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Abstract  

Purpose:  People who survive a subarachnoid haemorrhage (SAH) often face enduring 

health challenges including physical disability, fatigue, cognitive impairments, 

psychological difficulties, and reduced quality of life. While group interventions have 

shown positive results in addressing similar issues in chronic conditions, the evidence 

involving SAH specifically is still sparse. This service evaluation aimed to explore SAH 

survivors’ experiences of attending a multidisciplinary group-based support programme 

tailored to address unmet needs identified in previous literature, with the ultimate aim 

to refine future iterations of the programme and improve quality of care post-SAH. 

Materials and Methods: Semi-structured interviews were carried out with 12 individuals 

who attended the programme. The resulting data were analysed thematically.  

Results: Four overarching themes emerged from the analysis: 1) Barriers to accessing 

support after a SAH, 2) Factors acting as enablers of recovery, 3) Sharing lived experience 

to support one another, 4) Feeling connected while navigating a group format.  

Conclusions: Lack of communication, fear, loneliness, and cognitive impairments can act 

as barriers to engagement with support, while acceptance and adjustment, holistic 

multidisciplinary input, and psychological support may represent successful enablers of 

recovery. Implications for future iterations of the programme as well as clinical 

rehabilitation and service development are discussed. 

Keywords: Subarachnoid Haemorrhage, Group Intervention, Neuropsychology, 

Multidisciplinary Team, Thematic Analysis. 
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Introduction 

A subarachnoid haemorrhage (SAH) is a sudden onset neurological condition that 

accounts for 5% of all strokes and affects between 2 and 22 people per 100,000 each year 

[1]. It is caused by a bleeding into the fluid filled space around the brain which, in the 

absence of trauma, is usually caused by the rupture of a cerebral aneurysm (‘aneurysmal 

SAH’ [2]). SAH occurs in a younger age group than ischaemic stroke, with half of patients 

being younger than 55 at ictus, and tends to affect women more frequently than men [3]. 

Despite advances in its treatment, SAH continues to carry a high mortality risk, with 

approximately 35% of cases proving to be fatal [4].  

For up to 70% of the individuals who survive the acute phase, SAH is associated with 

several physical sequelae (e.g., hemiplegia [5] and fatigue [6]) as well as psychological 

difficulties such as depression, anxiety, and posttraumatic symptomatology [7]. Cognitive 

impairments are also frequent following a SAH, and often affect speed of information 

processing, attention, memory, language, and executive functioning [8]. Unsurprisingly, 

the combination of these issues can have profound consequences on the quality of life of 

affected individuals, especially due to numerous changes in their ability to work, form 

and maintain relationships, live independently, and integrate socially [9]. Similarly, such 

difficulties have also been recognised to have a major impact on those caring for someone 

affected by a SAH [10]. 

In light of the above, the development of interventions aiming to optimise recovery and 

rehabilitation has been strongly warranted. In this regard, evidence has shown that 

individuals affected by SAH indicate coping with fatigue, cognitive impairments, and 

emotional well-being as their three main needs for rehabilitation [11]. Further studies 

also highlighted anxiety and depression [12], apathy [13], and feelings of abandonment 

following hospital discharge [6] as major factors affecting recovery after a SAH.  

A type of approach with a long history of implementation for rehabilitation purposes is 

represented by group-based interventions [14]. Over the past few decades, these have 

proven to be effective not only with people with chronic conditions (e.g., diabetes [16]), 

but also neurological diseases such as stroke, Parkinson’s disease, and multiple sclerosis 

[15–17]. With specific reference to SAH, while group interventions are adopted within 
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clinical services as a way to manage distress [18], the current literature around their 

successful implementation appears sparse, with no evidence available to date on the 

subjective experiences of the individuals who attend them. This represents a 

considerable gap, since the use of qualitative methods to explore patients’ experiences of 

attending intervention programmes has been recognised as playing a pivotal role in 

healthcare research [19]. 

In this article, we present the perspectives of patients who attended a multidisciplinary 

group-based support programme following SAH in a National Health Service (NHS) Trust 

in the North-West England. More specifically, the participants’ experience of attending 

the group-based programme was investigated with the aim to inform and refine future 

iterations of the programme itself, and ultimately improve the quality of care for people 

with SAH in accordance with recent guidelines [20].  

Materials and Methods 

Theoretical Framework 

This project adopted qualitative methods based on individual semi-structured interviews 

[21]. 

Participant Selection 

Convenience sampling methods were used, whereby patients under the care of the host 

NHS Trust who had suffered a SAH were offered to attend the programme as part of their 

standard post-discharge clinical care or during a routine call at 6- and 12-months follow-

up. At the end of the programme, attendees were invited to take part in semi-structured 

interviews. 

Of the 13 patients who were invited to attend following two consecutive iterations of the 

programme, 12 agreed to participate in the study (five from the first iteration, seven from 

the second). All participants were female, with an average age of 58.4 years (range: 47 – 

80). The mean time since SAH diagnosis was 16 months (range: 7-30). In order to avoid 

issues related to accessibility and facilitate attendance, all interviews were all carried out 
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remotely (i.e., via phone and Microsoft Teams). Table 1 illustrates the demographic 

characteristics of the participants.  

Due to complications in the acute phase, one participant developed difficulties with 

language production, and was supported by their partner throughout the programme and 

the semi-structured interview. 

Multidisciplinary Group-Based Support Programme 

The multidisciplinary group-based support programme consisted of seven 1-hour 

sessions at a brain charity venue closely affiliated with the NHS Trust. Sessions one to six 

took place fortnightly, while session seven followed a 4-week break. The aim of the 4-

week break was to facilitate the assimilation and practice of the coping strategies 

discussed in the programme. The sessions were led by a multidisciplinary team (MDT) 

consisting of a SAH Specialist Nurse, a Consultant Clinical Neuropsychologist, an Assistant 

Psychologist, and a Cognitive and Personal Wellbeing Practitioner with lived experience 

of SAH. Each session focused on one of the unmet needs most commonly reported by SAH 

survivors in a previous study [11] and was structured to encourage open discussions 

around medical, psychological, and social aspects of the participants’ experience. The 

programme’s content, schedule, and delivery remained unchanged across both iterations. 

Table 2 summarises the topic of each session of the multidisciplinary programme.  

Data Collection 

Semi-structured interviews were carried out at the end of each programme iteration by 

a female graduate level Assistant Psychologist (AS) under the supervision of two male 

doctoral level Clinical Psychologists (NZ, RS) and a female Registered Nurse (LD). All 

interviews were conducted in person by AS between November 2022 and June 2023 and 

had a mean duration of 35 minutes (range: 21 – 47). None of the programme leads or 

research supervisors were present during these. In addition, although the assistant AS 

had a support role in the delivery of the programme, no previous significant relationship 

was in place between the interviewer and the participants – thus allowing for the latter 

to feel comfortable to express their opinions freely.  
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An interview schedule (available as Supplemental Document) was developed based on 

relevant literature [11] as well as clinical experience within team and was agreed 

collectively following iterative consultations. This process, along with the experience 

gained with previous similar qualitative research from the authors [22],  helped minimise 

concerns regarding validity and reliability of the interviews even though no pre-testing 

could be carried out. The interview schedule was structured into six sections, covering 

the following topics: a) Participant Introduction, b) Group Format, c) Programme 

Accessibility, d) Programme Content, e) Group Engagement, e) Programme Outcomes. 

The structure remained the same across both programme iterations. Theoretical 

saturation was deemed to be achieved at the end of the second iteration as little to no 

additional information appeared to have emerged  [23]. 

Data Analysis  

Each interview was audio-recorded and transcribed verbatim. The anonymised 

transcripts were then imported and organised into the NVivo® qualitative data analysis 

software. Here, data were analysed by AS under the supervision of NZ using thematic 

analysis according to the principles illustrated by Braun and Clarke [24]. 

More specifically, the analysis started with a data familiarisation process, during which 

transcriptions were read numerous times over a number of weeks to initiate ideas for 

themes. Following on from this, codes were identified and linked to themes which had 

emerged over the dataset. The initial themes and codes were then reviewed in order to 

ensure consistency across the dataset.  A thematic map was then drawn with titles of each 

theme and this was checked against the dataset.  

Throughout the whole analysis process, a critical realist epistemological stance was 

assumed, whereby the perspectives of the participants were conceptualised as being as 

real and meaningful as physical and behavioural phenomena [25]. In addition, open 

discussions were held between all members of the team to ensure credibility, 

transparency, and reliability [26]. 
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Ethical Considerations 

The present project was registered as a service evaluation with the Research & 

Innovation Department of the host NHS Trust (REF: 23HIP30). All patients provided full 

written consent and all audio recordings and transcripts were anonymised.  

Results 

After familiarisation with the dataset, 32 codes were generated, which were then 

arranged into seven preliminary themes. Following iterative revisions, the final code list 

was reduced to a total of 16, divided into four overarching themes which were unique 

and in accordance with the topic of the analysis. Each theme is outlined in detail below, 

along with relevant quotes from the participants. Code names are highlighted in italics 

when mentioned specifically. Figure 1 illustrates the final thematic map. 

‘I was walking alone for a year’: barriers to accessing support after a SAH 

The first theme to emerge from the data revolved around the several barriers participants 

had to face in terms of accessing support following their diagnosis, which they felt had 

been scarce until they attended the group-based programme. For instance, lack of 

communication from healthcare services could often led to feelings of fear and loneliness:  

I was walking alone for a year on my own with nothing. […] For a year and a half, I 

knew nothing until the group. And then then, and then in the group they’re all saying 

‘yeah, and you will go through that’, and ‘this will happen’ and ‘you will feel tired’ 

and ‘you will need to sleep’. I wasn’t told any of these things. (Participant 2). 

Perhaps most importantly, by the time support was offered in the form of the group-

based programme, the combination of the issues above appeared to carry the risk of 

reducing accessibility by reinforcing pre-existing stoic attitudes towards asking for help: 

People like me who spent their life being very independent and just getting on with 

things, asking for help doesn’t come naturally. And I think it was more of awareness 

that even if you haven't got your hand up, that you still need that being reached out 

to. (Participant 12) 
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An additional barrier to accessing the programme appeared to concern how groups can 

be difficult. With regards to this, some participants took time to elaborate on the reasons 

why they felt initially reluctant to engage with group sessions, for example, due to being 

introverted or lacking confidence: 

I think the only thing you think of when you go to… to groups […] you worry that 

either… I won't have the confidence to say things. Which didn't happen, but also that 

sometimes when you go to groups is, there are people that always talk more and so 

you then don't feel like you want to say something or, you know, it's all been said type 

thing. (Participant 1). 

Some people wouldn't go on the courses. Some people would be frightened to go on 

the courses. (Participant 5) 

These issues also appeared to be further exacerbated by cognitive impairments such as 

memory or concentration problems, which made it more difficult for some participants 

to engage meaningfully with the conversations in the programme and understand and 

retain the information they were offered throughout the sessions:  

When you come out of hospital, you're still really ill. And even though you've had 

conversations with people, either you can't recall them unless somebody tells you 

about them all or you know, they're just not registered with you. (Participant 7) 

You can't understand, there's a little bit of cognitive problem still, and so if there's 

more than three people talking at once, that's it. Forget it. (Participant 4) 

In this regard, some participants saw in the provision of written notes or workbooks in 

each session rather than at the end of the programme a potential way to compensate for 

problems with cognition and increase accessibility: 

I think probably it would have been good if, when you were, when you guys did your 

talky bit, if you’d have sort of said all this, ‘I’m gonna give you notes at the end of 

this’, because I was, I think, for a couple of them, I was busy scribbling away thinking 

that I know I won’t remember everything that’s coming up on all the slides. And I 

wanted to remember them. (Participant 7). 
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And also, what I found was really good for me and probably for a lot of others, cause 

taking in all the information is a lot at a time, it's tiring and, and not always, you 

can't remember it all but then we were given handouts to take home and keep so I 

could, because I struggle with reading text and any print for a long, I could just pick 

it up and put it down whenever I needed to, and it’s there to, to refer to now, so I 

thought that was good. (Participant 12) 

‘You know, it's okay to be this way’: factors acting as enablers of recovery. 

The second theme to emerge from the data concerned the patients’ journey towards 

recovery and the factors that may enable it during the group-based programme. With 

regards to this, participants often described how they initially used to experience feelings 

of guilt and self-blame for some of the difficulties they had developed, such as 

disinhibition and fatigue. However, many also saw the attendance to the programme as 

an opportunity to increase their levels of acceptance and adjustment to living with a 

chronic condition, particularly by being able to interact with people who had also 

suffered a SAH:  

I've suddenly become this woman with no filter, and I'll just say whatever I want. And 

that's wrong. Um, and it was recognising that it's part and parcel of my experience 

and so I shouldn't chastise myself about it. (Participant 2) 

It's made me realise that it’s okay to feel the things that I feel. […] it was just kind of 

realising that it’s just something that happened, and it erm, you know, you just have 

to accept that. (Participant 12) 

For a few, increasing acceptance also meant developing a positive attitude about making 

progress in their adjustment and moving forward towards a new image of self: 

The confidence, and general acceptance of myself, and the new me, if you want to 

phrase it that way, but that's what I've taken away [from the programme]. 

(Participant 9) 

I think a lot of it for me as well is like erm, to stop beating yourself up when I can't 

do things. Just, just listening to other people. And taking on board, how, how it's 

affected their lives just made me realise, you know, it's just, this is the way it is. And 
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it's okay. It's okay. You know, it's okay to be this way. And I am making progress. And 

I know, I will continue to make progress, you know, and that group has given me that 

positivity. (Participant 12). 

A number of participants also highlighted how being able to receive multidisciplinary 

support during the programme was especially helpful. In particular, this appeared to 

allow them to increase their insight into their condition and difficulties by covering them 

from multiple angles: 

It feels great that you feel like you're covered from all angles. You know, you guys 

there, the psychologist, the surgeons there, the nurse is there, you feel like well, 

there's nothing else I need because these guys have got it all covered. (Participant 7) 

It was really, really useful. It was. All aspects were covered, weren't they? There were 

people who'd been through it, the people who've had to deal with it from medical 

point of view, from a psychological point of view, it was everything that was there. It 

was a complete package, wasn't it? (Participant 1) 

To some, liaising with an MDT in the programme also meant recognising that difficulties 

are all interconnected within a holistic approach focused on the whole person rather than 

just a list of symptoms: 

Well, to me it, it's kind of a partnership that works, you know, it's holistic. You know, 

it was all kind of medical, or it was all psycholo… psychology, you know, it was fine, 

it was each of those have got their own, um, expertise and value for, for what they 

give. But I think cause it was done in partnership. (Participant 8).  

When you go through something like this, it's not only just your physical, um, things 

you've gone through, it's your mental, it's your cognitive. It, it's all your emotions. So, 

with everybody being involved from, from psychology, from medical, nursing, um, it 

actually covers everything from us for us as well, […] it felt as though it was inclusive 

of professionals and very holistic in that way. (Participant 1).  

As a further consequence of adopting an MDT-led, holistic view, psychoeducation and 

psychological support appeared to be recognised as additional important enablers to the 

participants’ recovery:  
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I mean, obviously from the medical side is what you've gone through. So, to be able 

to understand that, that really helps. But then the psychological, it's about emotions, 

feelings, perceptions, and to try to marry those two up because it's... It's severe 

trauma to the brain, um, which runs your entire body. So obviously it's gonna be 

twofold. (Participant 2) 

In this regard, many felt that learning about the psychological impact of SAH was also 

paramount in allowing them to understand subtler, less visible sides of their condition – 

such as trauma or cognitive deficits – which can persist after receiving physical care:    

You see by the time you come to that meeting, you, you physically repaired, you know 

there's not gonna be another blade. […] So physically that's it. So the next bit is that 

the psychology, and to meet the nurse who was a very, very important part of the 

journey. Very very important indeed. [...] You know, we didn't realize it was really 

thought of as a PTSD thing now. (Participant 4) 

You know, I think the thing is that people, when they see me visually, there's nothing 

wrong, so they just assume, oh, she's fine now, she's back to normal. So they'll just 

carry on as normal. Without appreciating the huge impact it's had on my brain. And 

on my daily functions and how I operate. (Participant 2). 

Moreover, others highlighted how receiving psychoeducation on SAHs from qualified 

professionals while being in a safe environment spared them the emotional 

consequences of having to seek potentially inaccurate information on their own: 

I wanted to know what happened to me. […] I asked [Registered Nurse], for instance, 

‘did I go in a coma?’ because I can’t remember everything, just, but I do remember 

bits and it’s interesting for her to explain to me why that is, how your body reacts. 

[…] They explain it, you know […] And that’s what, I found, was reassuring, helpful, 

erm and know what has actually happened to you after. (Participant 11) 

[The programme] was giving me the information that I needed. Um, because I knew 

it had happened to me. But I didn't, after the fact, you don't really want to read up, 

read up about it. And it saved me having to do that, and I felt in a safe environment 
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to learn what had happened, if that makes any sense. […] I was happy about that. 

(Participant 9).  

‘I wanted to help myself and help others’: sharing lived experience to support one 

another. 

Many participants highlighted the value of sharing lived experience during the group-

based programme, which emerged as the third overarching theme in the analysis. More 

specifically, the opportunity to share and discuss these in detail with people who had 

been through similar hardship was considered essential as a way of not feeling alone: 

It was good to take away from the group that I'm not on my own experiencing these 

difficulties after. (Participant 11). 

It's a really lonely experience, a brain haemorrhage, and to actually be in the room 

of people have gone through the same and doing other things, it was, it just made it 

all more real and easier. (Participant 1). 

In turn, this also appeared to promote a drive towards normalising difficulties in the 

participants, particularly by being open about them:  

It was enabling me to kind of have that outlet to say, you know, those feelings were 

quite natural […] I was able to do that and that, that was, I'd say, a major one for me, 

that I was able to really kind of talk about that. (Participant 8) 

Everybody's experiences are so different, but it normalised a lot of things that 

happened to you because when you're talking one to one with a professional who 

hasn't necessarily been through it, it, not demeaning their expertise, but people who 

actually had it as well, who had done it, they find. You think, my God, that was the 

same! (Participant 1) 

Perhaps most importantly, however, this also seemed to help reduce feelings of guilt and 

self-blame (cf. Theme 1):  

It made you feel better about the symptoms, like, feeling the fatigue. I think I always 

felt like I shouldn't be doing this. I shouldn't be feeling like this, I'm only 47. I 
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shouldn't be so exhausted after, after doing this. It made me feel better that I knew 

that other people felt like that. (Participant 9). 

Because it was helpful to know from others that they felt the same. Um, I think one 

of the women. […] She said that when she went in a larger group or with a family 

gathering together, she would just get really, really overwhelmed. So, she would have 

to withdraw herself from that environment. Otherwise, she was prone to possibly 

saying something that somebody might find offensive. And I just thought, God, that's 

exactly how I've been feeling. (Participant 2). 

As an additional consequence of the normalisation process, a stronger drive towards 

feeling validated developed in the participants. This appeared to manifest as seeing one’s 

struggle being finally recognised by people who could fully understand it: 

I think what helps me was to be able to just, let it all out and talk about that day. Um, 

and because I kind of… with my friends and family I did at the beginning […] your 

friends and family who understand to a certain degree, but you've never got that is 

in common. We've all got something in common. (Participant 8) 

Finally, a further benefit of sharing lived experience in the programme was represented 

by the opportunity for participants to feel empowered. More specifically, being free to 

share their stories with one another seemed to facilitate a collaborative attitude whereby 

a drive towards helping others to help oneself could develop: 

I also was kind of looking forward really in some sense to meet other people who'd 

actually gone through this, sharing their experiences and seeing some common 

threads from, from my experiences, which, you know, which will help me. And also, 

some of my experience, which will help them… I wanted to go and I wanted to help 

myself and help others. (Participant 8). 

‘There was a sense of comradery about it’: feeling connected while navigating a 

group format. 

The last overarching theme which emerged as shaping the participants’ experiences of 

participating in the group-based programme was represented by the unexpected positive 

consequences of navigating a group format for the first time. For instance, some 
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participants reported experiencing novel feelings of emotional connection with the other 

attendees:   

Seeing somebody face to face and actually the emotions that they, uh, portray... well, 

it goes deep. […] listening to people in person, um, is, uh, there's nothing that sort of 

can beat that I don't think… we immediately all felt well, I felt, you know, emotionally 

very connected and that's very rare in life, isn't it? (Participant 10). 

For me, it…, it's that connection that nobody else will really ever understand. […] 

We've all got something in common and we've all got a connection and we all feel, I 

feel as though with that we've got that framework of support. (Participant 8). 

In turn, this appeared to lead to an increased sense of belonging among the participants:  

I'm not a very open person. I'm quite closed, I keep things to myself. So, I think I set 

off thinking, I don't know whether, how much I'll join in with this. But then just after 

the, after the first session, when, you know, everybody talks about, you know, their 

experience of having the haemorrhage, you just, you just suddenly felt like, oh, my 

gosh, I belong to this group of people. You know, we've got something, we've got a 

common thread. (Participant 7) 

Such feelings also allowed some individuals to feel confident enough to speak in a group:  

I think in a group format people can see other people's reactions and they don't feel 

as bad saying what they've got to say. So, like the very first meeting we were passing 

the box of tissues around, um, and I think it gave people the confidence to open up 

about their own experience. So, it's much better in a group. I would have struggled 

more on a one to one to articulate what I wanted to say. (Participant 9). 

This process appeared to be further facilitated by a collective recognition of the 

importance of giving everyone a voice in the group: 

You know, I'm not used to sort of speaking in groups, but, um, so making sure that 

everybody, that you, you heard how everybody felt about it is, is important. […] Some 

people can actually talk for England. And go on about it. And indeed, um, I'm a bit 
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conscious of talking and then sort of rambling on. […] But it's important that 

everybody else has their say. (Participant 10) 

Ultimately, being in a group enabled participants to feel as if they were inspiring one 

another, particularly by exploring how other people coped with their difficulties, which 

further consolidated their renewed appreciation for being ‘survivors’ on their common 

journey towards recovery: 

There was a sense of comradery about it, I think. […] The thing I struggle with is self-

pity. Why me? Why me? And being in that group and seeing how other people who've 

had a much tougher time of it and how they're coping with it, it made me think, now, 

come on, just put yourself together. You, you, it could have been so much worse. 

You're still here for heaven's sake. And I think, I think that was the bottom. And I felt 

all the people in the room, the back, the bottom of it all was, we are still here, we are 

survivors, and it was sharing that experience. (Participant 1) 

Discussion 

This article explored 12 SAH survivors’ experiences of attending a group-based support 

programme tailored to address unmet needs in this population. Individual semi-

structured interviews were carried out and analysed thematically, and four overarching 

themes emerged from the data: 1) Barriers to accessing support after a SAH, 2) Factors 

acting as enablers of recovery, 3) Sharing lived experiences to support one another, and 

4) Feeling connected while navigating a group format. To our knowledge, this is the first 

project to date exploring this topic.  

The first theme revolved around the several barriers participants perceived as impeding 

their access to support following a SAH, which included issues such as lack of 

communication, feelings of fear and loneliness, difficulties interacting with a group, and 

cognitive impairments. These findings appear consistent with previous evidence 

involving other chronic conditions. For example, a study exploring attendance to support 

groups for people with schizophrenia or depression also reported concerns about social 

interactions to be a barrier for accessing support groups [27], while lack of 

communication was highlighted in a qualitative exploration of patients’ perceived 
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barriers towards accessing cardiac rehabilitation [28]. Regarding SAH specifically, our 

finding of lack of communication was also consistent with evidence showing it is not 

uncommon for SAH patients to fall between the gaps of clinical provision due to 

communication issues between both intra- and inter-hospital services [29]. As recent 

clinical guidance in the United Kingdom underlined how SAH patients may feel unclear 

about their medical follow-ups [30], the feelings of fear and loneliness reported by our 

participants may also be partially understood within this context.  

The second theme concerned the factors that participants saw as enablers of their 

recovery journey. These included developing acceptance and promoting adjustment to 

their condition, receiving support from an MDT, adopting a holistic approach towards 

recovery, and receiving psychoeducation and psychological input. All of these are 

consistent with previous literature involving SAH patients, which highlighted the 

importance of MDT follow-ups post-diagnosis [6] as well as a need for psychoeducation 

and psychological input due to mental health difficulties such as distress, depression, and 

anxiety [31,32]. In addition, whilst there is a lack of previous investigations on the 

experience of SAH patients attending group interventions, findings from a study involving 

people who attended an acceptance and commitment therapy (ACT) group for stroke 

highlighted the effectiveness of health professionals working together and the 

importance of psychoeducation to facilitate adjustment to the condition [33]. In fact, the 

adoption of a therapeutic approach focused on acceptance such as ACT has also shown to 

yield positive outcomes in a wide range of neurological conditions, such as multiple 

sclerosis, Parkinson’s, traumatic brain injury, Huntington’s disease, and motor neuron 

disease [15,16,34–36]. 

The opportunity to share lived experience and find ways to support each other was also 

valued considerably by the participants. These formed the core of theme three, in which 

patients outlined a number of related positive factors such as not feeling alone, 

normalising difficulties, feeling validated, and being able to help others while being 

helped themselves.  All of these appeared to be in line with previous evidence highlighting 

the importance of normalisation and validation not only for chronic illness and 

psychological difficulties in general [37], but also with regards to the implementation of 

group-based programmes for people with stroke and other neurological conditions 

[38,39]. In addition, developing a reciprocal attitude towards providing help to other 
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people to help oneself has been long recognised as therapeutic in psychology, particularly 

within groups [40]. More specifically, after being first described as ‘helper theory’ in the 

1960s [41],  what came to be known as the ‘helper therapy principle’ has seen a rich 

history of applications with people with chronic conditions in general (e.g., chronic pain, 

alcoholism; [42]) as well as neurological ones specifically (e.g., multiple sclerosis, 

traumatic brain injury; [43]).   

Finally, the fourth and last theme to emerge from the analysis related to the unexpected 

feelings of connectedness the participants developed as a consequence of navigating a 

group-based programme. More specifically, these involved the development of emotional 

connections and a sense of belonging, finding inspiration in one another to explore new 

coping strategies, and making sure that everyone was given the opportunity to express 

their voice in the group. Part of these findings appear to be consistent with previous 

investigations in the literature. In particular, the achievement of unexpected levels of 

connectedness and belonging in group-based interventions have been reported 

previously in a range of neurological populations, including people with stroke [44], brain 

tumours [45], and Parkinson’s [46].  

Strengths and Limitations 

The main strength of the present project is represented by its exploration of a topic – the 

subjective experience of people attending a multidisciplinary group-based support 

programme after a SAH – which has been long neglected in the literature.  In particular, 

gathering this information through the adoption of qualitative method not only allowed 

participants to have a voice and share their thoughts, but also to investigate subjective 

factors which are relevant for recovery and may go overlooked when adopting purely 

quantitative methods. 

However, several limitations should be taken into account along with the current results. 

First, the exploratory nature of this project, based on a service evaluation recruiting 

participants from a specific clinical setting in the north-west of England, means that there 

was no attempt to generalise findings. As a consequence, the present findings may not 

represent the experience of people with SAH elsewhere. Similarly, the all-female sample, 

while consistent with the higher incidence of SAHs found in women [3], may be 

considered a limitation. In addition, the Assistant Psychologist who carried out the 
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interviews with the participants also supported the delivery of one of the programme’s 

sessions and attended all the remaining ones. While this may be considered a 

methodological limitation, no significant relationship was established between the 

interviewer and the participants. Moreover, the validity and reliability of the methods 

were also further ensured by having the analysis process supervised by a qualified 

Clinical Psychologist who was not involved with either the programme’s delivery or the 

interviews.     

Clinical Implications and Future Directions 

A number of implications which are relevant to clinical work with SAH patients may be 

drawn from our findings. First, the results highlighted that patients may have to struggle 

with lack of communication from services when they are discharged from hospital, which 

in turn may trigger feelings of fear and loneliness. Thus, services may wish to monitor the 

effectiveness and frequency of their communication while making sure a clear pathway 

of support and established referral routes are in place following a patient’s discharge 

whenever ongoing support is required. In this regard, recent SAH management guidelines 

have highlighted the need for an MDT approach to identify SAH patient needs upon 

discharge and subsequent interventions for mood disorders [20]. 

Secondly, further dedicated care pathways should be developed for people with SAH 

specifically. While SAH is considered a form of stroke, the age of SAH survivors is typically 

younger compared to ischemic stroke survivors and the associated sequalae differ 

considerably, with greater reported psychological distress in lieu of reduced physical 

disability. Evidence has also shown that interventions following a traumatic experience 

are best facilitated by relatability through interactions with people characterised by 

similar experiences and demographics, including gender [47]. Considering the higher 

prevalence of SAH among women, this may represent a further difference between SAH 

and ischemic stroke survivors [48]. As third sector stroke charities predominantly focus 

on ischemic stroke, very limited support is therefore often available to those with SAH. 

This is particularly concerning when considering that, over a three-month period, 

admissions rates for SAH are typically around 1500 across a number of hospitals the in 

United Kingdom and Crown Dependencies [49],  with 80% of SAH patients reporting at 

least one unmet need [11].  



 
19 

In addition, clinicians who may wish to implement group-based programmes similar to 

ours should consider how cognitive impairments may affect the patients’ ability to 

interact with multiple people and attend the group sessions, particularly as these may 

render some unable to retain the information they receive. However, providing 

participants with written materials to use during each session may prove helpful in this 

regard. Moreover, since our findings highlighted emotional connection and sense of 

belonging as paramount to navigate a group format, a potential way to tackle the impact 

of cognitive issues may lie in giving patients more time to connect with one another other. 

In turn, this may also allow patients to engage with the progressive normalisation and 

validation of their difficult experiences, find meaning in helping others, and ultimately 

achieve a renewed sense of acceptance of their condition and appreciation for their 

recovery journey.  

In terms of future directions, further studies – based on more representative samples 

both in terms patients’ characteristics and clinical settings – are warranted to increase 

our understanding of SAH patients’ experiences of participating in group interventions. 

With regards to our multidisciplinary group-based support programme specifically, 

whilst preliminary positive evidence on acceptability and feasibility may be inferred from 

the present service evaluation, further investigations are required. In particular, 

quantitative methods should also be adopted to complement the current findings by 

evaluating the programme’s feasibility, acceptability, and effectiveness within a mixed-

method framework. 

Conclusions 

To our knowledge, this is the first project to date to evaluate the subjective experiences 

of people with SAH who attended a multidisciplinary support group intervention. The 

results highlighted that factors such as lack of communication, fear, loneliness, and 

cognitive impairments acted as barriers to engagement with support, while acceptance 

and adjustment, holistic MDT input, and psychological support represented successful 

enablers of recovery. The latter also appeared to be improved by the group-based format 

of the programme, which provided patients with the opportunity to share lived 

experiences, normalise difficulties, feel validated, find meaning in helping others, and 

develop a sense of emotional connection and belonging. Additional evidence – based on 
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further iterations of the programme evaluated within a mixed-method framework – is 

required to corroborate these preliminary positive findings.  
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Table 1 

Participants demographic data 

Participant Gender Age (years) Time since SAH Type 

1  F 57 16 months Aneurysmal 

2 F 55 21 months Aneurysmal 

3 F 53 30 months Aneurysmal 

4 F 60  16 months Aneurysmal 

5 F 80  14 months Aneurysmal 

6 F 54 25 months Non-Aneurysmal 

7 F 57 11 months Aneurysmal 

8 F 54 7 months Non-Aneurysmal 

9 F 47 13 months Aneurysmal 

10 F 71 7 months Aneurysmal 

11 F 53 21 months Aneurysmal 

12 F 61 13 months Non-Aneurysmal 

Note. Patients with aneurysmal SAH had undergone coil embolization of the culprit 

aneurysm. 

 

Table 2  

Support group session topics 

Session Focus 

1 

 

Greeting and introductions, allowing for rapport building between 

participants and the professionals facilitating the group sessions. Each 

participant had the opportunity to share their story and experience. 
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2 

 

 

 

A neurosurgeon attended the session to help participants improve their 

understanding of what had happened to them physically. This gave the 

participants opportunities to ask any questions they may have, but also 

to help them process all the important medical information which they 

may have been provided during their hospital stay. 

3 A clinical neuropsychologist attended the session to discuss strategies 

around managing sleep and fatigue following a SAH. 

4 An assistant psychologist and occupational therapist attended the 

session to help participants improve their understanding of the impact 

of cognitive difficulties on activities of daily living and explore 

compensatory strategies. 

5 A clinical neuropsychologist attended the session to discuss mood and 

emotional difficulties which may occur following a SAH, including low 

mood, anxiety, and irritability. 

6 Participants were invited to bring someone along who had been 

important in supporting them through their recovery. This enabled 

further validation with the recognition that a SAH can affect the wider 

support system of a person. 

7 Summary of previous sessions and review of progress, allowing for the 

development of relapse prevention plans. 

Note. A SAH specialist nurse was present at all sessions to facilitate the programme and 

answer questions. A cognitive and personal well-being practitioner with lived experience 

of SAH from an associated brain injury charity also attended all sessions to offer support. 
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Figure 1 

Final thematic map 
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