported (Table 3). For example, mem-
bers of the intervention group consumed significantly less
alcohol than members of the control group (MD: 6.92;
p =0.022). There was also a significant between-group dif-
ference in weight change during the 7-year follow-up pe-
riod (OR: 0.69; p = 0.028), as members of the intervention



OIKARINEN ET AL.

TABLE 1 Sociodemographic characteristics at the time of hospitalisation, organised by group and group differences n (%)

Intervention group Control group
Variable (n=175) (n=175) Total n (%) P
Diagnosis n (%) n (%) n (%)

TIA 29 (19.3) 32(21.3) 61 (40.7)

Stroke 46 (30.7) 43(28.7) 89 (59.3) 0.480
Age Mean 56.7 (8.4) Mean 56.4 (8.3) Mean 56.5 (SD 8.3) 0.793
First stroke or TIA 63(42) 66(44) 129 (86) 0.248
Gender

Male 48 (64) 35(46.6) 83 (55.3) 0.002

Female 27 (36) 40 (53.3) 67 (44.7)

Marital status

Single 8(5.3) 5(3.3) 13(8.7) 0.406

Courtship 4(2.7) 5(3.3) 9(6)

Married/cohabitation/domestic 56 (37.3) 52 (34.7) 108 (72)

partnership

Widowed 1(0.7) 1(0.7) 2(1.3)

Divorced 6(4) 12 (8) 18 (12)
Education

Basic education (primary and lower 31 (20.7) 33(22) 64 (43) <0.001

secondary)

Upper secondary education (general 22 (14.7) 15(10) 37 (24.8)

or vocational)

Upper vocational degree 18 (12) 15(10) 36 (24.2)

Polytechnic 0 3(2) 3(2)

Academic degree 4(2.7) 8(5.3) 12 (8)

Working status

Working 40 (26.7) 29 (19.3) 69 (53.1) 0.167

Retired 18 (12.) 29 (19.3) 47 (36.2)

Unemployed or laid off 7 (4.6) 7 (4.6) 14 (10.8)

Other 10(6.7) 10 (6.7) 20(13.3)

Note: n (%) presented. A Chi-square test was used to detect differences between groups for categorical variables, while a ¢-test was used to detect differences in

continuous variables (age).

group estimated greater weight loss than members of the
control group.

No significant between-group difference in the prev-
alence of smoking was noted. However, smokers in
the intervention group had increased their daily num-
ber of cigarettes during the follow-up period (OR: 2.02;
p = 0.034) relative to control group smokers.

Differences between adherence-
related outcomes

Hypothesis two was partially supported by the data
(Table 4), i.e., members of the intervention group esti-
mated their adherence to medication significantly higher

(MD: 14.26; p = 0.012) than members of the control
group (Table 4). Furthermore, members of the interven-
tion group understood the importance of adherence to a
healthy lifestyle better than members of the control group
(MD: 5.20; p = 0.047). When compared to statements by
the control group, the intervention group reported receiv-
ing more support from family and friends (MD: 12.56;
p = 0.001) as well as nursing personnel (MD: 16.84;
p = 0.003) during the 7-year follow-up period.

DISCUSSION

Thestudysuggeststhat the Risk-Factor Targeted Lifestyle
Counselling Intervention, which is implemented during
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MD (CI 95%) or OR (95%

TABLE 2 Differences in the lifestyle
habits and clinical values between groups

Lifestyle variable Ccn p (intervention and control) at baseline
BMI* —0.03 (—2.09, 2.03) 1.000 (years 2010-2011)
Waist circumference® 0.24 (5.45,5.94) 1.000

Systolic blood pressure® 10.17 (2.25, 18.09) 0.004

Diastolic blood pressure® 1.75 (—2.55, 6.07) 1.000

Glucose (fingertip)* —0.04 (—0.53, 0.44) 1.000

Physical activity® —3.40 (—14.49,7.68) 1.000

Diet® —1.37(-10.64, 7.89) 1.000

Alcohol* 8.07 (—0.28, 16.43) 0.064

Smoking currently® 0.98 (—0.89, 0.85) 1.000

Number of smoked cigarettes per day® 2.14(0.56, 8.13) 0.687

Stress managementb 0.87 (0.37, 2.00) 1.000

Weight - one's own image” 1.13 (0.50, 2.55) 1.000

Note: Covariates: age, intervention and control groups, and gender.
Abbreviations: BMI, body mass index; CI, confidence interval.
*MD, mean difference, analysis of covariance.

OR, multivariate ordinal logistic regression.

TABLE 3 Differences in lifestyle-related outcomes between
groups (intervention and control) at the 7-year follow-up
measurement

TABLE 4 Differences in adherence-related variables between
the groups (intervention and control) at the 7-year follow-up
measurement

Lifestyle variable MD (95% CI) P MD (CI 95%) 14
BMI* —0.25(—-1.78/1.27)  0.742 Adherence to medication 14.26 (3.10/25.39) 0.012
Waist circumference® —0.21 (—4.36/3.93) 0.919 Adherence to a healthy 1.20 (—6.03/8.44) 0.742
Systolic blood pressure® 0.61 (—4.23/5.47)  0.802 lifestyle
Diastolic blood pressure® —0.43 (~2.92/2.06) 0.734 Motivation for adherence to 5.63 (—0.22/11.49) 0.059
. o a healthy lifestyle

Glucose (fingertip) —0.09 (—0.40/0.22) 0.565
Physical activity® 151 (—8.98/5.95 0,690 Importance of adherence to 5.20(0.05/10.34) 0.047

ysicatactivity —1.51(=8. 95) ’ a healthy lifestyle

s qa
Diet 2.83(-3.18/8.84)  0.355 Support from family and 12.56 (4.77/20.36) 0.001
Alcohol® 6.92(0.99/12.86)  0.022 friends

: b
Smoking currently 0.79 (0.54/1.17) 0.253 Support from doctors 3.67 (—2.38/9.73) 0.233
Number of smoked cigarettes 2.02(1.05/3.89) 0.034 Support from nurses 16.84 (5.81/27.86) 0.003
er day®

P Y b Note: Repeated measures analysis of covariance.

Stress management 1.12(0.81/1.56) 0.477 L . .
. Covariates: age, intervention and control groups, and gender.

Weight - one’s own image 0.98 (0.70/1.36) 0.916 Abbreviations: CI, confidence interval; MD, mean difference.
Weight change during the 0.69 (0.50/0.96) 0.028

7 yearsb

Note: Covariates: age, intervention and control groups, and gender.
Abbreviations: BMI, body mass index; CI, confidence interval.
*MD, mean difference, analysis of covariance.

°OR, Multivariate ordinal logistic regression.

the acute hospitalisation of TIA and stroke patients,
is only partially effective. There was evidence that the
investigated intervention may improve some primary
outcomes up to 7years after discharge, i.e. decreased al-
cohol consumption and healthy weight loss. The results

of the study suggest that lifestyle counselling right after
acute stroke events is more effective than non-structured
counselling, and should be offered to all patients, par-
ticularly these patients who suffered a mild stroke and
were discharged straight from the hospital. However, it
is not possible to state that these differences were solely
due to the intervention because of the long follow-up
period and the limitations related to study design.

It was interesting to observe that the intervention,
which was implemented during acute hospitalisation,
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possibly improves secondary outcomes such as adherence
to medication, understanding the importance of adher-
ence to lifestyle changes, support from family and friends
as well as nursing personnel. These results are important
because similar factors have been proven to improve ad-
herence in previous research that included an extensive
study period [14, 42, 43].

The results also provide evidence that counselling during
acute hospitalisation may improve some lifestyle-related
outcomes 7years after discharge, e.g., decreased alcohol
consumption and weight loss. Similar results were also iden-
tified in studies, which reported self-management counsel-
ling interventions to be effective at controlling certain risk
factors [44]. Furthermore, it is notable that individualised
counselling regarding stroke, recurrence risk, medication
adherence, healthy lifestyle, and risk factor control has been
proven to reduce the risk of stroke recurrence [45].

The tested intervention, which involved structured life-
style counselling by stroke nurses, provided significantly
more perceived support from nurses (a result that was
also observed over the long term) than the control, non-
structured counselling. The importance of support from
nurses has been proven to be meaningful in several stud-
ies investigating adherence to treatment among patients
with long-term illnesses [14, 46]. It has also been reported
that interventions in which nurses have a primary role
are effective at improving medical and behavioural risk
factors, along with the knowledge that risk factors are a
part of the secondary prevention of stroke [47, 48]. The
presented results strongly support the claim that nurses
play a vital role in stroke care, which has been suggested
in previous studies [25]. Doctors were part of the inter-
vention planning group; however, in the future, lifestyle
counselling interventions should be more tailored to a
multidisciplinary team of stroke professionals [25]. This
type of approach would promote both support from doc-
tors as well as long-term adherence to treatment.

Friends and family members were not included in the
studied intervention. Therefore, it is interesting that there
was a significant between-group difference in support
from family and friends. The presented results indicate
that the adherence process already begins during acute
phase counselling and - for this reason - stroke patients
who receive the structured counselling will understand
that they need to involve family members and friends in
their care process. The involvement of family members
and friends has already previously been established as a
pivotal part of stroke care [16]. Hence, future counselling
interventions need to both be implemented at an early
stage and involve family members; these decisions can
largely improve the results of the recovery process.

Many studies that have investigated how lifestyle coun-
selling influences adherence to treatment and/or lifestyle

changes conclude that counselling is seldom continuous
[31, 32]. This highlights the importance of ensuring that
stroke patients receive continuous lifestyle counselling.
Furthermore, it would be beneficial to provide patients
with practical advice during the recovery process. As
such, it could be useful to examine adherence to treatment
across different phases of the care path and develop coun-
selling in a way that the right information is provided at
the right time, maybe through digital forms.

Limitations

The study provides new knowledge about long-term
adherence to lifestyle changes among stroke patients.
However, it has some limitations. The participating stroke
and TIA patients were not randomly allocated to study
groups, which is the most significant limitation [33]. This
means that the presented results are not fully reliable be-
cause there might be several variables affecting the out-
comes of the study, which cannot be controlled. However,
covariates were used in the analysis to minimise these
effects. Even if the counselling session was structured
and planned in as much detail as possible, the success of
the intervention was nevertheless still strongly based on
nurse—patient interaction; this is a potential source of bias
since every counselling conversation was dependent on
the nurse's and patient's circumstances. However, an in-
teractive relationship can also be seen as positive aspect,
since this is part of an ideal counselling situation.

The data were collected using self-reported question-
naires, which incur a widely recognised risk of biases.
However, the study instruments have been proven to be
valid in several studies. It should be noted that some of the
patients did not return the questionnaires, which means
that a higher response rate could have changed the results.
Each participant did receive one reminder to complete the
questionnaire. The fact that the TREND Statement check-
list was used when reporting the results increased the va-
lidity of the research [34].

It is impossible to fully compare the presented results
to what has been reported in other studies since no long-
term follow-up studies of the effects of lifestyle counselling
interventions on adherence to lifestyle changes were iden-
tified from the literature. The extensive follow-up period
and employed study design mean that the observed effects
cannot be solely attributed to the RFTLC intervention.

Relevance to clinical practice

It is challenging for stroke patients to adhere to lifestyle
changes over long time periods. However, the results of the
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present study suggest that the adherence process already
begins during acute phase lifestyle counselling, which is
provided immediately after stroke or TIA has been diag-
nosed. The likelihood of sustained lifestyle changes could
be increased by starting counselling at an early stage of
recovery and involving family members and friends, who
are a significant part of the patient's long-term care, in
the process. However, it still seems as if counselling is too
brief, so practitioners and decision-makers should develop
ways through which counselling can be more continuous
throughout the care process.

CONCLUSION

The study suggests that the Risk-Factor Targeted Lifestyle
Counselling Intervention for stroke and TIA patients,
which is implemented during acute hospitalisation, may
improve some lifestyle-related outcomes 7years after dis-
charge, e.g., decreased alcohol consumption and healthy
weight loss. Furthermore, the presented results indicate
that the tested intervention also improves certain impor-
tant adherence-related outcomes, such as adherence to
medication, understanding the importance of a healthy
lifestyle, and support from family, friends, and the nurs-
ing staff. Therefore, it can be assumed that the provision
of lifestyle counselling prior to discharge from acute care
is an important part of ensuring that stroke and TIA pa-
tients will adhere to lifestyle changes over the long-term.
However, the continuity of lifestyle counselling, as well as
new channels for providing relevant information, should
be further investigated since the tested intervention was
not effective in sustaining healthy lifestyle behaviour.
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