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Impact of Covid Statement 

Covid primarily impacted this thesis by impacting the completion of my main 

research project, which is a qualitative project exploring experiences of epistemic 

injustice amongst clinical and non-clinical voice-hearers. This was impacted in a 

number of ways. Firstly, COVID delayed processes of ethical approval, specifically 

the response time from IRAS and multiple NHS trusts’ R&D departments, 

preventing me from starting data collection as quickly as originally intended. 

Secondly, it prevented us from being able to recruit as many people as originally 

intended via NHS services, as understandably they were over-whelmed with the 

response to COVID and felt unable to spend time recruiting for research. Thus, we 

had to recruit more actively via non-NHS organisations for our clinical group, which 

brough some additional challenges around accessing gatekeepers in organisations 

with less clear research structures than the NHS. Finally, having to complete the 

interviews online presented challenges as well as opportunities. Whilst this meant we 

could include international participants in our study more easily, it did present in 

challenges as well. Some participants struggled use the technology, meaning some 

eligible participants may not have been able to partake due to access and use 

difficulties. As such, the study may not have been as inclusive as opposed to if the 

interviews were completed in person. It was more challenging to form relationships 

with participants that allowed them to feel safe enough to discuss emotive topics in 

the interviews. Finally, it was more difficult to note and manage any signs of upset 

via the phone as opposed to if we had been in person. Luckily, this was not a 

challenge that arose regularly and the protocol that had been developed allowed me 

to manage any distress that did arise effectively. However, it nonetheless increased 

my own anxiety when participants became distressed and changed how confident I 

felt in my ability to manage this. 
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Abstracts 

Kintsugi – Identity Change and Reconstruction following an Episode of Psychosis: a 

Systematic Review and Thematic Synthesis 

Aim: Research has shown that experiences of psychosis can have a significant 

impact on an individual’s identity. Moreover, the way those who experience 

psychosis make sense of these changes appears to impact their recovery journey and 

hold clinical significance. However, this area of research is still very much 

developing, and there is a need for reviews which look to synthesise and understand 

this process of identity change to guide clinicians working in this area as well as 

future research. This study looks to meet that gap and aims to synthesise qualitative 

literature exploring the lived experience of identity change amongst people who 

experience psychosis.  

Methods: A systematic review using thematic synthesis was carried out. The 

PRISMA (Moher, Liberati, Tetzlaff, & Altman, 2009) and ENTREQ guidelines were 

followed (Tong, Flemming, McInnes, Oliver & Craig, 2012) in reporting the study.  

Results: 91 papers were identified which met criteria for inclusion and 31 papers 

included in the synthesis at which point conceptual saturation was judged to have 

been reached. Five themes were created: psychosis as an obliteration of the old self; 

the futile fight against psychosis; mourning for who I was; the battle for self as a 

battle against disempowerment; and recovery as rebirth.  

Conclusions: Results highlighted the substantive impact an experience of psychosis 

has on an individual’s identity, the key role sense-making around these identity 

changes plays in recovery and the crucial impact of clinicians on the sense-making 

process. The implications for theory, future research and clinical practice are 

discussed.  

Keywords: identity, meta-synthesis, psychosis, qualitative, systematic review 

Surviving and Thriving – a Mixed-methods Study of Staff Experiences of Working 

in a Psychiatric Place of Safety Service 

Background. Under the S136 of the UK Mental Health Act, people experiencing a 

mental health crisis may be taken to a locally agreed location (Place of Safety) by 

police for urgent assessment. Research has shown that mental health professionals 

(MHPs) face high levels of burnout, but we know very little about the particular 



7 
 

challenges staff who work in extreme clinical settings such as a Place of Safety 

service face.  

Aim. This study aimed to fill this gap by exploring the wellbeing experiences of staff 

in a Place of Safety service.  

Method. A mixed-methods approach was used, with quantitative data on job 

satisfaction (Job Satisfaction Survey) and burnout (Maslach Burnout Inventory-

Human Services Survey) and qualitative data from focus groups. Purposive sampling 

was used. Qualitative data was analysed using thematic analysis and descriptive 

statistics were calculated for the quantitative data.   

Results. Twenty staff scored within the moderate range for emotional exhaustion, 

depersonalisation and personal accomplishment, and in the satisfied range for job 

satisfaction. Three overarching themes were identified: i) united as insiders, ii) 

surviving and thriving, and iii) narratives of coping. 

 Conclusions. Despite unique setting-related stressors, participants showed 

comparable levels of wellbeing to other MHPs. Implications are discussed. 

Keywords: burnout; inpatient; staff wellbeing; mixed methods; Place of 

Safety 

Epistemic Injustice amongst Voice-hearers with and without a Clinical Need: 

a Qualitative Thematic Analysis Study 

Abstract 

Introduction: People with mental health conditions, particularly serious and 

stigmatised conditions like psychosis, are at high risk of epistemic injustice. This is a 

form of discrimination whereby someone is unfairly judged to be unreliable 

(testimonial injustice) or is unable to contribute to and therefore access concepts that 

make sense of their experience within mainstream society (hermeneutical injustice). 

Common psychotic symptoms, such as hearing voices (also called auditory 

hallucinations) occur both in people who are mental health service users and in the 

general population (clinical and non-clinical voice-hearers respectively).  The degree 

of distress and impairment associated with voices has been shown to relate to how 

individuals make sense of their experiences and how others respond to their identity 

as a voice-hearer. The aim of this study was to explore people’s experiences of 
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epistemic injustice in relation to voice-hearing, and to understand how these may 

differ between clinical and non-clinical voice-hearers. 

Method: Eight clinical and nine non-clinical voice-hearers were recruited via special 

interest groups (i.e. spiritualist churches), Hearing Voices groups and NHS mental 

health services to take part in qualitative semi-structured interviews. Interviews were 

transcribed verbatim and analysed using thematic analysis.  

Results: Eight themes were constructed overall. Three pairs of themes related to i) 

identity, ii) relationships and iii) power and position across the clinical and non-

clinical groups, and two shared themes arose within both groups relating to 

testimonial and hermeneutical injustice. 

Discussion: Both clinical and non-clinical voice-hearers described experiencing 

epistemic injustice in wider society, with voice-hearing being both misunderstood 

and heavily stigmatised. The presence of a ‘safe haven’ (e.g. spiritualist churches) for 

non-clinical voice-hearers ameliorated the impact of this to some degree, by allowing 

people to make connections with others with similar experiences within a non-

judgemental and accepting community.   

Conclusion: This study shows both clinical and non-clinical voice-hearers 

experience epistemic injustice, but that it differs in its form and severity between the 

groups. These findings could better inform strategies to reduce stigma and societal 

marginalisation in people who hear voices. 

Keywords: voice-hearing; psychosis; epistemic injustice; discrimination; 

qualitative 
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Commentary text: 

There is an increasing amount of evidence that issues of identity are salient to 

those who have experienced an episode of psychosis and importantly may play a role 

in distress and recovery for this population. Specifically, research has suggested the 

ability to make sense of self-perceived changes to identity that have occurred due to 

the psychosis, as well as the ability to incorporate this new part of the self (the 

‘psychotic self’) into a healthy and positive sense of identity, is crucial to acceptance 

of the condition and the ability to move forward in life. Given this recent interest, 

there have been a few systematic reviews exploring the role of identity change in 

psychosis. However, there has been a failure in these reviews to fully explore how 

social, cultural and systemic factors shape identity following a psychosis. There is 

also a need for reviews which look to ground developing conceptual frameworks of 

identity change in the lived experience of individuals with psychosis to ensure they 

reflect the subjective experience of this population. Moreover, there is a need for 

reviews which look to elucidate processes underlying identity change, to allow for a 

more thorough understanding of identity change from a research and clinical 

perspective. Finally, there is a need to explore the role of mental health services and 

professionals, and how they may impact on processes sense-making both in a 

positive and a negative way. This will allow us to critically examine current practice 

and ensure as a professional we are meeting the needs of service users. However, this 

has not been done as thoroughly as might be needed in previous reviews. Thus, 

despite the developing evidence base in this area, there is a need for more review 

which meet the above research gaps. It is these gaps this review looks to meet. 
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Kintsugi – Identity Change and Reconstruction following an Episode of Psychosis: a 

Systematic Review and Thematic Synthesis 

Introduction 

Identity change 

Our identity, which we may define as the concept we hold of ourselves as an 

individual existing in a social world (James, 1980), is partially informed and shaped 

by our experiences. Research has shown that our identity and self-esteem can change 

following significant life-events (Turner & Tajfel, 1986) such as experiences of ill-

health (Hefferon, Grealy, & Mutrie, 2009; Buck et al., 2013). Research has 

suggested that reconstructing a changed but positive identity following an episode of 

ill-health can be an important aspect of the recovery process (Wisdom et al., 2008). 

Identity change in psychosis. 

Identity change and reconstruction appear to play a critical role in psychosis 

recovery. Psychosis is a severe mental disorder characterised by a changed 

perception of reality which typically begins within late adolescence or early 

adulthood (Perkins, Lieberman & Lewis, 2006). Research has indicated that 

experiencing psychosis can alter an individual’s social roles and groups, resulting in 

feelings of self-estrangement (Estroff, 1989; Connell et al., 2015). Qualitative 

research within this area has found themes of separation from the ‘old-self’, and loss 

of social identity and self-esteem consistently across the literature (Cadenhead et al., 

2010; Connell, et al., 2015; Boydell, et al., 2010). Moreover, experiencing psychosis 

appears to cause a diminished sense of identity via the loss of previous social roles 

(Lysaker & Lysaker, 2005; 2008; 2010). Finally, social and cultural responses to 

psychosis, including experiences of stigma, discrimination and disempowerment, can 

become internalised, causing an individual to see themselves as ‘lesser’ (Crichton, 

Carel, & Kidd., 2017; Sanati & Kyratsous, 2015; Berkhout, Zaheer, & Remington, 

2019). 

Identity reconstruction and recovery. 

These identity fluctuations appear to hold clinical relevance, with identity 

change and reconstruction seeming to play a key role within recovery. Recovery can 

be conceptualised as the lived experience of acceptance, adaptation to and 

overcoming of living with the trials of mental ill-health (Shepard, Boardman & 

Slade, 2008; Llyod, Waghorn & Williams, 2008). Recovery frameworks have 

highlighted identity change as a key aspect of recovery (Leamy, et al., 2011). 
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However, it is important to note there is no single accepted definition of recovery, 

and some service user advocacy groups actively campaign against the co-opting of 

this term, seeing it as being twisted to fit the biomedical framework (see Recovery in 

the Bin, 2016). Nonetheless, research has shown that reconstructing a new, positive 

identity is a critical aspect of psychosis recovery (Cadenhead et al., 2010; Connell, et 

al., 2015; Boydell et al., 2010). 

Given the clinical relevance of identity change, it is important this process is 

understood by clinicians to ensure interventions effectively address issues of 

identity. This is particularly important given research highlighting the need for early 

effective intervention, with increased length of untreated psychosis a significant 

predictor of worse outcomes (Beck et al., 2021). Whilst there is an evidence-base 

exploring identity change within psychosis, including two systematic reviews (Ben-

David & Kealy, 2020; Conneely et al., 2020), there are still gaps within the research 

which need to be addressed. Much of the research in this area focuses on how 

identity change is part of the psychosis psychopathology (Sass & Parnas, 2003; 

Parnas & Handest, 2003). This is reflected in the findings of the two systematic 

reviews, which describe disruption to self as a characteristic of psychosis that occurs 

due to self-disturbance, cognitive changes, stigma and changes to roles, as well as 

highlighting the importance of identity restoration (Ben-David & Kealy, 2020; 

Conneely et al., 2020). However, there is a failure to explore how social, cultural and 

systemic factors shape identity following a psychosis, and the role of mental health 

services within this. In addition, there is a need to ground the conceptual frameworks 

being generated within the lived experience of individuals with psychosis to ensure 

they reflect the subjective experience. Finally, there is a need to better understand 

not only how psychosis impacts on identity, but also how this change is made sense 

of to elucidate processes underlying identity change. This will enable a more 

thorough understanding of identity change from a research and clinical perspective. 

It is these needs this review looks to meet. 

Aims 

This study looks to explore identity change from the perspective of 

individuals with psychosis through systematically reviewing qualitative studies 

exploring identity change in this population. This will build on previous research by 

grounding the understanding of identity change in the lived experience of those with 
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psychosis, exploring social, cultural and systemic factors in identity change, and 

exploring sense making in relation to this change. 

Review Questions 

This review will explore two questions: 

1. How does psychosis impact on identity from the perspective of those with an 

experience of psychosis? 

2. How are changes to identity made sense of within/following an experience of 

psychosis? 

Methodology 

The methodology of this review was reported in line with the ENTREQ 

guidelines for qualitative syntheses (Tong, et al., 2012) and PRISMA guidelines 

(Moher, et al., 2009). A pre-planned comprehensive search strategy was used to 

systematically identify relevant literature. Data was then synthesised using a 

thematic synthesis methodology (Thomas & Harden, 2008). In line with this 

methodology, critical realism was the philosophical position underpinning this 

review (Bhaskar, 1978). A protocol was pre-registered for this review on 

PROSPERO (ID: CRD42020181020) before the searches were run. 

Inclusion criteria 

The inclusion and exclusion criteria were developed to identify qualitative 

explorations of identity change within those who had experiences of psychosis (see 

table 1). See table 2 for the used definition of identity. 

Search strategy. 

A comprehensive search strategy was developed (see appendix A) and 

adapted for each database (PsychoINFO, Embase and Web of Science). 

Screening. 

All titles and abstracts were screened for eligibility by the first researcher 

(OH) to assess whether papers met the inclusion criteria. A second researcher (AL) 

screened 10% of papers. The full text of all potentially eligible papers was then 

screened by both authors for final inclusion in the review, with any disagreements 

resolved via discussion, including consultation with the senior researcher (PJ) where 

required to reach consensus. 

Data extraction. 

A standardised data extraction template was used for each study included in 

the review. This template was specific to this paper and formed by looking at 
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examples of templates in comparative reviews, looking at the PRISMA and 

ENTREQ guidelines regarding what data is necessary for extraction, and the chosen 

analysis approach. General characteristics of each study were extracted (e.g. year 

published, country, data collection method) in addition to the qualitative findings. In 

line with the thematic synthesis methodology, all findings included in the ‘results’ or 

‘findings’ sections of included papers were extracted as data. 

Quality assessment. 

Quality of all papers identified as meeting criteria for inclusion was assessed 

using the Critical Appraisal Skills Programme tool (CASP) for qualitative research 

(Public Health Resource Unit, 2006). This tool assesses studies against 10 criteria 

and includes two screening questions and eight quality questions. This tool was 

selected as it allowed for a thorough assessment of quality by examining quality 

across multiple areas identified by the public health research unit. Quality 

assessment was completed by the first author (OH). To reduce bias, 10% of quality 

scores were inter-rated by a second researcher (AL). Any disagreements were agreed 

via discussion, with the second author (PJ) being consulted where needed to reach 

consensus. 

Data analysis. 

Data was analysed using thematic synthesis (Thomas & Harden, 2008). 

Thematic synthesis was chosen as it would enable the researchers to stay close to the 

experiences of the original participants, by treating all paper findings as data for 

coding, and thus would meet the review’s aim of grounding understanding of 

identity change in the subjective experiences of participants. Moreover, the critical 

realist underpinnings of thematic synthesis were in line with the topic, which sought 

to explore individuals’ sense-making and lived experience of identity. Given this is a 

relatively new area of research, an inductive approach to analysis was utilised to 

ensure that findings closely reflected the subjective experiences of participants 

(Braun & Clark, 2006).  

Analysis involved three stages: line-by-line text coding, development of 

descriptive themes and generating analytical themes (Thomas & Harden, 2008). All 

data in the ‘findings/results’ sections of identified papers was extracted and then 

coded, with codes copied across studies where appropriate to enable the translation 

of concepts across studies. Coding was primarily done by the first author (OH), with 

a subset of texts checked by a second researcher (AL). Descriptive themes were then 
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generated by the first author and discussed with the wider research team. Analytical 

themes were generated by the research team. Descriptive themes look to summarise 

multiple codes by grouping those that are similar and remain close to the original 

studies (see table 3). Analytical themes go beyond the original studies, inferring the 

concepts underlying the descriptive themes and using these to answer the research 

question. 

Adaptation to the synthesis strategy. 

After the search was completed, 91 papers were identified that met inclusion 

criteria. The research team was concerned that attempting to analyse and synthesise 

all this material may undermine the depth of analysis possible. Thus, the synthesis 

strategy was adapted by looking to reach conceptual saturation as opposed to 

synthesising all eligible papers. Conceptual saturation can be defined as when no 

additional data is found by the researcher which allows for the development or 

expansion of new themes or codes (Saunders et al., 2018). It is important to note that 

saturation is a controversial concept, with it generally accepted that full saturation 

can never be achieved (Sebele-Mpofu & Serpa, 2020). However, we felt it was a 

useful guiding principle for us to aim for within this paper, as it would allow authors 

to develop a richer and more thorough framework which captured the main findings 

within this area in an achievable manner. 

Papers were categorised into 3 groups using pre-defined criteria based on 

how they related to the research question (see table 4 for description of groups). All 

papers were independently categorised by the first author (OH) and then the second 

researcher (AL) to reduce bias. An agreement rate of 100% was found. Inclusion and 

exclusion criteria were then defined, with papers included in the final synthesis if 

they met these criteria (see table 5 for inclusion/exclusion criteria). Papers which met 

the inclusion criteria were analysed according to the thematic synthesis methodology 

and this was used to generate a thematic framework. This framework was judged as 

complete when all the eligible papers were analysed and conceptual saturation was 

reached. Conceptual saturation was defined as no substantially new codes or themes 

being identified, with any new codes being a refinement or reframing of existing 

codes. 

Validity and reliability of the analysis. 

Several steps were taken to increase the validity and reliability of the final 

thematic framework. Firstly, the generation of themes from the codes was done by 
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the entire research team to minimise individual bias and facilitate conversations on 

the impact of the self and pre-existing assumptions on the analysis process, enabling 

self-reflexivity within the team. This included input from a member of the team with 

lived experience of voice-hearing, to ensure this perspective was heard during the 

analysis. Secondly, a second researcher (AL) checked a subsection of the codes to 

reduce bias. Specifically, they checked to ensure that they agreed with the codes and 

the matching of code to text within the subsection of data checked. Any 

disagreements were resolved via discussion. Thirdly, notes were kept by the first 

researcher which reflected on what they were bringing to the analysis from their 

experiences and pre-existing assumptions, enabling self-reflexivity and transparency. 

Finally, the research team spent time reflecting on their social graces or individual 

characteristics, such as age, gender, ethnicity and profession, enabling discussion on 

what assumptions the team may be making based on their experience which may 

influence the analysis (Burnham, 2005). 

Situating the research team. 

The research team consisted of psychology doctoral students (OH and AL), 

someone who hears voices (CA) and a clinical psychologist (PJ), with the majority 

of the team approaching the analysis from the lens of professionals working within 

mental health services, though PJ had more extensive experience than OH and AL in 

this area. Incorporating the perspectives of CA within the analysis was particularly 

pertinent to bring an alternative perspective, for example to the role of services, and 

thus facilitate critical thinking and reflection on this topic. Her role included 

commentary on the descriptive themes and analytic themes, through participation in 

the analysis meeting and providing comments on the final draft. Some of her input 

included highlighting the role of shame in the psychotic episode, the impact of 

psychosis on internal consistency and the need to emphasise the disempowering role 

of mental health services. 

Results 

Adaptations to the synthesis strategy 

Searches were carried out on the 25th of April 2020, and 1036 papers were 

identified (following removal of duplicates). Searches were updated and run again in 

October 2020. This identified 44 new papers. An additional 16 papers were 

identified using snowballing techniques, including checking reference lists and 

citations of identified papers, carrying out a general internet search and identifying 
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primary sources used in reviews identified in the original searches. A total of 153 

full texts were reviewed. Of these, 91 were eligible for inclusion (PRISMA diagram; 

figure 1). 

Study groupings. 

Of the 91 papers, 20 were identified as meeting criteria for the core group 1 

(supplementary material 1 with details of all 91 papers in thesis appendix). Based on 

the initial synthesis of these 20 papers, a further 11 papers were identified for 

inclusion (see table 6 for details of the synthesised papers). At 25 papers, it was felt 

that conceptual saturation may have been reached, as no new themes or significantly 

different codes were identified, only refinements on existing codes. However, a 

further 6 papers were coded to further test the final thematic framework by looking 

for disconfirming data. When no new themes or significantly different codes were 

identified within these 6 papers, and the Expert by Experience did not identify any 

gaps, the synthesis was stopped. 

Study characteristics. 

The 31 papers included in synthesis (table 6) were published between 1999 

and 2019. Sample size varied from one to 51, with all papers utilising a qualitative 

methodology. Most papers used semi-structured (n = 22) or open-ended (n = 4) 

interviews, with some using focus groups (n = 1) or interviews combined with field 

notes or observations (n = 4). The majority of studies were conducted in the UK (n = 

13), with others conducted in the US (n = 4), Canada (n = 3), Australia (n = 4), the 

Netherlands, Spain, Thailand, Japan, Cyprus, Slovenia and Denmark (all n = 1). 

Studies varied between mixed clinical (n = 12) and psychosis only samples (n = 19), 

with some studies only including participants with a specific diagnosis (such as first 

episode psychosis or puerperal psychosis) and others including a mixed psychosis 

sample. 

Quality assessment. 

The quality of the included papers varied, with scores between 15 and 22 (see 

table 5). All papers clearly stated aims which showed a qualitative methodology to 

be appropriate and provided detailed justifications for their methodology. Greater 

variation was found in the description of recruitment, data collection and analysis 

(particularly in relation to the consideration of contradictory data), but the 

discussions of findings were of a high quality and the research was valuable. 

However, very few papers included an expanded discussion of ethical issues related 
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to the research, reflected on the relationship between researcher and participant or 

the assumptions researchers were bringing. 

Synthesis results 

Five analytical themes were created within the synthesis: psychosis as an 

obliteration of the old self; the futile fight against psychosis; mourning for who I 

was; the battle for self as a battle against disempowerment; and recovery as rebirth 

(see table 7 for papers which informed each theme). These formed a sequential 

narrative of the individual’s changing relationship to their identity within their 

recovery from psychosis. Across the themes, it was clear that psychosis had a 

significant impact on participants’ sense of self, and that sense-making in relation to 

identity change was fundamental to the recovery process. Whilst the individual’s 

changing sense of self is presented chronologically we are not suggesting that these 

phases occur in a linear manner, with findings highlighting that recovery can involve 

bi-directional movement between these stages. Please see table 8 for additional 

illustrative quotations. Italicized text indicates quotations taken directly from 

participants. 

Theme 1: Psychosis as an obliteration of the old self. 

The psychotic experience was conceptualised by participants as 

fundamentally shifting the individual’s identity to an extent that the old self was 

almost understood to have died within the psychosis. The psychosis was portrayed as 

holistically destructive, obliterating the individual’s internal and external reference 

points of self, and overwhelming the individual until they disappeared and the 

psychosis was all that was left. 

All participants described (1a) the "extreme torture" of psychosis "destroys 

everything.” … Evocative language also described the effect of psychosis: 

“Psychosis basically destroys everything, your mental makeup, your whole 

fabric of your mind, it just destroys the lot” (Waite, Knight, & Lee, 2015, pg. 

1207, quotation from participant). 

Psychosis appeared to present a unique threat to identity distinct from other 

experiences of psychological distress, altering their experiences of their own minds. 

This loss of their previous shared reality particularly challenged the existing identity, 

with the impossibility of knowing who you are when you are unable to know what is 

real being emphasised. Psychosis was portrayed as changing their existing emotional 

and cognitive landscapes, profoundly disturbing their self-experience and causing a 
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scepticism of their own internal world which undermined their ability to trust in 

themselves. 

…psychosis first of all causes respondents uncertainty and self-doubt 

regarding the workings of their brain and senses. They can no longer rely on 

their own observations and thought processes. (Mauritz & Van Meijel, 2009, 

pg. 254) 

Psychosis also threatened their identity externally by estranging them from 

their previous places in the world, acting as a thief who stole the things that form 

identity. As the psychosis shrank the individual’s world, their identity was lost due to 

the erosion of previous external markers of self, such as previous relationships, roles 

and opportunities. This led to a diminished social identity where the individual felt 

increasingly defined by their diagnosis. 

Each individual experienced a range of devastating symptoms typical of 

schizophrenia and faced multiple losses, including former skills and 

strengths, the ability to support themselves financially, relationships with 

family and friends, control over illness and life, and their goals and dreams 

… these losses represented the destruction of the very person, or self, that 

once existed. (Shea, 2010, pg. 46) 

Theme 2: The futile fight against psychosis. 

To make sense of these changes, individuals became entangled with their 

psychosis which further perpetuated identity loss. Some individuals tried to maintain 

a sense of self by denying the diagnosis or impact of the psychosis, resulting in 

unhealthy coping strategies which furthered their distress. 

Young people seemed to be either avoidant, in denial, or confused about their 

mental illness … Young people reacted with disillusionment and 

indifference… Maladaptive coping strategies marked by low self-efficacy 

and helplessness included relying on medication, dissociating from distress 

using drugs and alcohol, or suppressing any minor signs of distress (Braehler 

& Schwannaeuer, 2012, pg. 55) 

For others, the experiences became progressively all-consuming, which 

participants reacted to in a way which further entrapped them within their psychosis. 

They lost their ability to distinguish between themselves and the psychotic 

experiences, whilst also describing an illusion of total clarity, though one that on 

reflection seemed completely illogical. Thus, the individual’s struggle to protect their 



22 
 

identity actually formed another threat to a healthy sense of self, with the psychosis 

almost acting as a siren’s song: seductive but deadly. 

Everything is going on really fast and you kind of get caught up in the storm. 

It’s quite an aggressive, attacking kind of storm. Em, it’s scary, like 

worrying, and then I’ve got myself drowning in no direction as well. (Attard, 

Larkin, Boden, & Jackson, 2017, pg. 79. quotation from participant) 

Theme 3: Mourning for who I was. 

Accepting the psychotic self as an aspect of who they were appeared to be a 

critical turning point, allowing them to make room for a changed sense of self and 

move forward. However, this process of acceptance was emotionally challenging and 

intricately linked to a process of bereavement. Participants described the crippling 

sorrow of mourning for their old self, and the person who they were becoming, that 

psychosis interrupted.  

All of the adolescents drew reference to how their experience of psychosis 

had contributed towards a sense of intense sorrow and mourning. (Cogan, 

Schwannauer, & Harper, 2019, pg. 172) 

This involved processing feelings of confusion related to things done within 

the psychotic episode, leading to an overwhelming sense of shame and 

embarrassment. 

I’ve kind of sat back and reflected and remembered some of the things I said 

and did… I can realize now just how bad it was, how sick I was … Basically, 

I would classify myself as pretty much insane for a good month or two… It’s 

quite embarrassing … I beat myself up about it every now and then. I just 

can’t seem to move on.” (Connell et al., 2015, pg. 78, quotation from 

participant). 

Acceptance thus involved a difficult process of facing the losses they had 

experienced, but also served as a gateway to reconnecting with the lost self. 

The dual process of acceptance, of psychosis and of self, was central to 

participants’ accounts of recovery: “The first thing I listed was acceptance, 

because you really can’t do anything if you don’t align yourself with the 

situation first” (Waite et al., 2015, pg. 1208, quotation from participant). 

Grief and coming to terms cannot be separated; they lie on the same 

continuum… Coming to terms starts with recognizing the loss as a fact. 

(Mauritz & Van Meijel, 2009, pg. 255) 
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Theme 4: The battle for self as a battle against disempowerment. 

Psychosis was presented as threatening identity by disempowering the 

individual, via psychosis itself but also interactions with mental health services and 

society more widely. Mental health services were described as threats to identity, 

leaving individuals feeling as if they were seen simply as a set of symptoms whose 

perspectives were unimportant. This seemed to reinforce the perception that they 

were solely defined by their ‘illness’ and were no longer authors of their own life-

narrative. 

Focusing on specific symptoms in her appointments, rather than seeking to 

understand the meaning of her experience and appreciating its impact on her 

self-identity, generated these frictions between her and her treating team 

(Berkhout, Zaheer, & Remington, 2019, pg. 458) 

Similarly, societal stigmas resulted in a loss of social and occupational 

opportunities, causing the individual to feel as if they were socially inferior and 

existing at the bottom of the social ladder. Experiences of discrimination and 

epistemic injustice were reported, with behaviours or emotions unrelated to their 

psychosis reduced to ‘symptoms’. Even supportive relationships became 

challenging, with family members becoming overly enmeshed with the individual. 

These experiences not only prevented the individual from moving forward with the 

formation of a positive new identity, but could become internalised, challenging the 

existing identity and causing the individual to view themselves as lesser. 

“I feel like some kind of freak" and “looked down on” by powerful others - 

the stigma of psychosis captured the challenge that psychosis can pose to an 

individual’s self-concept via external and internalized stigma. Participants 

reflected experiences of stigma: “By some people I’m kind of written off” 

(Esther, 352). (Waite et al., 2015, pg. 1207) 

In this way, mental health services and society appeared to replicate the 

trauma of the psychosis, becoming co-agents of disempowerment. Unsurprisingly, 

this was a significant barrier to the individual recovering a positive sense of self, 

with the impossibility of self-acceptance in the face of wider societal rejection and 

estrangement evident throughout the literature. 

“I have entered the Psychiatry world my darling and… Ahhh! Since then, 

myself had never been at that level (of existence), as that of a young woman, 

or a spouse. (My self ) was at the level of taking pills and antipsychotics, 
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myself has felt devalued. (Kaite, Karanikola, Vouzavali, Koutroubas, 

Merkouris, & Papathanassoglou, 2016, pg. 7, quotation from participant) 

Theme 5: Recovery as rebirth. 

The formation of a changed sense of self which integrated recovered aspects 

of the previous ‘normal’ identity with the psychotic self, resulting in a stronger 

identity beyond their psychosis, appeared key to recovery. This was facilitated by re-

engaging with society and the ‘old self’, enabling a reclamation of agency over their 

life and positive decision-making in relation to health and self. 

It is primarily through re-involvement in exercise that Ben was able to 

achieve this sense of narrative continuity and unity in his life story thus 

linking his past and future. (Carless, 2008, pg. 242) 

Moreover, the meaning made of the psychotic experience appeared key to 

recovery, with the narratives constructed almost serving as self-fulfilling prophecies. 

Narratives which allowed individuals to see their psychosis not as defining of their 

identity but rather as a part of them, and a part of them which added value to who 

they were, appeared particularly restorative. 

Almost all participants verbalized that the experience, good or bad, made 

them more human. (Jarosinski, 2008, pg. 358) 

At this point, individuals could draw out how psychosis had positively 

impacted their identity, portraying psychosis almost as an unwanted but valued 

teacher. For many, there was a sense that though the psychosis initially threatened to 

destroy their identity, it had helped bring them closer to their ‘real’ self. 

‘I cried for it (schizophrenia). I needed it to get better in another way … It 

makes me another person, the person who I am. (Barker et al., 2001, pg. 207, 

quotation from participant) 

This process of meaning making was described as occurring relationally. 

Thus, safe relationships which enabled the processing of these experiences were 

necessary for recovery. 

Overall, engaging in intrapersonal reflective processes and interpersonal 

dialogue with others helped to make sense of the experience within a 

personally relevant and enabling narrative of self-growth. (Connell, 

Schweitzer, & King, 2014, pg. 363) 

Discussion 
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This systematic review looked to synthesise qualitative data exploring the 

lived experience of identity change following an experience of psychosis. Ninety-

one papers met inclusion criteria and 31 were synthesised using thematic synthesis. 

Five analytical themes were created. 

These themes evidence the profound impact an experience of psychosis can 

have on an individual’s identity and suggest that the responses to these changes hold 

fundamental significance for an individual’s wider recovery. This coheres with 

findings of existing meta-syntheses of the lived experience of psychosis, where 

identity change has been highlighted as a core aspect of the distressing nature of 

psychosis and significantly linked to recovery (McCarthy-Jones et al., 2013; Jose et 

al., 2015; Griffiths, et al., 2019). Moreover, it reflects findings from qualitative 

research exploring the lived experience of serious mental illness more widely, within 

which identity change has been identified as a key concern for participants (Kaite, et 

al., 2015). 

Only 20 of the papers identified for inclusion had identity as a researcher-

intended focus. Identity was generally raised unprompted by the participants. This 

may reflect the highly salient place identity change holds within these participants’ 

lived experience. One recommendation from this review is for more research 

specifically focused on identity change within psychosis. 

The themes constructed highlight the unique challenge that psychosis poses 

to identity compared to other mental health conditions. Participants not only 

identified the self-disturbance and reality change characteristic of psychosis, but also 

the social impact of the psychotic episode, as undermining of the pre-illness identity. 

These findings reflect existing research which has shown psychosis to pose an 

internal and external threat to identity (Ben-David et al., 2020; Conneely et al., 

2020). Moreover, these findings cohere with existing theories on the importance of 

social roles and status in relation to identity (Turner & Tajfel, 1986), and the impact 

of diminishing social roles on identity within psychosis (Lysaker & Lysaker, 2005; 

2008; 2010). 

These findings emphasise the need for services to move away from an 

individualistic symptom-focused understanding of recovery and intervene on a 

community and societal level for their work to truly meet the needs of this 

population. Failing to address the social losses that may pose a continued threat to 

someone who has received the social label of ‘psychotic’ is likely to undermine 
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services’ ability to successfully support individuals in reconstructing a positive new 

identity after an episode of psychosis. This supports research on service user 

perspectives of recovery, which highlight the social elements of recovery and shows 

that societal responses to psychosis form a core aspect of the distress related to 

unusual experience (Lemy et al., 2011; Jose et al., 2015; Rennick-Egglestone et al., 

2019; Critchton, Carel, & Kidd., 2017; Sanati & Kyratsous, 2015). There is a call 

from this review for more research which explores how services can effectively 

address the social factors that contribute to distress for those with psychosis. 

The role mental health services can play in contributing to the trauma of a 

psychotic experience is also highlighted. The need for a person-centred approach to 

treatment was emphasised, reflecting existing research which recognises the 

importance of considering the psychotic episode within the client’s wider life-

narrative (Wood & Alsawy, 2018). When this was not done, participants appeared to 

feel as if their diagnosis has replaced their identity as a multi-faceted person, and as 

if resisting mental health services and their narratives was necessary to protect their 

existing sense of self (Mancini, 2007). As such, we wonder whether this suggests 

that services adopting a formulation-based approach to understanding participants, as 

opposed to a medical or diagnosis-based approach, may support in the recovery of a 

positive new identity and enable clients to feel seen as a whole person. 

Finally, it is obvious from this research that issues of identity significantly 

impact other aspects of psychosis recovery, such as self-care, and should be a core 

focus within treatment. This might involve explicitly creating time to reflect on 

issues of identity within treatment, using psychological interventions which help 

service-users to make sense of their psychosis within their wider life narrative, or 

enabling service-users to build new positive roles and relationships via peer-support 

groups, employment support or voluntary work (France & Uhlin, 2010; Seikkula, et 

al., 2001; Castelein, et al., 2015; Fowler, Hodgekins, & French, 2019; Perez-Corrales 

et al., 2019; Rhodes & Jakes, 2009). More research on the impact of different 

interventions on identity is needed. 

There are several strengths of this paper, including the heterogeneity of 

presentations captured within the synthesis, the collaboration with an Expert by 

Experience and the systematic synthesis approach. These have increased the chance 

of identifying disconfirming cases and gaps, strengthening the framework presented, 

and built on existing reviews by increasing replicability. Moreover, the inclusion of 
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papers focused on a variety of presentations speaks to the universal importance of 

identity change within psychosis, adding weight to the importance of this review. In 

addition, a librarian provided consultation on the initial search terms and strategy, 

which is likely to have strengthened the approach. In addition, the inclusion of 

papers focusing on social and systemic factors means this paper addresses an 

important gap in the research. 

However, a significant limitation of the paper is the inclusion of only peer-

reviewed literature. The grey literature would bring an interesting and valuable 

perspective to this topic. Moreover, only 10% of abstracts and titles were double-

screened, which potentially could have led to eligible studies being excluded at this 

stage before full-text review (which was 100% double-screened). However, given 

over 90 eligible papers were found, and the synthesis resulted in a rich qualitative 

analysis, lack of relevant data was not a major concern. Quality assessment was 

conducted by the lead reviewer; additional rigour could have been added by having 

another member of the research team also making independent ratings using the 

quality assessment tool, with any discrepancies resolved by consensus. 

Conclusion 

In summary, this review furthers our understanding of identity change within 

psychosis. Findings highlight the profound impact an experience of psychosis can 

have on identity, with the narrative reminding us as a research team of Kintsugi – the 

Japanese art of repairing broken pottery using gold. This traditional approach to 

pottery repair draws on the philosophy that the pottery is more beautiful for having 

been broken. We were struck by the way this initially shattering experience could 

become a tool by which a stronger, more resilient sense of identity was reborn. 

Experiencing psychosis was simultaneously destructive to identity and a space for 

the rebirth of a changed but strengthened sense of self. An important call from this 

study is for professionals to ensure that in both their individual interactions with 

clients and at a wider, societal level they serve as co-agents of this process of 

recovery and recreation. 
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Commentary text: 

Findings from this study highlighted the importance of considering systemic 

and societal factors when understanding the distress experienced in relation to 

voices. As well as highlighting the importance of identity issues in psychosis, 

findings showed that social responses, experiences of stigma and pertinently the 

responses of mental health services themselves can make these issues worse or 

better. Thus, systemic factors, such as discrimination, stigma and marginalisation, 

may play an important role in the development of distress in relation to psychosis, 

for example voices. This perhaps is not recognised widely enough in current leading 

theories of voices, which focus on intrapsychic phenomena to understand distress in 

psychosis. As such, this literature review showed me the need for research which 

explores how discrimination and stigma occurring on a relational and systemic level 

may impact on distress within psychosis. This informed and guided my choice 

of main research project, which looks to explore experiences of a particular form of 

discrimination, epistemic injustice, amongst voice-hearers with and without a 

clinical need. 
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Table 1. Inclusion and exclusion criteria (criteria in bold added after screening first 50 papers) 

 Inclusion Exclusion 

Participant

s 

● Participants have lived experience of 

psychosis (as indicated via a diagnosis of 

a psychotic disorder (F20-29) or a score 

on a standardised psychosis measure that 

indicates the presence of psychotic 

symptoms where psychotic symptoms are 

their primary presenting difficulty or as 

indicated by them receiving treatment 

for unusual experiences under an early 

intervention team or self-reporting a 

diagnosis/primary presenting difficulty 

of psychotic symptoms 

● Participants who have had previous lived 

experience of psychosis, as defined 

above, but may no longer be 

● Psychiatric sample where less than 50% have lived experience of 

psychosis 

● Studies where there is no clinical psychiatric sample (i.e. only 

clinicians or family members)  
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 Inclusion Exclusion 

experiencing symptoms or have a 

psychotic disorder as their primary 

diagnosis 

● Studies of mixed psychiatric samples 

(e.g. depression, personality disorders 

and psychotic disorders) where at least 

50% have lived experience of psychosis 

 

 

 

Types of 

Study 

● Qualitative or mixed-methods studies 

including qualitative data 

● Study involved primary data collection 

comprising first person accounts through 

interviews, focus groups, open-ended 

surveys, etc. 

● Quantitative only studies 

● Reviews or commentaries 

● Study protocols 

● Intervention studies where qualitative data only explores 

experience of that intervention without relating this to the wider 

lived experience of psychosis or recovery 
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 Inclusion Exclusion 

● Literature that explores the lived 

experience of having psychosis or 

recovery from psychosis 

● Study includes data on participants’ 

experiences of identity in relation to 

psychosis  

● Published in a peer-reviewed journal  

● Written in English 

● Any time period 

● Any geographical region 

 

● No formal qualitative analysis – i.e. narrative studies or 

observational studies where there is no formal analysis of the 

narrative/data 

● Studies only containing secondary data analysis 

 

Rationale Inclusion and exclusion criteria were formed by drawing on the inclusion/exclusion criteria of existing comparative 

reviews, looking at key papers identified prior to the search and the inclusion/exclusion criteria that these would 

meet, and identifying characteristics of the population and studies of interest based on the study’s aims (i.e. 

qualitative or mixed methods papers only, how to define psychosis, and % of participants who must have psychosis 

within a sample). These inclusion and exclusion criteria were then discussed with the primary supervisor of the 
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 Inclusion Exclusion 

project. After 50 papers were screened, these inclusion/exclusion criteria were then reviewed to ensure that they met 

the needs of the study and were updated as appropriate. A single new criteria was added – please find above in bold 

italics. Whilst new papers were identified from this, no originally identified papers were excluded.  
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Table 2. Definition of identity used in paper.  

Term Definition 

Identity Within this paper, identity was understood to include 

any aspect of an individual’s personal identity and self-

conception, including their self-image, self-experience, social 

positioning and roles, self-continuity and personal values and 

goals. A broad definition of identity was purposely used to 

reflect the diversity in current literature. Papers were included 

if they discussed these topics in relation to psychosis. Papers 

were excluded if they exclusively discussed language use in 

relation to psychosis or group identities (such as ethic identity) 

without exploring how this related or interacted with an 

experience of psychosis to change the individual’s personal 

identity.  
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Table 3. Examples of descriptive themes, with rationale and examples of related 

analytical themes derived from these.  

Descriptive themes Analytical 

themes 

Psychosis as a reflection of an already threatened sense of 

self 

Psychosis as shattering who I thought I was 

Psychosis as an experience characterised by chaos and 

confusion 

Psychosis as causing an emotional storm which 

overwhelmed the old sense of self 

Psychosis as undermining the self by destroying the 

individual’s sense of reality 

Psychosis as undermining the ability to know with certainty 

Loss of self via loss of previous markers of identity leading 

to a diminished identity defined only by the ‘illness’ 

Psychosis as relationally disruptive 

I am changed in the perceptions of others: social labelling 

and stigma 

Psychosis as undermining my connection with my body 

Psychosis as an 

obliteration of the 

self 

Psychosis as a loss of control and agency over the self 

Who am I after my psychosis? The challenge of negotiating 

a new self 

The challenge of navigating changed social relationships 

The psychosis as trapping you in an outdated version of 

yourself 

Psychosis as emotionally captivating (siren’s song)  

Psychosis as disconnecting me from myself and others: I 

cannot be understood and cannot be rescued 

Psychosis as maintained by avoidance 

The futile fight 

against psychosis 

Psychosis as a bereavement of who I was becoming 

Acceptance of the reality of my psychosis, and the psychotic 

self, as necessary to move forward from the psychosis 

Mourning for 

who I was 
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I am mourning the person I used to me 

Grieving for the life I used to have 

Acceptance as a necessary stage of the mourning process 

and needed to be able to move forward 

Mental health services/treatment as further eroding an 

individual’s sense of self 

Mental health services as failing to look beyond symptoms 

to consider the individual’s sense of self 

The important of mental health services as understanding the 

individual’s psychosis within the context of their life-story 

and their sense-making framework 

Mental health services as co-agents of disempowerment of 

the individual alongside the psychosis 

Recovery as re-discovery of agency over the self 

Conflicting perspectives on the role of medication and its 

impact on self 

Hospitalisation as a traumatic threat to self 

Recovery as related to but not limited to symptoms 

Disempowerment by society due to stigmatising and 

stereotyped assumptions 

The battle for self 

as a battle against 

disempowerment 

Recovery as occurring through relationships with others 

Recovery as re-discovery of agency over the self 

Making sense of the psychosis within the wider context of 

the individual as crucial for recovery 

Recovery is the ability to imagine a future self 

Recovery as facilitated by an ability to reconnect the past, 

psychotic and future self to form an integrated, embodied 

and cohesive sense of self than is stronger than it was before 

Self-to-self relating, and self-to-symptom relating, as 

impacting on recovery and reflective of treatment of the 

individual by others 

Re-engagement with life, both the old life and a new life, as 

facilitative of recovering a richer sense of identity 

Recovery as 

rebirth 
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Recovery as connecting with a new normal 

Recovery as reconnecting with reality 

Rational: analytic themes were derived from descriptive themes by looking at 

the most important underlying shared concepts amongst the themes, and then 

generating an appropriate thematic label which captured this appropriately. This 

was done by the research team as a whole. For example, the analytic theme 

‘recovery as rebirth’ was thought to capture the uniting, paramount concepts of 

the related descriptive themes of recovery, change, incorporation of the old and 

new, and creation of a new sense of self.  
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Table 4. Group criteria for categorising papers into groups.  

Group Criteria 

1 Papers which intentionally explored identity change in psychosis, 

defined as identifying identity change as a topic of interest in the 

research questions or aims 

2 Papers which found an incidental key finding related to identity 

change, defined as identity change identified within higher-level 

themes or key findings within the abstract 

3 Papers which found an incidental peripheral finding related to 

identity change, defined as identity change identified as a sub-theme 

or within a thematic description, explanation or quotation 
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Table 5. Inclusion and exclusion criteria for papers to be included in the synthesis.  

Inclusion criteria Exclusion criteria 

Paper is categorised as belonging to 

group 1 

Paper is in group 2 or 3 and does not 

meet other inclusion criteria 

Paper expands on an existing but 

unsaturated theme by generating new 

codes or descriptive themes related to 

this theme 

Paper fails to further expand existing 

thematic framework by the generation or 

new codes or themes 

Paper describes findings that relate to 

a new population  

Paper describes findings that relate to a 

population that is already represented  

Paper describes findings that relate to 

a new topic or area of experience  

Paper describes findings that relate to a 

topic or area of experience that is already 

represented 

Paper approaches findings from a new 

philosophical perspective or different 

theoretical lens  

Paper approaches findings from a 

philosophical perspective or theoretical 

lens that is already represented 

Paper provides data related to an area 

identified by the PPE consultant as 

exploring as a gap within the current 

framework 

Paper does not provide data related to an 

area identified by the PPE consultant as a 

gap within the current framework 
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Table 6. Details of papers included in the synthesis/reason for inclusion. Descriptions of aims/findings taken from original papers (some 

verbatim).  
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Referenc

e 

Country Research 

question/a

im 

Sample Data 

collection 

Analysis Findings Group Reason 

for 

inclusion 

in 

synthesis 

Qual

ity 

scor

e 

1 Allen, 

Burbach 

& 

Reibstein

, 2013  

 

UK How do 

individual

s with a 

diagnosis 

of 

psychosis 

experience 

family 

work and 

how does 

the 

experience 

7; all reported 

experiences of 

psychosis, with 

diagnoses mixed 

between 

schizophrenia, 

bipolar and 

depression; age 

range: teens-50+; 

ethnicity: not stated; 

socio-economic 

status: not stated 

Semi-

structured 

interviews 

IPA Three 

master 

themes: the 

importance 

of a shared 

containing 

space; 

changes that 

create new 

meaning; 

and the 

developmen

1 Belongs to 

group 1  5 
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of family 

sessions 

make an 

impact on 

their 

developme

nt, their 

sense of 

self and on 

their 

recovery? 

t of a new 

positioning 

in the world 

2 Attard, 

Larkin, 

Boden, 

& 

Jackson, 

2017 

UK To 

understand 

and 

explore 

the 

meaning 

10; all diagnosed 

with first-episode 

psychosis; age range: 

19-35; ethnicity; 4 

White British, 

3Asian, 1 Black and 

Generating 

drawings 

based on 

their lived 

experience of 

FEP, and 

IPA and 

hermene

utic-

phenome

nological 

Four 

superordina

te themes 

were 

identified: 

‘finding out 

2 Paper 

included to 

check for 

saturation 

by 

exploring 

22 
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of 

adaptation 

to FEP 

1 mixed; socio-

economic status: not 

stated 

semi-

structured 

interviews 

image 

analysis 

how 

psychosis 

fits into my 

story’, 

‘breaking 

free from 

psychosis’, 

‘fighting 

my way 

through 

psychosis’ 

and ‘finding 

a new way 

of being 

‘me’’ 

identity 

from a 

new 

perspectiv

e 

(specificall

y, through 

the lens of 

adaptation) 
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3 Barker, 

Lavender 

& 

Morant, 

2001 

UK To explore 

the 

narratives 

used by 

clients and 

family 

members 

to explain 

the 

process of 

developin

g 

schizophre

nia, how 

this 

impacted 

on the 

16; mixed clinical 

(8) and non-clinical 

(8), with clinical 

participants all 

diagnosed with 

schizophrenia age 

range: 25-50; 

ethnicity: not stated; 

socio-economic 

status: not stated 

Semi-

structured 

interviews 

Grounde

d theory 

Produced a 

temporal 

model of 

the 

experience 

of 

schizophren

ia over 

time: events 

preceding 

the first 

psychotic 

episode, the 

first 

psychotic 

episode, the 

first 

1 Belongs to 

group 1 

19 
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client’s 

sense of 

self/social 

relationshi

ps over 

time, and 

how the 

narratives 

used by 

health 

procession

als had 

contribute

d to this 

sense-

making 

process 

hospital 

admission, 

and current 

experiences 
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4 Berkhout

, Zaheer, 

& 

Remingt

on, 2019 

Canada To explore 

meaning 

of mental 

distress 

relating to 

psychosis 

and issues 

of identity, 

self and 

subjectivit

y 

9; participants 

experiencing FEP; 

average age: 27.5 

years; ethnicity: 6 

European Canadian, 

2 Afro-Caribbean, 

and 1 European-

African; economic 

status: not stated 

Combined 

formal, in-

depth, 

longitudinal, 

open-ended 

interviews 

and informal 

field 

interviews. 

Data also 

consisted of 

reflexive 

notes for 

interviews/pa

tient 

observations, 

and field 

Identifica

tion of 

recurrent 

themes 

informed 

by 

ethnogra

phic 

principle

s 

Three 

themes 

identified: 

‘I do miss 

my old kind 

of self…’, 

‘self-

identity and 

meanings of 

psychosis’ 

and ‘friction 

in the 

clinic’ 

1 Belongs to 

group 1 

21 
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notes of 

observations 

of non-verbal 

and verbal 

interactions 

5 Braehler 

& 

Schwann

auer, 

2012 

 

UK Two 

research 

questions 

were 

explored: 

1) what 

are the 

processes 

involved 

in young 

people’s 

adaption 

8; all experiencing 

FEP;  age range: 18-

21; ethnicity: not 

stated; socio-

economic status: not 

stated 

Participants 

partook in 2 

interviews – 

one open-

interview 

and the Adult 

Attachment 

Interview 

Grounde

d theory 

was used 

to 

generate 

themes 

young 

people’s 

experienc

es of 

adaption. 

Passages 

Two main 

themes 

emerged: 

adapting to 

mental 

health 

difficulties 

and 

developing 

the 

adolescent 

self. 

1 Belongs to 

group 1 

22 
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to 

psychosis? 

2) how do 

processes 

of RF 

influence 

adaption 

to 

psychosis  

with 

different 

levels of 

reflective 

function 

were 

identified 

and 

assigned 

ratings 

with 

regard to 

attachme

nt states 

of minds 

in the 

AAI 

Mod

erate 

reflective 

function 

was linked 

to positive 

adjustment 

and 

successful 

individuatio

n following 

psychosis, 

whilst 

impaired 

reflective 

function 

was 
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transcript

s 

associated 

with 

unresolved 

adaption 

and blocked 

individuatio

n post-

psychosis 

6 Carless, 

2008  

UK To explore 

within the 

context of 

SMI the 

meaning 

of exercise 

at a 

personal 

level, and 

1; diagnosis of 

schizophrenia; age: 

36; ethnicity: not 

stated; socio-

economic status: not 

stated 

Analysis of 

medical 

records, 

participant 

observation 

and case 

notes, 

interviews 

and a focus 

Content 

analysis 

Themes - ‘I 

got the 

running 

bug’: 

forming an 

athletic 

identity; 

‘out of 

control’: a 

1 Belongs to 

group 1 

21 
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the ways 

in which 

identity 

and sense 

of self can 

be shaped 

through 

the 

experience 

of mental 

illness and 

exercise 

involveme

nt 

group with 

MHPs 

involved 

with client, 

in-depth 

interviews 

with client (2 

interviews 

completed 

and audio-

recorded) 

descent into 

chaos; 

‘back 

running 

again’: 

toward 

restitution; 

‘I can’t beat 

it’: the 

limits of 

restitution 

7 Cogan, 

Schwann

auer, & 

UK To explore 

adolescent

’s personal 

10; all diagnosed 

with psychosis; age 

range: 16-18; 

Semi-

structured 

interviews 

Thematic 

analysis 

Recovery 

involves 

working 

1 Belongs to 

group 1 

20 



55 
 

Harper, 

2019 

understand

ing and 

experience

s of 

recovery 

during 

early onset 

psychosis, 

to gain 

insight 

into how 

adolescent

s’ consider 

their 

subjective 

experience

s of living 

ethnicity: not stated; 

socio-economic 

status: not stated 

with 

individual 

explanatory 

frameworks 

concerning 

a variety of 

factors 

highlighted 

in 3 key 

themes: 

uncertain 

identities 

and status 

ambiguity, a 

decrease in 

referent 

points and 
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with 

psychosis 

to have 

impacted 

on self-

identity 

unfavourabl

e social 

comparison

s (loss, grief 

and self-

criticism) 

8 Connell, 

Schweitz

er, & 

King, 

2014 

Australia Explore 

subjective 

factors 

associated 

with the 

experience 

of FEP 

and the 

very first 

stages of 

recovery 

26; all diagnosed 

with a psychotic 

disorder; age range: 

18-25; ethnicity: not 

stated; socio-

economic status: not 

stated 

Semi-

structured 

interviews 

IPA Two broad 

themes 

were 

identified: 

experiences 

of self-

estrangeme

nt and self-

consolidatio

n 

1 Belongs to 

group 1 

20 
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to develop 

our 

understand

ing of this 

process 

and 

improve 

treatment 

outcomes 

9 Connell, 

Schweitz

er, & 

King, 

2015  

Australia Understan

d the 

process of 

change in 

self and its 

relationshi

p to 

recovery 

12; mixed clinical 

population, 5 

diagnosed with bi-

polar, 5 with 

schizophrenia, and 2 

with drug-induced 

psychosis; age range: 

19-24; ethnicity: not 

Semi-

structured 

interviews 

IPA Two 

superordina

te themes 

emerged: 

loss of self 

and 

strengthenin

g of self 

1 Belongs to 

group 1 

18 
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in the first 

3 months 

following 

FEP 

stated; socio-

economic status: not 

stated 

10 Dinos, 

Lyons, & 

Finlay, 

2005 

UK To explore 

patterns of 

temporal 

compariso

ns of the 

self in 

individual

s 

diagnosed 

with 

schizophre

nia 

12; all diagnosed 

with schizophrenia; 

age range: 20-45; 

ethnicity: not stated; 

socio-economic 

status: not stated 

Semi-

structured 

interviews 

Content 

analysis 

Onset of 

schizophren

ia 

symptoms 

created a 

new 

baseline in 

participants’ 

representati

ons of their 

past, with 

different 

types of 

1 Belongs to 

group 1 

20 
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temporal 

comparison

s occurring 

before and 

after this 

point. 

Comparison

s with past 

selves after 

onset 

supported 

the 

suggestion 

that people 

may select 

and 

construct 
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their past in 

such a 

manner that 

permits 

them to see 

their present 

circumstanc

es more 

positively, 

however 

comparison

s with past 

selves 

before onset 

were more 

negative 
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11 Dunkley, 

Bates, & 

Findlay, 

2015  

Australia To explore 

the 

distress of 

FEP, 

specificall

y how 

people 

understand 

the 

experience 

of FEP, 

it’s 

negative 

impact and 

how this 

relates to 

traumagen

10; mixed clinical 

sample, with 6 

diagnosed with 

schizophreniform 

psychosis, 1 with 

FEP, 1 with 

schizoaffective 

disorder, 1 with 

drug-induced 

psychosis, and 1 

changed between 

FEP to MDD w/ 

psychotic features; 

age range: 22-28; 

ethnicity: not stated; 

socio-economic 

status: not stated 

Interviews IPA 6 themes 

were 

identified: 

perceived 

enforced 

treatment, 

disintegrati

on, stigma 

(with two 

subthemes: 

self-stigma, 

and stigma 

from 

others), 

estrangeme

nt, sense of 

loss and 

2 Study 

purposivel

y sampled 

to enable 

data 

saturation 

through 

allowing a 

fuller 

exploratio

n of a code 

identified 

but not 

expanded 

upon 

within the 

original 

20 
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ic 

phenomen

a 

deficit, 

recognising 

the illness 

as an 

ongoing 

problem 

framework 

(specificall

y, the links 

between 

trauma, 

identity 

and 

psychosis) 

12 Jarosinsk

i, 2008 

US To 

understand 

hallucinati

ons from 

an 

individual 

perspectiv

e of self 

12; mixed clinical 

sample, with 11 

diagnosed with 

schizophrenia and 1 

diagnosed with 

schizoaffective 

disorder; age range: 

35-33; ethnicity: 6 

Caucasian, 6 African 

Interviews Heidegge

rian and 

hermene

utics-

guided 

thematic 

analysis 

Four themes 

identified, 

describing 

surviving 

and 

preserving: 

1) are they 

who they 

are? 2) a 

1 Belongs to 

group 1 

20 
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American; socio-

economic status: not 

stated 

not-so-

certain life 

3) finding 

strength in 

broken 

places and 

4) I am still 

me 

13 Jordan, 

Malla, & 

Iyer, 

2019 

Canada To 

investigate 

aspects of 

positive 

change 

among 

people 

receiving 

an EI 

12; all were 

receiving treatment 

for psychosis, with 6 

diagnosed with a 

schizophrenia-

spectrum diagnosis, 

and 4 diagnosed with 

substance 

abuse/dependence; 

Semi-

structured 

interviews 

Thematic 

analysis 

Three 

themes 

were 

produced: 

life before 

and during 

the FEP, 

declines and 

difficulties 

3 Study 

purposivel

y sampled 

to enable 

data 

saturation 

through 

allowing a 

fuller 

22 
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service for 

psychosis 

average age 24.27; 

ethnicity: not stated; 

socio-economic 

status: not stated 

following 

psychosis, 

and 

experiences 

of positive 

change. 

Subthemes 

reflecting 

positive 

change 

included, 

improved 

health and 

personality, 

a stronger 

sense of 

self, 

exploratio

n of a code 

identified 

but not 

expanded 

upon 

within the 

original 

framework 

(specificall

y, the 

positive 

impact of 

psychosis 

on 

identity) 
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stronger and 

more 

balanced 

religiosity 

and 

spirituality, 

improved 

relationship

s with 

others, and 

improved 

lifestyles 

goals and 

expectation

s for the 

future 
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14 Kaite, 

Karaniol

a, 

Vouzaval

i, 

Koutrou

bas, 

Merkouri

s, & 

Papathan

assoglou, 

2016 

Cyprus To explore 

the 

perception

s and 

interpretati

ons of 

individual

s with 

SMI 

regarding 

their 

illness, 

their self-

image 

throughout 

the illness, 

the social 

10; mixed clinical 

sample, with 

‘majority’ diagnosed 

with psychosis 

(mainly 

schizophrenia) and 3 

with bipolar; age 

range: 18+; ethnicity: 

not stated; socio-

economic status: not 

stated 

Semi-

structured 

interviews 

Van 

Manen 

phenome

nological 

analysis 

Main 

themes 

included: 

the meaning 

of illness, 

the different 

phrases of 

illness in 

time, the 

perception 

of the self 

during the 

illness, the 

perceptions 

about the 

effectivenes

s of 

1 Belongs to 

group 1 

22 
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implicatio

ns of their 

illness, 

and the 

quality of 

therapeuti

c 

relationshi

p with 

mental 

health 

nurses 

pharmacoth

erapy, social 

and 

personal 

consequenc

es for 

participants 

following 

the 

diagnosis of 

mental 

illness, 

participants 

perceptions 

regarding 

mental 

health 
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professional

s and 

services, 

and the 

therapeutic 

effect of the 

research 

interview 

on the 

participants 

15 Marino, 

2015 

US Explore 

the social 

aspects of 

recovery 

as reported 

by 

individual

41; mixed clinical 

sample, with 12 

diagnosed with 

schizophrenia, 9 with 

schizoaffective 

disorder, 6 with 

bipolar, 12 with 

Focus groups Thematic 

analysis 

Three meta-

themes of 

social 

recovery 

emerged: 

community, 

self-concept 

2 Paper 

included to 

check for 

saturation 

by 

exploring 

identity 

2 
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s with 

lived 

experience 

anxiety disorders, 4 

with major 

depression, 2 with 

alcohol dependency, 

1 with borderline 

personality disorder 

and 5 declined to 

answer. 5 

participants had 

more than one 

diagnosis; age range: 

21-69; ethnicity: 30 

Caucasian, 6 Mixed 

Ethnicity, 3 African 

America, 2 Latino, 2 

Pacific Islander; 

and 

capacities. 

Each theme 

contained a 

number of 

sub-themes 

concerned 

with a sense 

of 

belonging, 

inherent 

acceptabilit

y of the 

self, and the 

ability to 

cope with 

mental 

from a 

new 

perspectiv

e 

(specificall

y, through 

the lens of 

social 

aspects of 

recovery) 
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socio-economic 

status: not stated 

distress and 

engage 

socially 

16 Mauritz 

& van 

Meijel, 

2009 

The 

Netherlan

ds 

How do 

patients 

with 

schizophre

nia 

experience 

and come 

to terms 

with the 

loss that 

their 

illness 

entails?  

10; all diagnosed 

with schizophrenia; 

age range: 21-38; 

ethnicity: not stated; 

socio-economic 

status: not stated 

Semi-

structured 

interviews 

Grounde

d theory 

Themes 

highlighted 

both 

internal 

losses 

(‘living in a 

different 

world’) and 

external 

losses (‘not 

belonging’) 

that resulted 

from the 

schizophren

3 Study 

purposivel

y sampled 

to enable 

data 

saturation 

through 

allowing a 

fuller 

exploratio

n of a code 

identified 

but not 

expanded 

19 
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ia. Other 

themes 

found 

included 

‘expression

s of grief’ 

and 

‘coming to 

terms’. 

Participants 

seemed to 

cope with 

these losses 

through a 

process of 

acceptance, 

identifying 

upon 

within the 

original 

framework 

(specificall

y, loss and 

bereaveme

nt in 

relation to 

identity 

and 

psychosis) 
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with others 

with 

schizophren

ia, learning 

about the 

diagnosis 

and 

searching 

for 

meaning. 

17 May, 

Strauss, 

Coyle, & 

Hayward

, 2014  

UK How do 

participant

s 

experience 

group 

PBCT for 

10; mixed clinical 

sample, all with 

experiences of voice-

hearing, with 8 

diagnosed with 

schizophrenia or 

non-specified 

Semi-

structured 

interviews 

Thematic 

analysis 

Three 

themes 

identified: 

relating to 

voices, 

relating to 

self and 

2 Paper 

included to 

check for 

saturation 

by 

exploring 

identity 

20 
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distressing 

voices?  

psychosis, 1 with 

PTSD, and 1 with 

non-specified 

personality disorder; 

age range: 36-55; 

ethnicity: all White 

British; socio-

economic status: not 

stated 

relating to 

others 

from a 

new 

perspectiv

e 

(specificall

y, through 

the lens of 

experience 

of 

psychologi

cal 

treatment) 

18 Perez-

Corrales, 

Perez-

de-

Heredia-

Spain The study 

explores 

two 

research 

questions: 

23; mixed clinical 

sample, with 11 

diagnosed with 

paranoid 

schizophrenia, 3 with 

Interviews 

and field 

notes 

Thematic 

analysis 

Two main 

themes 

identified 

which 

described 

1 Belongs to 

group 1 

22 
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Torres, 

Martinez

-

Piedrola, 

Sanchez-

Camarer

o, Paraz-

Bravo, & 

Palacios-

Cena, 

2019 

what is the 

lived 

experience 

of people 

with SMD 

who 

perform 

volunteeri

ng? How 

does 

volunteeri

ng impact 

on their 

life and 

their 

recovery 

process?  

bipolar, 2 with 

residual 

schizophrenia, 2 with 

schizoaffective 

disorder, 2 with 

unspecified 

schizophrenia, 1 with 

simple 

schizophrenia, 1 with 

recurrent depressive 

disorder, and 1 with 

other psychotic 

disorder; average 

age: 47; ethnicity: 

not stated; socio-

economic status: not 

stated 

the 

experience 

of 

participatin

g in 

volunteer 

activities: 1. 

Rebuilding 

self-

identity, 2. 

Being a so-

called 

normal 

person with 

a ‘normal’ 

life 
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19 Perry, 

Taylor, 

& Shaw, 

2007 

UK To 

investigate 

the 

personal 

experience

s of 

participant

s 

following 

a recent 

first 

episode of 

psychosis, 

and 

explore 

influences 

5; all diagnosed with 

FEP; age range: 19-

25; ethnicity: all 

White British; socio-

economic status: not 

stated 

Semi-

structured 

interviews 

IPA Three 

superordina

te themes 

identified: 

‘‘What’s it 

all about?’’, 

‘‘Banged 

up’’, and 

‘‘Belonging 

versus 

alone’’ 

3 Study 

purposivel

y sampled 

to enable 

data 

saturation 

through 

allowing a 

fuller 

exploratio

n of a code 

identified 

but not 

expanded 

upon 

within the 

original 

20 
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on feelings 

of hope 

framework 

(specificall

y, 

experience

s of hope 

in relation 

to identity 

and 

psychosis) 

20 Pitt, 

Kilbride, 

Nothard, 

Welford, 

& 

Morrison

, 2007 

UK To carry 

out user-

led 

research 

looking at 

recovery 

from 

psychosis 

7; all diagnosed with 

a psychotic-spectrum 

disorder; age range: 

18-65; ethnicity: 6 

White, 1 Mixed 

Ethnicity; socio-

economic status: not 

stated 

Semi-

structured 

interviews 

IPA Recovery 

was shown 

to be 

idiosyncrati

c and 

complex, 

with key 

themes 

2 Paper 

included to 

check for 

saturation 

by 

exploring 

identity 

from a 

18 
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from a 

service 

user 

perspectiv

e 

including 

rebuilding 

life 

(subthemes 

of active 

participatio

n in life, 

and 

rebuilding 

social 

support), 

rebuilding 

self 

(subthemes 

of 

understandi

ng self, and 

new 

perspectiv

e 

(specificall

y, through 

the lens of 

recovery 

from 

service-

user led 

research) 
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empowerme

nt) and 

hope for a 

better future 

(subthemes 

of a process 

of change, 

and desire 

for change) 

21 Robertso

n & 

Lyons, 

2003 

UK To explore 

women’s 

experience

s of 

puerperal 

psychosis, 

and to 

gain 

10; all diagnosed 

with puerperal 

psychosis; age range: 

28-44; ethnicity: not 

stated; socio-

economic status: not 

stated 

Semi-

structured 

interviews 

Grounde

d theory 

Three main 

categories 

identified: 

puerperal 

psychosis as 

a separate 

form of 

mental 

2 Paper 

included to 

check for 

saturation 

by 

exploring 

identity 

within a 

19 
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understand

ing into 

living 

through 

and past 

the illness 

illness, loss, 

and 

relationship

s and social 

rules. Two 

higher order 

concepts 

were 

identified: 

living with 

emotions, 

and 

regaining 

and 

changing 

self 

new 

population 

(specificall

y, women 

experienci

ng 

puerperal 

psychosis) 
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22 Roe & 

Ben-

Yishai, 

1999 

US To gain 

understand

ing 

regarding 

the 

relationshi

p between 

a person 

and his/her 

disorder 

43; all diagnosed 

with psychotic-

spectrum disorders, 

with 22 diagnosed 

with schizophrenia, 

13 with 

schizoaffective 

disorder, and 8 with 

major affective 

disorder with 

psychotic features; 

age range: 20-39; 

ethnicity: 35 White, 

8 Black; socio-

economic status: low 

economic status 

Semi-

structured 

interviews 

and narrative 

summaries 

produced by 

the 

interviewer 

Analysis 

looked to 

code 

data, 

identify 

changes 

and 

create a 

synthesis

, 

following 

strategies 

outlined 

by 

Strauss 

and 

Corbin 

Five 

categories 

were 

identified: 

separating 

the healthy 

self from 

the ill self, 

contact 

between the 

two selves, 

transformin

g meaning, 

the healthy 

self 

influencing 

the course 

1 Belongs to 

group 1 

17 
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(1990), 

which 

was 

integrate

d with 

narrative 

theory 

and 

approach

es 

of disorder, 

integrating 

the 

vicissitudes 

of life, 

illness and 

the 

relationship 

between 

them 

23 Romano, 

McCay, 

Goering, 

Boydell 

& 

Zipursky, 

2010 

Canada Two 

research 

questions 

guided the 

study: 1) 

how do 

individual

10 (and non-clinical 

individuals identified 

as having a key role 

in their recovery); all 

clinical participants 

diagnosed with FEP; 

average ago: 23; 

Semi-

structured 

interviews 

Charmaz

’s 

construct

ivist 

grounded 

theory 

Five phases 

of the 

recovery 

process 

were 

identified: 

‘who they 

2 Paper 

included to 

check for 

saturation 

by 

exploring 

identity 

21 
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s who 

have 

experience

d FEP 

describe 

their 

process of 

recovery? 

2) how 

does an 

identified 

individual 

describe 

their role 

during the 

participant

s process 

ethnicity: 4 

Caribbean, 4 

Caucasian, 2 South 

Asian; socio-

economic status: not 

stated 

were prior 

to the 

illness’, 

‘lives 

interrupted: 

encounterin

g the 

illness’, 

‘engaging 

in services 

and 

supports’, 

‘re-

engaging in 

life’, and 

‘envisionin

g the 

from a 

new 

perspectiv

e 

(specificall

y, through 

the lens of 

recovery) 
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of 

recovery, 

and their 

perception 

of the 

recovery 

process? 

future’. 

Additionall

y, a 

category 

was 

identified 

that 

occurred 

throughout 

all phases, 

‘re-shaping 

an enduring 

sense of 

self’ 

24 Sanseeha

, 

Chontaw

Thailand How do 

people 

diagnosed 

30; mixed clinical 

(18) and non-clinical 

(12), with all clinical 

Interviews 

and field 

Identifica

tion of 

recurrent 

Four themes 

identified: 

perceptions 

1 Belongs to 

group 1 

19 



84 
 

an, 

Sethabou

ppha, 

Disayava

nish, & 

Turale, 

2009 

with 

schizophre

nia in 

north-

eastern 

Thailand 

perceive 

themselve

s in 

relation to 

their 

illness of 

schizophre

nia? 

participants 

diagnosed with 

schizophrenia; age 

range: 18+; ethnicity: 

all Thai; socio-

economic status: not 

stated 

notes of 

observations 

themes 

guided 

by 

Heidegge

r’s 

hermene

utic 

phenome

nology 

of mental 

illness, 

perceptions 

of the cause 

of illness, 

perceptions 

of 

discriminati

on and 

attempting 

to live with 

schizophren

ia 

25 Shea, 

2010 

US How do 

individual

s with 

14; mixed clinical 

(10) and non-clinical 

(4), with all clinical 

Semi-

structured 

interviews 

Grounde

d theory 

A six-stage 

process of 

self-

1 Belongs to 

group 1 

20 
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schizophre

nia 

describe 

the 

process of 

personal 

and social 

self-

identity 

reconstruc

tion? 

participants 

diagnosed with 

schizophrenia; age 

range: 33-62; 

ethnicity: 6 

Caucasian, 4 African 

American; socio-

economic status: not 

stated 

recovery 

was 

identified: 

entering the 

territory 

(losing the 

self), 

struggling 

for control 

(searching 

for the self), 

active self-

care and 

finding a 

social fit 

(rediscoveri

ng and 
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redefining 

the self), 

checking 

the self out 

(testing the 

new self) 

and coming 

back normal 

(recovering 

self) 

26 Sugawar

a & 

Mori, 

2018 

Japan To 

elucidate 

the self-

concept of 

Japanese 

people 

with 

53; all diagnosed 

with schizophrenia; 

age range: 21-69; 

ethnicity: all 

Japanese; socio-

economic status: not 

stated 

Semi-

structured 

interviews 

Qualitati

ve 

content 

analysis 

6 categories 

were 

identified: 

present 

cognition 

and 

definition of 

1 Belongs to 

group 1 

21 
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schizophre

nia 

the self, 

feeling 

towards and 

evaluation 

of the self, 

the self that 

is seen by 

others, the 

past self-

image, the 

self-image 

about 

possibility 

and the 

future, and 

how I 

should be 
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and the 

ideal self 

27 Teglbjaer

y, 2011 

Denmark To explore 

how 

artistic 

expression 

might 

interfere 

with 

psychopat

hology in 

those with 

schizophre

nia 

10; mixed clinical 

sample, 5 diagnosed 

with schizophrenia 

and 5 with non-

psychotic disorders; 

age range: not stated; 

ethnicity: not stated; 

socio-economic 

status: not stated 

Interviews Modified 

grounded 

theory 

For those 

with 

schizophren

ia, the 

impact on 

self-

experience 

was 

conceptuali

sed into five 

categories: 

increased 

‘presence 

being’, 

formation 

1 Belongs to 

group 1 

15 
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of new 

structures of 

meaning, 

increased 

direct 

experience 

of self, 

setting up 

of a special 

social 

context, and 

stimulating 

creativity 

and play 

28 Vodusek, 

Parnas, 

Tomori, 

Solvenia To explore 

the 

phenomen

20; all diagnosed 

with FEP; average 

age: 22.1; ethnicity: 

Semi-

structured 

interviews 

Coding 

and then 

identifica

Three key 

themes 

presented: 

1 Belongs to 

group 1 

19 
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& 

Skodlar, 

2014 

ology of 

emotion 

experience 

in first 

episode 

psychosis 

not stated; socio-

economic status: not 

stated 

tion of 

recurrent 

themes, 

guided 

by the 

principle

s of 

phenome

nological 

hermene

utics 

emotional 

emptiness 

and the 

sense of 

loss and of 

being lost in 

the post-

psychotic 

self; 

emotional 

buffer, lack 

of flow and 

mourning 

for 

authenticity 

in the pre-

psychotic 
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self; full 

contact, 

emotional 

overwhelmi

ng and fear 

of 

annihilation 

in the 

psychotic 

self 

29 Wagstaff, 

Graham, 

Farrell, 

Larkin, 

& Nettle, 

2018 

UK What are 

the 

experience

s of 

mental 

health 

services 

7; all diagnosed with 

schizophrenia; age 

range: 31-64; 

ethnicity: all Black; 

socio-economic 

status: not stated 

Semi-

structured 

interviews 

IPA Four themes 

were 

identified: 

people kept 

hounding 

me, 

antipathy to 

2 Paper 

included to 

check for 

saturation 

by 

exploring 

identity 

22 
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for men 

with a 

diagnosis 

of 

schizophre

nia who 

describe 

their 

ethnic 

identity as 

‘black’ 

and have a 

history of 

disengage

ment from 

mental 

medication, 

choice and 

value of 

services, 

and 

stigmatisati

on and 

identity 

within a 

new 

population 

(specificall

y, black 

men with a 

history of 

disengage

ment from 

services) 
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health 

services? 

30 Waite, 

Knight, 

& Lee, 

2015 

UK To 

increase 

understand

ing of the 

internal 

processes 

of 

recovery 

in 

psychosis, 

including 

how one 

related to 

oneself 

and how 

10; all diagnosed 

with psychotic-

spectrum disorders, 

with 4 diagnosed 

with paranoid 

schizophrenia (one 

with secondary 

depression), 1 no 

diagnosis, 2 

diagnosed with 

schizophrenia, 1 

diagnosed with 

bipolar/schizophreni

a/psychotic 

depression, 1 with 

Semi-

structured 

interviews 

IPA Five 

superordina

te themes 

emerged: 1) 

my mind 

can’t take 

the load: the 

curse of 

psychosis 2) 

the trap of 

self-critism 

3) coming 

to terms 

with 

psychosis in 

1 Belongs to 

group 1 

22 
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this 

internal 

relationshi

p may 

influence 

recovery, 

with 

particular 

considerati

on given 

to self-

compassio

n and self-

criticism 

psychosis and 

depression, and 1 

with schizotypal 

disorder; age range: 

25-52; ethnicity: 3 

White British, 1 

Mixed Caribbean, 1 

English, 1 Pakistani, 

1 Kashmiri, 1 White 

American, 1 Mixed 

British, 1 Pakistani 

British; socio-

economic status: not 

stated 

my life to 

move on 4) 

on my own 

two feet and 

5) an 

opportunity 

for growth 

31 Wright, 

Philips, 

Bryce, 

Australia To explore 

how 

individual

10; all self-reported 

experiences of 

psychosis, with 1 

Semi-

structured 

interviews 

Thematic 

analysis 

5 

overarching 

themes 

1 Belongs to 

group 1 

21 
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Morey-

Nase & 

Allott, 

2019 

s with 

early 

psychosis 

experience 

cognitive 

functionin

g and its 

relationshi

ps with 

psychosoc

ial 

functionin

g 

(including 

perception 

of self?) 

self-reported a 

diagnosis of 

schizoaffective 

disorder, 1 of drug-

induced psychosis, 3 

of bipolar, 1 of 

depression with 

psychosis, and 4 

unknown; age range: 

18-25; ethnicity: not 

stated; socio-

economic status: not 

stated 

identified: 

1) cognitive 

impairment

s, 2) impact 

of cognitive 

impairment 

on 

functioning, 

3) impact of 

cognitive 

impairment

s on self-

concept, 4) 

relationship 

between 

cognitive 

impairment
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s and 

treatment, 

5) cognitive 

impairment

s – helpers 

and 

hindrances 
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Table 7. List of papers which informed each theme.  

Theme Papers 

Psychosis as an obliteration of the old 

self 

1, 2, 3, 5, 6, 7, 8, 9, 10, 11, 12, 13, 14, 16, 19, 21, 23, 24, 25, 26, 28, 30, 31 

The futile fight against psychosis 1, 2, 4, 5, 6, 7, 9, 12, 14, 19, 22, 26, 29 

Mourning for who I was 1, 2, 3, 4, 5, 6, 7, 8, 9, 11, 12, 14, 16, 19, 21, 25, 28, 30, 31 

The battle for self as a battle against 

disempowerment 

2, 3, 6, 7, 9, 11, 12, 14, 19, 20, 21, 29, 30 

Recovery as rebirth 1, 2, 3, 4, 5, 6, 8, 9, 10, 12, 13, 15, 16, 17, 18, 19, 20, 21, 22, 23, 24, 25, 26, 27, 30 
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Table 8. Additional quotations to illustrate themes created. See Table 5 for details of papers.  

Theme Illustrative quotes (italicized text indicates quotations taken directly from participants of original 

studies) 

Psychosis as an obliteration of the self I do miss my old kind of self, which was like different. (Berkhout et al., 2019) 

 

She added, “I want more than anything to get back to how I was, but I don’t know that I can. I 

just miss, like how I was and like now, I feel like I’m completely different.” She reported finding it 

hard to be with friends who wanted the “old Ellie” back so she spent most of her time with her 

family. Overall, the sense of having diminished between T1 and T2 resonated through the 

experiences reported in the loss of self group under this theme. These participants reported a strong 

feeling of having lost an essential part of their sense of self that they were struggling to regain. 

(Connell et al., 2015) 

 

Five participants shared insights of comparisons between current and past cognitive 

functioning that impacted self-concept. In response to asking how his thinking skills have changed, 

P7 said: “I’ll never be that same person again. It’s definitely something that has changed my life”. 

(Wright, Phillips, Bryce, Morey-Nase & Allot, 2019) 
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Half of the adolescents drew reference to how the onset of psychosis led to a loss of contact 

with reality, typically including delusions and/or hallucinations. This point was illustrated by Stephen 

who described his experience of having lost a sense of trust within himself: Having been 

(psychiatrically) hospitalised for the first time, well, a good thing that I don’t fully trust myself and 

believe all the delusions (pauses). I felt alone and like I had lost everything. (Cogan et al., 2019) 

 

One specific aspect of this context of uncertainty which had particularly significant bearing 

on the issues raised by all of the adolescents concerned their perceived decrease in referent points for 

developing their own sense of identity. Factors that served as referent points in the past (self, peer 

group, siblings, parents or school) no longer operated with the same force or clarity. (Cogan et al., 

2019) 

 

It is described alternatively as tension, pressure, vulnerability or a fear of everything. None of 

the participants originally used the term ‘anxiety’, but most of them welcomed it as an apt 

description. This presence of anxiety appears as a flip side to emotional emptiness and is experienced 

as a constant background of everyday life. (Vodusek et al., 2014)  
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I used to be more emotional than I am now. In relation to the problems of other people for 

example: I haven’t been feeling any sympathy lately. Even if I see something really bad on TV, 

something that would have made me want to weep in the past, it doesn’t affect me at all now. It’s as 

though I am empty inside. (Vodusek et al., 2014) 

 

Following their first episode of psychosis, many experienced difficulties with emotions; 

acting on, structuring, or holding onto thoughts; communicating; taking care of themselves; knowing 

themselves as persons; relating to others; engaging in spirituality or religion; and working or being in 

school. (Jordan, Malla, & Iyer, 2019) 

 

It was as if one’s self-appraisal was all wrong. A series of internal questionings commenced. 

What is real, who are they, who am I, and who am I in relation to them? Participants described inner 

struggles, using all their senses to determine the reality of the experiences. (Jarosinski, 2008) 

 

He felt that everything had been thrown into question and that he was left with a ‘‘gaping 

hole’’ (Participant 5, Pg 6, Ln 17) in his heart. (Perry, Taylor, & Shaw, 2007).  
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Clients described in detail their changing perception of reality and the onset of hearing voices 

(n=6): ‘The voices were good and evil and I just sort of collapsed that night. I was getting 

overwhelmed with voices in my head; thought bombardment.’ Some clients described their 

experiences as an ending of the world as they knew it (n=2) and one felt that their sense of self had 

disappeared. (Barker et al., 2001) 

 

The futile fight against psychosis  At home, I’m like the bigger brother and should set an example, like if they [younger 

brothers] see me crying it’s ok for them to be crying, you know what I mean (uhuh). They’re quite old 

now, well not old but, I’m old. You don’t see my dad crying. If I see my dad crying, well then, it must 

be serious. Well, I think about crying, I like I think like, I go and take my medication ‘Oh, I’m taking 

my  

medication’, then think like of taking an overdose and start crying and everything you know. 

(Braehler & Schwannaeuer, 2012) 
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I would rather run away from all those things; I just can't focus. It's all so painful, a kind of 

paralyzing sadness. That is what I run away from. I don't want to face it. (Mauritz & Van Meijel, 

2009) 

 

A twofold denial often occurs at the beginning of the mourning process: denial of the 

diagnosis and the need for treatment and denial of the seriousness of the limitations and the 

adjustments that will be necessary in daily life. … However, acting in accordance with this 

knowledge was difficult for a number of them because this presumed a certain acceptance of the 

situation. (Mauritz & Van Meijel, 2009) 

 

Participants described a world of voices and visions that was also compelling. Participants 

often identified a coercive feature of hallucinations that was as puzzling to them as it was to 

onlookers. The voices urged them not only to listen but also to obey and to act on the directions (of 

the voices). The consequences of acting on commands from the voices were considerable. … The 

need to obey or, at the very least, listen to the hallucinations describes the compelling quality of 

hallucinations. Courtesy stated, I know better, and I knowed everything I was doing. I couldn’t walk 

straight and all I wanted to do was sit out in the rain and all of that. And I know everything I was 
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doing, but I just couldn’t help it. I knowed everything I was doing, but I just couldn’t help it. 

(Jarosinski, 2008) 

 

What is crucial here is that the advent of psychosis is experienced in more than half of the 

participants as being at one with oneself (sorely lacking in the pre- and post-psychotic self), positive 

emotional immersion of an undifferentiated sort and an absence of numbing sadness. ‘In the 

beginning I was feeling good and full of hope, at times ecstatic. I had the feeling that if I tried hard 

enough, I could change into a better person, and help make the world a better place.’ This feeling of 

‘full contact’ is accompanied by a sense of being in control and a strong feeling of will and a 

certainty that change is possible: a change of the self and/or a change in the world. As time passes, 

however, this experiential field is turned outside-in, and the subject feels haunted by the very world 

he seemed to control, great fear of punishment or annihilation overwhelms him, and as all sense of 

temporality is lost, so also change becomes merely an article of faith – of hope against hope. 

(Vodusek et al., 2014) 
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There are these areas of softness around the edges. And to me they just represent the feeling 

that I just want to sleep all the time, just go to sleep like a baby does…to escape the reality of my life 

now. (Attard et al., 2017)  

 

Following this superficial explanation, he unexpectedly describes a possible memory of being 

distressed and of considering overdosing on his medication. He quickly withdraws and invalidates 

this disclosure of underlying suicidal feelings, which leaves this part of the narrative unintegrated. 

(Braehler & Schwannaeuer, 2012) 

 

Initially, participants viewed hallucinations as “something to be made sense of,” and 

participants consumed time and energy lending meaning to the hallucinations. As participants 

responded to the compelling nature of their hallucinations, they reported that their behavior 

frequently changed; they became fearful and isolated, abandoned self-care and attempts at 

intervention from others, and often acted on hallucinatory messages. This behavior further served to 

disconnect them from family and friends. In addition, for some participants, this behavior resulted in 

run-ins with the law and frequent admissions to psychiatric faculties (Jarosinski, 2008) 
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Mourning for who I was  Brody also blamed himself for getting unwell and referred to a “loss of respect” for him by 

family and friends. Like Adam, Brody used derogatory terms, such as “a screw loose,” to describe 

himself when unwell. (Connell et al. 2015) 

 

Most had conflicted internal beliefs about this. Four reflected on how psychosis changed the 

course of their life; with this came a tone of grief for the life they could have had, as Jeffrey stated: 

I’d probably already been in college by now and I probably already would have got my 

qualifications, I could have been working and everything. So it probably has held me back. (Attard et 

al., 2017) 

 

Acceptance was characterized as a learning process that facilitated change and improvement: 

“When I’ve had my relapses I’ve gone back and we try and figure out new stuff, and so, we’re getting 

there” (Adam, 80). (Waite et al., 2015) 

 

Accepting the reality of the hallucinations, whatever that reality was, became a slow process 

of learning to live with hallucinations. (Jarosinski, 2008) 
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If the mourning process stagnates, the experiences of loss seem to increase. For example, 

nonacceptance of medication and rules of life can cause symptoms to increase. (Mauritz & Van 

Meijel, 2009) 

 

(3d) The challenge of “acceptance” captured the demanding but necessary nature of 

acceptance: “If you can’t accept it, then you can’t get help” (Esther, 30). Bubbles noted: “It’s quite 

hard coming to terms with, ‘Well, you’ve got this for the rest of your life, so get on with it’, because 

basically that’s what it is, that’s the long and short of it” (Waite et al., 2015) 

 

Several spontaneous expressions of grief occurred in relation to both internal and external 

experiences of loss. Grief reactions were further discussed in specific questions about thoughts and 

feelings in relation to the losses. The mourning process starts with the shocking discovery that a 

person has schizophrenia. (Mauritz & Van Meijel, 2009) 

 

Firstly, adapting to psychosis and the related emotional and interpersonal difficulties seemed 

to involve a process of grieving losses whilst defending against the ongoing threats resulting from the 

psychosis. (Braehler & Schwannaeuer, 2012) 
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The battle for self as a battle against 

disempowerment 

‘They all said the very same things; you’re hallucinating they said.’ ‘I thought what’s caused 

this? So they said the damaged area of the head, this bit round here, that’s all I was told really. It was 

quite evasive really.’ (Barker et al., 2001) 

 

“I just don’t understand why they have to ask you—are you hearing anything, do you hear 

voices, do you feel like killing yourself—they ask you all the time. It’s just like, no I don’t, I don’t hear 

voices. I’m not insane, but that happened…those attacks did happen…It makes me feel like an alien, 

really. Like it makes me feel like not a part of—like they are both like a team, kind of against me. 

That’s how it feels. Like, it just feels like they are normal and I’m not normal.” (Berkhout et al., 

2019) 

 

Participants described several consequences due to their illness. The main one involved social 

stigma and subsequent labelling.  …“when someone is hospitalized, the community labels him as 

“crazy”, “lunatic”. Oh! He has been to Athalassa, he is completely lunatic, he is scum, he is a 

pothead. Similarly, if you are mentally ill, all of them (the society)[…] they stigmatized you. The 

Society. And even the State, sometimes, with the social welfare benefit, (meaning) that you are unable 

to work”. (Kaite et al., 2016) 
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This could lead to feeling angry, fearful, unheard and disempowered: I’m my own person. You 

can’t do this. . . . I was angry at the doctors for locking me up. . . . I’m not angry because I have a 

chemical imbalance. I’m angry because strangers who don’t know me have locked me up and taken 

my freedom . . . I’d gotten locked up and had my freedom taken away for being me. (Dunkley, Bates, 

& Findlay, 2015) 

 

Most poignant was the loss of power, as Jimmy illustrated when he described wanting to be 

“master of my fate”: “I wouldn’t be here, I’d be my own boss—you know master of my fate—because 

ever since I hallucinated it’s made my life pretty bad—you know—real bad.” (Jarosinski, 2008) 

 

When talking about exercise, Ben tells a story of relative personal control; when talking about 

mental illness, he tells an “out of control” story. In this sense, Ben’s stories of becoming unwell 

suggest he did indeed lose narrative agency (i.e., he became unable to author his own narrative) as 

the chaotic, out of control conditions of psychotic illness broke into his life story, displacing his 

earlier sport and exercise stories. (Carless, 2008) 
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For example, some participants experienced stigma in maintaining friendships wherein 

friends expressed a lack of acceptance and willingness to continue the friendships. One participant’s 

mother acknowledged the change in her son’s social circle ‘. . . You know going from the phone 

ringing off the hook for him to nothing . . .’ A number of participants also felt they had to negotiate 

relationships with their parents as they sought to attain independence as young adults. (Romano, 

McCay, Goering, Boydell, & Zipursky, 2010) 

 

Others felt that this fear of relapse was imposed on them by friends or family, and so they 

could not confide in feeling down as they would cause worry or upset for other people. This led to 

some women feeling unable to confide in those closest to them because of the automatic assumption 

that a change in emotions must be a sign of impending relapse. (Robertson & Lyons, 2003) 

 

I had cut my arm, I overdosed on pills, I drank bleach—like a whole list of things that I wasn’t 

even aware of in the moment. Because I just didn’t have a rational mind that makes sense of things. I 

could not make sense of anything in that way…But really—I don’t know it’s kind of hard to explain—

is that me or is that someone else controlling me? …I just felt like someone had taken over my mind. 
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I felt like I had zero control over myself and of anything and that someone else had just – I couldn’t 

really make sense of it. (Berkhout et al., 2019) 

 

I think if I say the word “psychosis” to someone it sounds really big and scary. It’s quite a big 

part of me, em, it affects the ways […] people perceive me, I think if people think that you’ve got this 

(psychosis) you’re not allowed in public with them because you’re weird (pauses). It’s like being 

damaged in some way. (Cogan et al., 2019) 

 

Individuals struggled with their sense of self in the aftermath of psychosis, and with the way 

in which their experience of psychosis was informed by challenges surrounding their self-identity; 

the profundity of this was not always appreciated by the health care team, particularly when these 

experiences could be read through a biomedical lens as ‘‘symptom.’’ (Berkhout et al., 2019) 

 

This research suggests that recovery involves the development of a more collectivist outlook 

and a desire to see changes in mental health services and society in general. In relation to mental 

health services, those interviewed recognised the need for a more collaborative approach, greater 

continuity in care, protection from harm by professionals, wider choice of treatment, more emphasis 
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and guidance on recovery, alternatives to the medical model and more user involvement. At a societal 

level there was recognition of the problems caused by stigma and discrimination and a call for 

greater educational initiatives to raise awareness about mental health problems (Pitt, Kilbridge, 

Nothard, Welford, & Morrison, 2007) 

 

Before I was unwell I needed twenty hands to count all my friends. After being unwell I can 

use two, like people fade away, people drift away, they can’t, they don’t either want to deal with it or 

they don’t understand or when you try to talk to them they don’t listen. (Dunkley et al., 2015) 

 

 

Recovery as rebirth Six participants expressed that although psychosis was distressing, they were glad it 

happened, otherwise they may have been stuck in their old life or in a worse position. Through 

psychosis, they gained insight, support, grew as individuals, and did things they were unable to do 

before, as described below: I wish things were different. I’ve always wished that I didn’t go through it 

but in the same way I had to go through it, it was not a choice. I had to experience it so I think it’s for 

the better that I did because now I’m on the right path. (Attard et al., 2017)  
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Furthermore, participants’ sense of self was not overshadowed by the illness, they were able 

to respond to the challenges of the illness by ways that included making sense of their  experience, 

and were also able to offer support to others. One participant described: ‘I just hope that . . . 

somebody will hear this . . . and benefit from it and realize that somebody can actually live through 

schizophrenia . . . it’s no joke . . . I know how hard it is to face it but it’s something that just has to be 

done, you have to overcome it, and look for a better . . .  future’. (Romano et al., 2010) 

 

Most participants described how, during the process of the illness, they stopped feeling like a 

person and, after the volunteering, once more they felt like a ‘normal’ person: ‘Above all, [it makes 

me feel] like a person because, in the end, you think about it and you don’t even believe in yourself, 

you are afraid of everything, and so, feeling busy, feeling active, makes me feel like a person (…) you 

start building up from the inside, because, somehow, you don’t even feel like a person (…) Seeing that 

I can do things on my own, believe in myself, is, well, like feeling like a person’ (Perez-Corrales et al., 

2019) 

 

Thus, the newly emerging self-identities of the participants who had reached this final stage 

incorporated past, present, and future views of self. They included aspects of a preillness self (those 
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strengths, skills, and interests that remained accessible to them) and incorporated newer understandings 

of what the illness of schizophrenia meant to or for them. The successful integration of these various 

aspects of self allowed individuals at later stages of the process to develop a view of their future self. 

Those who still faced significant struggles with symptoms were unable to connect with or envision a 

self beyond that represented by their illness. (Shea, 2010) 

 

Personal reflection and dialogue with others formed an integral part of the meaning-making 

process. …He hypothesized, “I guess all the bottled up trauma sort of came out. I think that’s what’s 

happening. I think it was meant to happen. I think I needed to go through that to get better.” 

Developing a personal narrative that made sense of their psychotic experience played a key role in 

re-establishing continuity in their life story and moving forward. (Connell et al., 2014) 

 

In this category the participants reach a point where they demonstrate a capacity to integrate 

their self and their illness. They use the flexibility of narrative, incorporated with the dimension of 

time, to combine the different categories into a coherent whole. The emerging self can contain the 

changes and vicissitudes associated with living with the illness. Narrative enables weaving the wide 

range of experiences they have undergone into a coherent whole (Roe & Ben-Yishai, 1999) 
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The initial stage of the recovery process can involve a period of withdrawal but our research 

suggests that, although this may be beneficial initially, ultimately recovery requires active 

participation in life. (Pitt et al., 2007) 

 

The process of being in the group and having their experiences normalised helped group 

members to develop a new understanding of themselves as a person, rather than being defined by 

their voices. Rachael described the change in how she thought about herself: I feel that, that, you 

know, that I am a person at the end of it, even despite these voices, I’m still, you know, Rachael and 

I’m still a person, still have my own, my identity. But, um, I was beginning to lose that a bit, you 

know before I did the group. (May, Strauss, Coyle, & Hayward, 2014) 

 

As a peer, we accept each other. We’re not our diagnosis. We don’t go around asking, ‘‘What’s 

your diagnosis, what’s your diagnosis?’’ We just accept one another for who we are as a person. 

(Marino, 2015) 
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 In telling a successful restitution story, Ben replaces the chaos story which characterised his 

descriptions of the psychotic stages of illness with a more optimistic or hopeful story focused on 

getting back to health. Hence, by returning to running Ben is engaging in an activity which he 

believes has the potential to provide a “cure” but also, perhaps more importantly, successfully 

reconnecting with a valued element of his previous (well) self. According to a clinical psychologist 

who worked with Ben, it was through returning to an activity in which he had previously been 

involved – returning to “normal” things – that running was most likely related to recovery: I would 

see it that it (running) is quite linked to recovery cause it’s maybe getting back a bit of how he used to 

be before he became unwell . . . and so it really is quite significant in that sense: a normal thing to do 

and also a thing that brings one achievement. (Carless, 2008) 

 

The participants described how performing the volunteer work made them acquire a new role, 

that of a volunteer, which becomes a part of who they are and their identity, changing their self-

perception and perceptions concerning how they are and how they feel regarding others.(Perez-

Corrales et al., 2019) 
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Central to the final recovery of self was the full development of self-awareness on the part of 

each individual. Participants who reached the stage of “coming back normal” described themselves 

in a thoughtful and detailed manner, incorporating both positive and negative aspects of self. In 

contrast to those whose self-descriptions were sparse, simple, and/or unidimensional (e.g., illness or 

patient focused), participants in the final stage had developed multidimensional self-identities that 

integrated past, present, and future views of self. Most had some knowledge or concept of themselves 

before their illness that influenced their emerging self-identity. As they moved through the final 

stages of self-recovery, participants described their struggle first to recognize the illness in 

themselves and then to recognize their self beyond the illness (Shea, 2010) 
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Figure 1. Prisma diagram of screening process. 
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Appendix A: Search terms for literature review. 

Embase 

 ('qualitative research'/exp OR 'personal experience'/exp OR 

'qualitative':ti,ab,kw OR 'semi structured interview':ti,ab,kw OR 'personal 

experience':ti,ab,kw OR 'lived experience':ti,ab,kw OR ethnography:ti,ab,kw OR 

'focus group':ti,ab,kw) AND ('psychosis'/exp OR 'schizophrenia spectrum 

disorder'/exp OR psychotic:ti,ab,kw OR psychosis:ti,ab,kw OR 'schizophrenia 

spectrum disorder':ti,ab,kw OR schizophrenia:ti,ab,kw OR schizophrenic:ti,ab,kw) 

AND ('self concept'/exp OR 'self concept':ti,ab,kw OR 'theory of self':ti,ab,kw OR 

'identity':ti,ab,kw OR 'sense of self':ti,ab,kw OR 'myself':ti,ab,kw OR 'loss of 

self':ti,ab,kw OR 'past self':ti,ab,kw OR ‘self-discovery’:ti,ab,kw OR ‘changed 

self’:ti,ab,kw OR ego:ti,ab,kw) 

psychNET 

((IndexTermsFilt: ("Self-Concept") OR IndexTermsFilt: ("Ego Identity") OR 

IndexTermsFilt: ("Ego")) OR (Any Field: ("self-concept") OR Any Field: (identity) 

OR Any Field: ("myself") OR Any Field: ("sense of self") OR Any Field: ("self-

discovery") OR Any Field: ("loss of self") OR Any Field: ("changed self") OR Any 

Field: ("past self") OR Any Field: ("rebuilding self"))) AND ((MeSH: (qualitative)) 

OR (IndexTermsFilt: ("Qualitative Methods OR (Any Field: (qualitative) OR Any 

Field: ("semi structured interview") OR Any Field: ("focus group*") OR Any Field: 

("lived experience") OR Any Field: (“ethnography”))) AND ((Index Terms: 

(psychosis) OR Index Terms: (schizophrenia)) OR (MeSH: (psychosis) OR MeSH: 

(schizophrenia)) OR (Any Field: (psychosis) OR Any Field: (psychotic) OR Any 

Field: (schizophrenia) OR Any Field: (schizophrenic))) 

Web of Science 

 ((qualitative OR "semi-structured interview" OR "focus group" OR "lived 

experience" OR “ethnography”) AND (psychosis OR psychotic OR schizophrenia 

OR schizophrenic) AND ("self-concept" OR identity OR "Ego" OR "sense of self" 

OR "myself" OR "self-discovery" OR "loss of self" OR "changed self" OR "past 

self" OR "rediscovering self"))  
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Commentary text 

 This project is formed of a stand-alone service improvement project 

looking to explore and better understand staff wellbeing and burnout in a unique 

work setting, a psychiatric Place of Safety service. Studies have shown that burnout 

and poor wellbeing remains high amongst mental health practitioners (Volpe, et al., 

2014; O’Connor, Neff, & Pitman, 2018). In addition, poor wellbeing has been shown 

to negatively impact not only the health and wellbeing of staff, but also service user 

quality of care (Salyers et al., 2015; Salyers et al., 2017). Thus, understanding staff 

wellbeing and how we can best improve this is of crucial importance.  

The project was designed at the request of, and in collaboration with, 

members of the management team at a local Place of Safety service. The study was 

commissioned by members of the management team following staff discussions on 

the unique challenges to wellbeing in this occupational context in reflective practice 

sessions. A consultation period occurred between the team and the research team, 

where the needs of the service were discussed in the context of the existing literature. 

Initially, management wished to design a study which looked to implement and 

evaluate an intervention to improve wellbeing, specifically looking to design a 

system whereby staff could receive feedback from clients who had been discharged 

from the service. However, research has shown that interventions are most likely to 

be successful when they have been tailored to meet the specific needs of that staffing 

group (Dreison, Luther, Bonfils, Sliter, McGrew, & Salyers, 2018). Thus, it was 

agreed that, to meet this need, management first needed to better understand staff 

wellbeing in this setting. 

As such, a study was designed to explore and understand the specific 

challenges faced by staff in this unique occupational setting. This was particularly 

indicated as no research has currently been carried out on this area. A mixed methods 

design was used, to capture both qualitative and quantitative data on occupational 

wellbeing. Standardised measures of burnout and job satisfaction, as well as focus 

groups, were used to gather data. This study design was finalised in collaboration 

with a psychologist who provided reflective practice to the team, the team manager 

and deputy manager, and an individual with lived experience of using a Place of 

Safety service.  
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Surviving and Thriving – a Mixed-methods Study of Staff Experiences of 

Occupational Wellbeing in a Psychiatric Place of Safety Service 

Introduction 

Place of Safety Services 

Place of Safety services are specialist crisis services that work with 

individuals placed on section 136 or 135 of the Mental Health Act (MHA) (1983). 

These sections of the MHA give the police power to detain someone in a public 

place, who is thought to be experiencing mental illness and require ‘care or control’ 

and bring them to a Place of Safety service for a Mental Health Act assessment. Staff 

working in these settings face a number of unique challenges, including working 

with service-users who are acutely unwell, may be displaying highly disturbed 

behaviour and may not have had previous contact with mental health services. Staff 

are also working without a traditional multi-disciplinary team or the ability to 

prescribe new medications and are delivering time-limited (24-hour only) care 

covering large geographical areas involving high levels of inter-agency liaison (i.e. 

with police, ambulance and AMHPs). To maintain and improve the wellbeing of 

staff, and consequently the quality of care for service-users in this setting, the impact 

of these unique work conditions needs to be understood. 

Occupational Wellbeing 

Good occupational wellbeing is characterised by higher levels of satisfaction 

and happiness in the workplace, and poor wellbeing by higher rates of stress (Hall, 

Johnson, Watt, Tsipa, & O’Connor, 2016). Conditions which foster prolonged poor 

wellbeing are likely to place staff at risk of burnout, a psychological condition 

characterised by emotional exhaustion, depersonalisation of service-users and 

diminished feelings of personal accomplishment (Maslach & Jackson, 1981). 

Occupational Wellbeing in Healthcare settings. 

Research has shown that poor wellbeing and burnout are significantly 

associated not only with decreased mental and physical health amongst staff (Ahola, 

et al., 2010), but also increased staff turnover, poorer job performance, increased 

rates of serious incidents and reduced service quality within healthcare settings (Hall, 

et al., 2016; Dewa, et al., 2017; Salyers et al., 2017). Thus, reduced staff wellbeing is 

likely to impact on service-users as well as staff by resulting in a poorer quality of 

care (Salyers et al., 2015; Brady, et al., 2012).  
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Studies have found medics and nurses working within mental health 

experience higher levels of burnout than their physical health colleagues (Woodside, 

et al., 2008; Sahraian, et al., 2008). Whilst research is more limited in this area, 

studies have shown staff wellbeing and burnout to be predictive of poorer service 

quality and service-user care within mental health care settings (Salyers et al., 2015; 

Johnson, et al., 2018). These findings are concerning, and there is a need for mental 

health services to identify and address service issues which may underlie poor staff 

wellbeing. 

Staff Wellbeing Interventions. 

Research has shown that interventions that promote staff wellbeing can 

effectively reduce burnout rates amongst health-care professionals (West, Dyrbye, 

Erwin, & Shanafelt, 2016), including MHPs (Dreison, et al., 2018; Gilbody, et al., 

2006; Morse, et al., 2012). A recent meta-analysis of 20 studies showed that 

interventions are more successful when they are tailored to meet the specific needs 

of the particular occupational setting (Dreison et al., 2018). Thus, a critical first step 

to addressing burnout effectively is to understand staff experiences in that 

occupational setting. No existing research looks to understand staff wellbeing 

experiences within the specific occupational setting of a Place of Safety service. This 

is a significant research gap which this study looks to meet. 

Aims 

This study aimed to better understand staff experiences in a Place of Safety 

service in order to inform strategies to protect against staff burnout. 

There were three research questions: 

1. What are staff wellbeing experiences in a Place of Safety? 

2. What are staff perspectives on unique stressors they face in this specific 

context? 

3. What are staff perspectives on what can be done to support them in this 

setting? 

Materials and Method 

Design 

This study utilised a mixed-methods approach, with qualitative data collected 

via focus groups and quantitative data collected via standardised questionnaires. A 

mixed-methods approach was chosen based on the rationale of significant 

enhancement (Collins, Onwuegbuzie, & Sutton, 2006). It was felt that integrating 



125 
 

quantitative and qualitative data would expand data interpretation and allow for 

triangulation between different data sources, and thus further our understanding of 

staff wellbeing experiences. According to Leech and Onwuegbuzie’s typology, the 

mixed-methods design could be classified as partially mixed concurrent dominant 

status design (2009), with the qualitative findings given more weight. 

Ethical approval. 

This study was approved as a Service Evaluation Project by the local NHS 

Trust and the Psychology Research Ethics Committee at the University of Bath (Ref: 

19-225). Consent was given by participants for their data to be used in research. 

PPI (Patient and Public Involvement) input. 

The study was designed in collaboration with an individual with lived 

experience of Place of Safety usage, who provided comments on the appropriateness 

of the research focus, as well as the protocol. Their input was used to finalise the 

research focus and ensure it was important to service users as well as staff, for 

example in making sure the link between staff well-being and service user care was 

well elaborated. 

Service Context. 

This study was carried out in a Place of Safety service, which had been 

operational for 5 years, within a large mental health NHS trust in the UK, serving an 

area with variable levels of social deprivation. The service had 23 permanent staff, 

consisting of HCAs and nurses (bands 3- 6), as well as management. 

Participants 

Participants were invited to partake if they were clinical staff working at the 

Place of Safety at the time of the study. A purposive, parallel sampling technique 

was used. Participants were invited to partake in the study via a group email. 

Procedure 

Written information sheets and questionnaire packs were left at the service, 

completed anonymously by those who consented to participate and returned to a 

collection box in the unit. Three focus groups were held in the Place of Safety 

service (N=2-4 per group) using a semi-structured interview. Only the participants 

and facilitator were present. These were facilitated by the first author (OH), a white 

female in her 20s who was working as a trainee Clinical Psychologist and 

completing her Doctorate in Clinical Psychology. Before data collection, OH 
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visited the service to establish a relationship with staff. During this time, her 

motivations for completing the research were explained and staff were offered a 

chance to ask her any questions they may have. Focus groups lasted 60 minutes and 

were audio-recorded. No field notes were taken. The semi-structured interview 

schedule was designed by drawing on existing literature exploring burnout in 

specialised health-care settings (i.e., Chandler, Newman & Butler, 2017). The 

schedule was then checked for appropriateness by a nurse currently working within 

the Place of Safety service prior to data collection and piloted on an individual not 

involved with the project. 

Measures 

Two questionnaires were used in this study: the Maslach Burnout Inventory-

Human Service Survey (MBI-HSS) and the Job Satisfaction Survey (JSS). 

Maslach Burnout Inventory- Human Service Survey (MBI-HSS, 

Maslach & Jackson, 1981). 

The MBI-HSS is a 22-item, standardised, self-report measure of burnout, 

with three subscales, emotional exhaustion (range = 0-54), depersonalisation (range 

= 0-30) (higher scores indicating higher burnout), and personal accomplishment 

(range = 0-48) (lower scores indicating higher burnout). It has been shown to have 

good test-retest reliability and internal consistency (Maslach & Jackson, 1981). 

Job Satisfaction Survey (JSS; Spector, 1985). 

The JSS is a 36-item, standardised, self-report measure of job satisfaction, 

with a maximum score of 216 and minimum of 36 (with higher scores indicating 

higher satisfaction). It has been found to have a high internal consistency (alpha = 

0.91) and good test-retest reliability (Spector, 1985; Spector, 1997). 

Qualitative Data Analysis. 

Thematic analysis was used to analyse the qualitative data gathered, 

following Braun and Clarke’s methodology (2006). A primarily inductive approach 

to thematic analysis was used, with a (critical) realist stance and experiential focus 

adopted (Braun & Clarke, 2013). Due to the lack of existing research, it was felt that 

this would allow a data-led exploratory analysis and facilitate researchers viewing 

staff accounts as portraying their lived reality. The focus group was transcribed 

verbatim by the first author (OH), with an orthographic transcript produced which 

were not checked by participants (Braun & Clarke, 2006). Complete coding was 

carried out by the first author (OH), with data-driven codes used due to the 
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exploratory nature of the research questions. These codes were then grouped to 

identify recurrent patterns by three members of the research team to reduce personal 

bias. Final themes were reviewed by the research team and member-checked. It was 

felt following focus group two that data saturation was likely to have been reached, 

which was defined as no new themes being identified. A further focus group was 

held to confirm this. However, as a team we recognise that data saturation is a 

controversial topic and not the only consideration in deciding sample size within 

qualitative research (Braun & Clarke, 2019). 

Quantitative data analysis. 

Descriptive statistical analysis was carried out on the quantitative data. This 

was done to address the first research question and help expand on the qualitative 

findings by providing contextualisation and triangulation from different sources. 

Research Team Reflexivity 

The research team consisted of the primary researcher (OH) (a clinical 

psychology trainee), her clinical (MWT) and university (PJ) supervisors (clinical 

psychologists), and a senior mental health nurse (RSB). MWT, PJ and RSB have had 

experience of working in acute mental health settings and inpatient units. It was 

noted that OH was at an earlier stage of her career than the other members of the 

research team, and thus had less exposure to some of the narratives around burnout 

in this field. This was likely to allow OH to bring a more neutral eye to the analysis 

process, whilst other team members could draw on wider lived experience to bring a 

richer understanding of the data. Similarly, PJ had a more remote relationship to 

specifically working in Place of Safety settings, again fostering a more neutral and 

curious stance which was balanced by MWT and RSB’s more intimate 

understanding of this setting. Finally, the majority of the research team were 

approaching the data from the lens of working as psychologists, which 

stood in contrast to the participants who were mostly nurses and HCAs. Thus, 

incorporating RSB’s perspective was felt to be critical to ensure the analysis 

incorporated this alternative perspective. 

Results 

Staff participation 

Of an eligible 23 staff, 20 staff participated (participation rate of 87%), with 

six participants completing both the questionnaire pack and a focus group, three 

completing only the focus group and 11 completing only the questionnaire packs 
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(see table 1 for demographic characteristics of the sample). No specific reasons for 

non-participation were given by the other three staff members. 

Table 1. Demographics of focus group and questionnaire participants 

Demographic Focus Group 

Sample  

N (%) 

Questionnaire 

Sample 

N (%) 

Gender  Female 

Male 

9 (100%) 

0 (0%) 

14 (82%) 

3 (18%) 

Age range  18-24 

25-34 

35-44 

55-64 

1 (11%) 

5 (56%) 

1 (11%) 

2 (22%) 

2 (12%) 

7 (41%) 

6 (35%) 

2 (12%) 

Ethnicity  White British 

White Irish 

White Other 

African 

White and Black 

African 

8 (89%) 

0 (0%) 

0 (0%) 

1 (11%) 

0 (0%) 

14 (82%) 

1 (6%) 

1 (6%) 

0 (0%) 

1 (6%) 

Job role  Health Care Assistant 

Nurse 

3 (33%) 

6 (67%) 

8 (47%) 

9 (53%) 

Length in 

role 

Less than 6 months 

6 months – 1 year 

1 year – 2 years 

2 years – 3 years 

3+ years 

2 (22%) 

3 (33%) 

1 (11%) 

1 (11%) 

2 (22%) 

1 (6%) 

4 (24%) 

1 (6%) 

3 (18%) 

8 (47%) 

Band Band 3 

Band 5 

Band 6 

Band 7 

3 (33%) 

5 (55%) 

1 (11%) 

0 (0%) 

8 (47%) 

5 (29%)  

3 (18%) 

1 (6%) 

Findings 

Three overarching themes were identified: i) united as insiders, ii) surviving 

and thriving: existing in emotional paradox, and iii) narratives of coping (figure 1). 

See table 2 for descriptive quantitative findings and table 3 for qualitative quotes. 
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Table 2. Comparison of MBI-HSS and JSS average scores between sample and 

comparable samples 

Study  Sample Mean JSS 

scores (SD) 

(categorical 

meaning) 

MBI-HSS 

scores (SD) 

(categorica

l meaning) 

  

   Emotional 

exhaustion 

Depersonalisatio

n 

Personal 

achievemen

t 

Current 

project 

17 

clinical 

staff in 

a Place 

of 

Safety 

service 

151.06 

(16.35) 

(satisfied)  

17.24 

(7.52) 

(moderate) 

6.76 (4.66) 

(moderate)  

33.65 

(7.66) 

(moderate) 

O’Conno

r et al. 

(2018) 

Meta-

analysi

s of 

MHPs 

N/A 21.11 

(high) 

6.76 (moderate) 34.60 

(high) 

US 

norms 

data   

2176 

MHPs 

over 20 

sample

s 

136.2 

(ambivalent

) 

N/A N/A N/A 

US 

norms 

data  

664 

Nurses 

over 11 

sample

s 

134.4 

(ambivalent

) 

N/A N/A N/A 

Theme 1: United as Insiders. 

1a. We are unique. Participants drew sharp distinctions between those who 

worked at the service (portrayed as insiders) and those who did not (outsiders). 
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Insiders were seen to hold an exclusive understanding of the work they undertook, 

with outsiders characterised as unable to understand the insiders’ world. Underlying 

this group division was an assumption that the work of this service is unique. Thus, 

as one person explained, “it’s not something anybody else experiences unless you 

work in a Place of Safety”. This uniqueness seemed to be both a challenge and 

strength for the team. Alienation from outsiders appeared to promote greater inter-

team reliance, strengthening the in-group identity, with one participant describing 

their inability to access support from outsiders and stating, “that’s why we have each 

other”. However, staff also described a perceived failure of the wider system to 

understand the unique nature of the work, which could result in their specific needs 

not being catered for. This was seen to be particularly pertinent in relation to the 

physical resources not being appropriately adjusted to meet their needs, which 

resulted in increased risk for the team.  

1b. We are the middle man. Inter-agency working was depicted as a unique 

challenge of this setting, with one person reflecting, “we’re the middle man aren’t 

we”. Staff described high levels of pressure from other aspects of the wider system 

to bring about outcomes that they were unable to enact. Thus, staff seemed to 

perceive themselves as trapped between other agencies, powerless to do as they 

requested and being blamed for things that were not in their control. Staff 

seemed to see themselves as managing the emotional fallout of decisions made by 

other system members for which they were not responsible. Thus, they felt blamed 

by service-users for situations they were powerless to change and did not cause. 

Quantitative findings showed participants scored lower on personal achievement 

than other MHPs (table 2). It is interesting to reflect on whether this score is linked 

to their narratives of perceived powerlessness, as we may hypothesise that 

continually finding themselves trapped in difficult situations they could not change 

may undermine participants’ sense of self-efficacy and personal achievement. Thus, 

we may hypothesis that this is a specific risk-factor for burnout in this healthcare 

setting.  

Challenges were identified in relation to co-working with police. The police 

were described almost as a singular homogenous force characterised by a perceived 

lack of investment in a joint-working approach. This seemed to result in feelings of 

alienation and frustration from staff towards the police, though staff did highlight the 

exceptions, with one person commenting, “there are some that are brilliant”. Staff 
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described a perceived inability of police to understand the nature of their work, 

which could result in miscommunication and frustration on both sides. This specific 

difficult dynamic appeared to be an exemplar of the general communication 

difficulties staff saw as existing between their in-group and outsiders. 

Theme 2: Surviving and Thriving – Existing in Emotional Paradox. 

Staff described existing in paradox, in a state of both survival and thriving. 

Aspects of the work which were presented as challenging were simultaneously 

characterised as what encouraged long-term staff to stay. There was a sense that 

people either survived the challenges and then went on to thrive or left quickly. 

Thus, insiders and outsiders were further distinguished by an almost innate ability to 

handle the variable and fast-paced nature of crisis work. 

2a. Responsible in our powerlessness. This role was characterised by a 

uniquely high level of responsibility sitting in tension with self-perceived 

powerlessness. Due to the lack of a traditional multi-disciplinary team, nursing 

decisions were seen as more powerful. Staff recognised a lack of other team 

members with whom they could share responsibility for decisions about life-

threatening behaviours, and thus their decisions were perceived as directly 

life-changing. This sat in tension with staff’s feelings of powerlessness, which 

seemed rooted in a sense that they were limited in what they could clinically enact. 

Thus, staff seemed to perceive a gap between what they wanted to do and could do 

as clinicians. Staff seemed to experience frustration in relation to these 

uncontrollable limitations as a particularly emotionally challenging aspect of the 

work. Once again, we might hypothesis that this sense of frustration may manifest 

in a lower sense of personal achievement, as reflected within the quantitative 

findings, and be a specific risk-factor for burnout in this setting (table 2). 

2b. The professional mask. Throughout the focus groups, staff spoke of the 

loss of their previous perception of the world. Staff seemed to be existing in a 

paradox between recognising the horrific nature of what they were exposed to, and 

an inability to be horrified. Staff seemed to perceive themselves as having become 

emotionally numb. This process of numbing was seen both as passively done to them 

and actively done by them, with emotional numbing described at times as a chosen 

coping strategy. This process of self-numbing seemed to be equivalent to putting on 

a professional mask which enabled them to perform their job, expressed in stories of 
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the pain that ensued when the mask failed. Findings showed moderate levels of 

depersonalisation amongst participants (table 2). It is interesting to reflect on how 

this may relate to this process of self-numbing. We may also hypothesise that 

deliberately fostering emotional disconnect may place staff at increased risk of 

depersonalising service users and underlie these moderate scores (table 2). Thus, this 

coping strategy may act as a double-edged sword, both protecting staff from and 

simultaneously increasing the risk of burnout. 

Theme 3: Narratives of Coping. 

3a. Team and management empower our coping. Throughout, narratives of 

challenge were balanced with coping narratives which particularly centred on the 

supportive nature of the team and management. The team and management were 

portrayed almost as coping resources, seen as protecting the integrity of individual 

staff as well as the service, with staff predicting higher rates of injury, damage to the 

building and staff turnover without them. In fact, staff reflected a sense that the 

service would not be possible without these resources, with one staff member 

commenting, “I don’t think it would work to be honest”.  

Staff seemed to particularly value the team and management as a vehicle to 

enable processing of difficult incidents. Having this support within the team seemed 

to enable work to be left at work, allowing staff to maintain a protected home space 

which was untainted by their roles. Management were able to prioritise staff 

wellbeing even when staff felt unable to themselves. This appeared to create a space 

within which staff felt contained and valued, with one participant commenting, “you 

just feel really safe”. Despite the high level of unique stressors participants identified 

within the qualitative data, the overall scores of burnout appear equivalent, and 

scores of job satisfaction appear higher, than in comparative samples (table 2). 

We may hypothesise that this is a reflection of the team dynamic and management 

style providing staff with internal resources to manage the demands placed on them. 

Undoubtedly, we might have expected the rates of burnout to be higher given the 

earlier themes. As such, the team and management may be powerful resources in 

preventing individual burnout. 

3b. What’s the end of the story. Staff described the sense of satisfaction they 

gained when they saw the positive impact of their work. Underlying this seemed to 

be a sense that staff engaged with this work to help people, and getting to see that 

this had occurred simultaneously acted as a motivator to continue and strengthened 
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them to cope with the challenges they encountered. However, staff described a gap 

between wanting and being able to know the end of client stories. There was a sense 

that not knowing prevented staff gaining closure of service-user stories. An increased 

ability to access the end of stories was seen as simultaneously needed and 

incompatible with the nature of the Place of Safety due to the time-limited nature of 

input, with one staff member claiming, “you can’t do it here can you”. We may 

hypothesise that staff’s inability to see the impact of their work is likely to have 

contributed to the lower personal achievement scores found (table 2). Thus, this may 

represent a risk factor for burnout in this setting. 

3c. Struggling to cope: moving from insider to outsider. Staff spoke of 

situations which reduced their ability to cope, with exposure to self-harm and 

violence identified as common triggers. Staff distinguished the impact of violence 

from service-users who were seen as having or not having capacity. Interestingly, the 

intention behind violence seemed to mediate the intensity of the pain inflicted, thus 

altering how tolerable these experiences were and their emotional impact on staff. 

These experiences were portrayed as sometimes reducing staff motivation for this 

type of work, with one staff member reporting an internal commentary of, “do I want 

to continue to do this long term which wasn’t there before the assault”. 

Table 3. Themes, sub-themes and related quotes.  

Over-arching 

theme 

Sub-

theme 

Quotes 

United as insiders  P1: its completely alien talking about it 

you know to friends and family who 

don’t work around it… and you can’t 

really explain it  

P2: they don’t know what to say… from 

my husband he says I don’t know what to 

say to you…  

P2: that’s why we have each other (long 

pause) I think we are like you said 

earlier we are like a really really strong 

team  
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 We are unique P2: oh yeah I’ve just been to training 

and it was like I don’t think I could work 

up there… 

P1: I hate it when people say that 

though 

P2:….even though he was mental health 

services (laughs) 

P2: so even like some people have 

horror stories about us that people make 

up and its like Chinese whispers but… 

we are looked at as though this scary 

place to work for some reason we have 

this label attached to us… cause all you 

hear is the extreme things 

P3:… and we can take anyone that 

comes through the front door so we 

should be able to handle like that level 

of risk but our building doesn’t quite 

hold up and it’s been used… bits on the 

wards been used as weapons…  

 We are the 

middle man 

P3: we are stuck between getting the 

AMPs to uh assess… and then stuck 

between police who are pushing more 

like patients on us and we’re just on like 

the middle bit of the conveyer belt 

P2: um we just tend to have you know a 

service user you know kicking off 

because they really need that and it’s not 

like you are not trying your best 

P2: we are just trying to manage what 

everybody gives us  

P3:… cause they’re their (police’s) 

patients it’s their detention and we’re 
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looking after them so I think they should 

be involved more instead it feels a little 

bit more like detain and dump… 

P2: Well it’s not our fault that we haven’t 

got a space we’re full they know we’ve 

only got four beds … and then it’s like 

you know they (police) get quite arsy  

Existing in 

emotional paradox – 

surviving and 

thriving 

 P2: …know a few who have just said 

quite openly this is just not for me I can’t 

deal with the… I can’t deal with not 

knowing how my shift is gonna be… and 

although that is part of psychiatric 

nursing there is obviously on other… 

you know I worked on wards before 

where this is such a routine like we said 

at the start…  

P1: that would drive you crazy 

P2:…yeah I couldn’t do that now I 

couldn’t go back to doing all that writing 

up ward round reports… 

 Responsible in 

our 

powerlessness 

P1:… You’re a lot more involved here 

with patients’ care than you are 

anywhere else… on (NAME REMOVED: 

NAME OF WARD)  for example it’s 

again its always someone else’s 

responsibility it’s the doctors’ 

responsibility if you’re not getting leave 

if you’re not allowed this if you’re not 

allowed that it’s nothing to do with 

you… whereas here you’re just a lot 

more involved 

P2: holding somebody’s responsibility 

for their life in your hands… and that 
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sounds so… extreme but sometimes 

that’s what it is 

P3: yeah we can give them a time and 

then we can be so wrong and cause it’s 

not down to us but we’re the ones who 

have told them that and yeah… they get 

frustrated and we’ll get frustrated as 

well  

 The 

professional 

mask 

P3: I think I’m somewhat more cynical 

in my life than I was before I started 

working here 

P1: does make you cold in some ways 

doesn’t it … it’s like… well everybody’s 

suicidal  

P3: it’s not just that I think it’s traumatic 

stories as well like… we live day in day 

out of people wanting to end their life 

and that loses meaning after a while 

like… 

F: Is that sort of a positive thing being 

able to become a bit desensitised to it? 

P3: it’s a positive thing if you want us to 

continue working here (laughter)  

P3: and I think that’s why you do 

desensitise cause you are looking after 

yourself because at the moments it 

catches you off guard and you find 

yourself quite attached and…. Quite 

hurting over it that’s when it’s really 

hard to pull back and crack back on  

Narratives of coping Team and 

manager 

P2: like I said earlier we have a really 

really one of the things that makes us go 

and keep going is this team… otherwise 
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empower our 

coping 

I think most people would not work with 

you would see a turnover of staff… very 

much if we do not have a good team we 

have a very very good manager  

P3: I was gonna say I think you build 

relationships in the team a lot quicker 

and stronger you’re really reliant on 

each other so much to like flag risks … if 

you’ve got the left arm that somebody is 

going to hold on to the right arm for 

dear life so that doesn’t come your way 

like and just trusting each other 

P3: … I think it causes you to gather as 

a team in a way as sort of afterwards 

you’ll go and be like oh my god what 

kind of day have we just had like this is 

not this is not what you expect when you 

go into work in the morning and then 

you go home and you get the chance to 

sort of get it off your chest 

P2: thing is you might not you might 

think I’ve got to carry on …then [the 

team manager will] message you at 

home and then you’ll go no no I’m fine 

I’m coming to work and [the team 

manager will] say no its my decision 

you’re staying home you know which is 

great 

 What’s the end 

of the story? 

P2: I remember when they came in in 

crisis… they were totally different and 

I’m like oh my god… this is this 

person… and then you go like yeah this 
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is what I want to do that is why I am 

here… 

P3:… that’s the one thing I do find sad 

about working here is that you don’t 

always get the chance to have long-

term… you know you don’t see people 

get better 

P3: just the people who stick with you I 

think the people who you think oh gosh 

how are you going to get on in the next 

place or like I don’t know… 

P2: I hope you’re not dead 

P3: yeah… just the people that stick with 

you I think… the ones you want to… 

follow up after 

 Struggling to 

cope: moving 

from insider to 

outsider 

P2: self-harm obviously … but self-harm 

to a point … where some of it has been 

pretty horrific …  

P2: you know staff have been assaulted 

we’ve had to witness our friends and 

colleagues be assaulted or abused which 

is horrible 

P2: but if they’re that ill they can’t 

control themselves there is a difference 

between them being that ill and them 

coming in here and just thinking that’s 

OK for them to be like it … yeah don’t 

get me wrong I do get arsy  

P1: and you would hope that upon 

discharge you could then follow up with 

your complaint and… go for like an 

assault charge or something like that but 

it just… people aren’t interested  
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Discussion 

This study aimed to understand better the wellbeing experiences of staff 

working in a Place of Safety service. Findings showed on average moderate levels of 

emotional exhaustion, depersonalisation and personal accomplishment amongst this 

sample and average levels of job satisfaction as satisfied. Interestingly, levels of 

burnout were not higher than general findings amongst MHPs (O’Connor et al., 

2018), with levels of emotional exhaustion lower and job satisfaction ratings higher 

than those in comparable roles. This is surprising given the intensity of 

the job role and high level of unique challenges which were identified in the 

qualitative data collected. 

Psychological models emphasise the role of demands-resources imbalance in 

the formation of burnout (Maslach & Leiter, 2016). The Job Demands-Resources 

model postulates that burnout occurs when high levels of demand co-exist with a 

lack of resources to meet this demand (Karasek, 1979). Whilst participants identified 

a high level of demand within their roles, findings also highlighted protective factors 

such as the cohesive team unit, the compassionate leadership style, the ability to 

process difficult incidents verbally both formally and informally and strong in-group 

identity. Staff seemed to conceptualise these factors as enabling them to cope 

with the demands of the job, and thus we might hypothesise that the surprising 

quantitative data trends are reflective of the high demands of the role existing in 

balance with protective resources. 

These findings cohere with wider research, which has shown inter-team 

relationships and managerial approaches significantly impact MHP wellbeing, as 

well as the important role of debriefing (Taylor & Barling, 2004; Chandler, Newman 

& Butler, 2017; Onyett, 2011). Participants seemed to highlight the importance of 

feeling supported and safe in enabling coping and learning in this setting, which 

reflects some of the insights seen in the growing evidence base on compassionate 

leadership (de Zulueta, 2016). Research has shown the importance of creating a work 

environment characterised by psychological safety, particularly in high-risk 

settings, and the importance of mutual trust amongst team members (West & 

Chowla, 2017; de Zulueta, 2016; Lown & Manning, 2010). Thus, a key insight from 

this study is the importance of team relationships and managerial approaches in 

reducing rates of burnout in high-pressured specialised settings. Promoting 

compassionate leadership and creating protected time for team bonding are critically 
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important and may result in improved service-user care and a reduction in service 

incidents by enabling increased staff wellbeing. 

Whilst a strong coping narrative can be seen in the findings, staff did identify 

challenges, including inter-agency working and their inability to know the end of 

service-user stories. There was a sense that working in this specific setting increased 

exposure to these difficulties. It seems likely that some of these specific stressors 

may underlie the lower personal achievement scores seen in the quantitative data, 

and thus that they form risk factors for burnout in this unique setting. 

These findings may hold relevance for those working in crisis settings more 

widely including MHPs working in inpatient or forensic services, but also other 

professional groups such as police, paramedics or A&E staff. This study may offer 

important initial insights into how these challenges can be managed, and what 

resources can protect staff from burnout. Further research drawing on these findings 

and considering them with other crisis teams is needed. 

Limitations 

The lack of diversity in the sample (primarily white and female) may limit 

the generalisability of this study and present a possible threat to the findings. 

Additionally, the small sample size limits the generalisability of the quantitative 

findings, though does not present a threat to the qualitative findings due to the 

different meaning of ‘generalisability’ within qualitative research (see Carminati, 

2018). However, no previous staff wellbeing research has been carried out in Place 

of Safety services. As such, this study provides important initial insights, but further 

research which addresses these limitations is needed to build on these findings. 

Conclusion 

This study looked to explore wellbeing experiences of staff in a Place of 

Safety service. Findings showed on average moderate levels of emotional 

exhaustion, depersonalisation and personal accomplishment, and satisfied levels of 

job satisfaction, which were comparable to other MHPs. Staff reported stressors 

unique to this setting but also highlighted that strong inter-team bonds and 

compassionate leadership enabled staff to cope with these demands. 
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Commentary text 

  Based on findings highlighting some of the unique challenges faced 

by this staff group, recommendations were made to the management of the 

commissioning service which relate to service changes and future research (see table 

1 below). Key recommendations included: additional support to be provided 

regarding reporting assaults, and time to be allowed for the processing of difficult 

incidents. The importance of the management style was also highlighted, as well as 

the need for more functional relationships to be fostered between the Place of Safety 

and the police. In addition, the need to review the physical resources and ensure they 

were up to standard was indicated. Moreover, staff highlighted their desire for a 

formalised process by which they could learn the end of service users’ stories. 

Finally, the need for a protocol by which inappropriate cases could be declined by 

staff was also highlighted. Findings were also fed back to the staff via presentation in 

a staff meeting and in a lay summary dispensed by email. Staff felt that the findings 

reflected the reality of their lived experience working in this setting and agreed with 

all the recommendations suggested. Staff also suggested some additions to the 

recommendations, such as asking on-call managers to shadow night/weekend shifts 

as part of their training. These were incorporated into the final list of 

recommendations. 

Table 1. Service improvement recommendations.  

Key finding 1 

Throughout the data, the importance of management was highlighted as a 

resource to support wellbeing and prevent burnout. In particular, a compassionate 

leadership style appeared to be key, where the manager was able to prioritise 

staff’s wellbeing as individuals, particularly when they felt unable to do this 

themselves. This appeared particularly pertinent in this setting where the acute and 

crisis nature of work could otherwise result in a culture where staff’s wellbeing 

was seen as secondary, and burnout rates would subsequently be higher. 

Recommendation 1 

Given the important role management play in this service, it seems 

important to further define and capture the elements of the current leadership style 

which are fostering wellbeing. This crystallisation process could enable this style 

not only to be continued and implemented more widely within the current service, 
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but also to be implemented in other acute, crisis mental health teams where it may 

similarly act as a protective factor. As such, carrying out a piece of research on the 

leadership approach could help further foster this aspect of the team and is a 

recommendation from this study. A piece of action research, involving discussions 

with management and staff, may be particularly useful. 

Key finding 2 

Another key finding in the data was the current difficulties seen in 

relationships with the police, and possible negative impact this may be having on 

staff wellbeing. 

Recommendation 2 

As such, a key recommendation would be for the Place of Safety service to 

continue to foster closer working relationships with the police. As this difficulty 

appeared partially based on misunderstanding, it may be useful for police and 

Place of Safety staff to shadow shifts at each other’s services, to increase 

understanding of the challenges faced in both roles. In addition, fostering regular 

communication, and perhaps formalised meetings, between management of the 

local police services and the Place of Safety management at regular intervals could 

provide space for any ongoing difficulties to be raised and discussed. Moreover, 

additional mental health training for police officers could be provided to help meet 

any specific knowledge gaps in these areas, as well as teaching on the service 

limitations of the Place of Safety. In addition, extra support could be provided 

from the police service more widely to empower individual officers to make 

decisions regarding detention (in line with expert advice from the Place of Safety) 

which may reduce the number of inappropriate detentions. 

Key finding 3 

Staff also highlighted frustration around the lack of assault charges which 

are followed up within the service following incidents of violence and aggression. 

There was a sense this resulted in staff feeling less safe in their place of work and 

devalued in their roles. 

Recommendation 3 

As such, our third recommendation is for additional measures to be put in 

place to support staff to make assault charges where appropriate. This could 

include management providing additional encouragement and support with 
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reporting assault changes. Extra training could also be provided to police around 

staff reporting, to promote a culture amongst officers which supports staff in 

making charges where appropriate. This, in particular, may include education 

around mental health and capacity, to challenge the assumption that assault 

charges are not appropriate in this specific setting. In addition, identifying a liaison 

officer who could provide additional support around these cases may be useful, to 

ensure specialist understanding and provide a formalised process which staff can 

navigate.  

Key finding 4 

Staff also highlighted the importance of being able to process difficult 

incidents within the workplace. This appeared to enable staff to leave ‘work at 

work’, acting as a protective factor that enabled staff to cope with the stressors of 

their work.  

Recommendation 4 

Based on this finding, we would emphasise the need to ensure there are 

protected spaces within which staff are able to process difficult experiences. In 

particular, we would recommend having protected spaces for ‘cold debriefs’ and 

‘hot debriefs’, with protected spaces for more formalised processing (such as 

supervision, reflective practice) but also informal peer processing. This could 

include a protected period (such as 10 minutes) within the daily handover 

meetings where staff who have been on shift are able to reflect on the shift with 

peers. 

Key finding 5 

Another key reflection for staff was the negative impact of being unable to 

know the end of service-user stories. Staff reflected on how this could make it 

more difficult to move on from particularly emotionally pertinent clients, and 

whilst staff reported informally finding ways to navigate this difficult, it was still 

identified as one of the more challenging aspects of working in this uniquely short-

term, intensive setting. 

Recommendation 5 

Thus, we would recommend that the service look to implement a 

formalised process by which staff can be notified on the endings of service-user 

stories. This may be via notes, or via direct feedback from service-users 
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themselves. A further research project exploring how a feedback-loop of sorts can 

be successfully implemented may be of use. 

Key finding 6 

There was a sense from staff that the unique needs of the service need to be 

recognised and met by upper management, with a particular focus on the need for 

the physical resources (such as the building) to reflect the risk level which is faced 

by staff. Presently, staff seemed to feel the building was not appropriately adapted 

to meet the risk level that staff faced, and this was impacting on their ability to feel 

safe at work. 

Recommendation 6 

A key recommendation based on this finding is for upper management to 

review the physical resources of the service, and to make any needed changes to 

the building in order to ensure staff safety is maintained. It may be useful for a 

space to be facilitated where staff are able to feed back their concerns to upper 

management, as this may help staff to feel heard and validated even if there are 

limitations on the physical changes that can be made.  

Key finding 7 

Another key finding seen in the data was the dedication of staff to their 

role, and how this increased their motivation to engage with the challenges of this 

work. Whilst this is likely to underlie the hard-working nature of the team, it did 

seem this might increase the rate of exposure to difficult incidents, which might 

place staff at risk of becoming more emotionally desensitised.   

Recommendation 7 

As such, another recommendation is for formalised processes to be put in 

place which empower Place of Safety staff to decline cases that are not appropriate 

for the service. It was felt this might help staff feel able to place boundaries within 

the work that are necessary for their own wellbeing. Moreover, additional training 

for on-call managers (who cover Place of Safety shifts but are not always as used 

to the set-up of this service), specifically covering when it is appropriate to refuse 

particular cases, may be useful. This could include a script for on-call managers to 

follow. In addition, on-call managers could be required to shadow Place of Safety 

shifts (particularly night/weekend shifts which they tend to cover) to gain a better 
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understanding of the service prior to starting their role. This in turn could help 

limit the exposure of staff to inappropriately risky cases. 
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Lay summary 

What were we interested in? 

Research has shown that staff wellbeing is a significant predictor not only of 

staff mental and physical health, but also service-user experience and service quality. 

It has also shown that staff working in mental health settings are at higher risk of 

poor wellbeing and burnout.  Therefore, it is really important that staff wellbeing is 

supported within mental health services. Studies have shown that the most successful 

forms of staff support are specifically tailored to meet the needs and stressors faced 

by staff in that setting. As such, a crucial first step to supporting staff wellbeing is 

understanding staff experiences of working in a particular setting. Currently, there is 

no research which looks to explore staff experiences of working in a Place of Safety. 

This project looked to address this gap by exploring staff wellbeing amongst those 

working in a Place of Safety setting. It is hoped this will allow insight into the 

specific needs of this staff group, and therefore enable services more widely to better 

support staff working in these settings.  

What did we do? 

We explored staff wellbeing in two ways: through questionnaires exploring 

burnout and satisfaction, and focus groups where we explored staff’s experiences of 

working in this setting.  

What did we find?  

Burnout and job satisfaction.  

 Our results showed moderate levels of burnout amongst staff, and average 

levels on the job satisfaction questionnaire as scoring in the satisfied 

category. These findings are comparable to other people working in mental 

health, with slightly better scores on wellbeing and satisfaction found 

amongst staff who took part in our study as compared to other mental health 

professionals.  

Challenges 

 This finding initially seemed surprising, given the unique and intense 

challenges which were highlighted in the focus groups, including high 

exposure to self-harm and violence, high feelings of responsibility felt by 

staff which seemed linked to the lack of traditional MDT, the inability to see 

the end of service-user stories and the challenges of inter-agency working. 
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Staff highlighted in the focus groups how these challenges could negatively 

impact on wellbeing, resulting in feelings of exhaustion and becoming 

emotionally numbed that could impact on home-life.  

Coping narratives 

 However, within the focus groups, these stories of challenge seemed to be 

balanced by strong narratives of coping which were particularly linked to the 

compassionate and supportive management approach and the strong cohesive 

team unit. Staff seemed to see the management and other team members as 

empowering them to cope with the challenges they faced, equipping staff 

with coping resources which help to balance out the challenging demands of 

the role.  

Ongoing stressors 

 However, despite the clear ability of the team to cope with the significant 

challenges of the role, certain areas were highlighted as causing ongoing 

stress. These included: relationships with other services resulting in staff 

feeling ‘caught in the middle’, particularly in relation to working with the 

police; frustration around lack of assault charges following violence in the 

service and a sense that the perceived intentionality of the violence in certain 

instances made it less easy to bear; difficulty not knowing the outcomes of 

service-users due to the short-nature of the interventions; and frustration that 

the physical resources of the building were not appropriately matched to the 

risk-level of service-users, which was perceived to place staff at unnecessary 

additional risk. 

Recommendations?  

Based on the above, a number of recommendations have been made which 

will be fed back to the service. These include:  

 A follow up study being carried out with management to better understand 

their leadership approach, which seems to be crucial in enabling this team to 

cope so well with stressors, so that it can be better understood and used in 

other similar settings 
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 Management to continue putting in place projects which enable better 

relationships between Place of Safety staff and the police to be built, and 

facilitate understanding of each other’s roles 

 Additional support to be put in place to support staff in making assault 

charges 

 Ensuring staff have protected spaces for formal and informal debriefs, with 

supervisors/within reflective practice but also with other team members 

 A formalised process by which staff could learn about service-user outcomes 

to be put in place, so staff can know ‘the end of the story’ 

 Upper management to review the physical resources of the service to ensure 

it meets the risk level appropriately 

 More formalised processes to be put in place which will enable staff to 

decline cases which are too risky to be safely contained in the service. 

Particularly, training and support to be given to enable on-call managers who 

may be less knowledgeable about the needs of the service, including getting 

on-call managers to shadow night/weekend shifts 
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Appendices 

Appendix 1. Interview schedule.  

What is a typical shift like working in the Place of Safety service? 

What are the common challenges you face working in this service? 

How do these challenges impact on you? 

PROMPT: inside of work? 

PROMPT: outside of work? 

Are there any challenges that are specific to this sort of service as compared to other 

services you have worked in? 

How do you cope with these challenges? 

What else could further support your coping in this setting? 
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Epistemic Injustice amongst Voice-hearers with and without a Clinical Need: a 

Qualitative Thematic Analysis Study 

Introduction 

Epistemic injustice refers to a form of discrimination wherein an individual is 

undermined in their position as a knower due to belonging to a marginalised group 

(Fricker, 2007). Two form of epistemic injustice exist: testimonial and hermeneutical 

injustice (Fricker, 2007). Testimonial injustice refers to a form of discrimination 

where an individual’s testimony is given less credibility because they belong to a 

marginalised group. Testimonial injustice results from the listener holding particular 

stereotypes about the speaker’s group, leading the speaker’s testimony to be seen as 

less credible (e.g. women’s testimonies of sexual assault being disbelieved in 

patriarchal societies). Hermeneutical injustice is a form of discrimination where a 

group is unable to contribute to shared societal concepts used to make sense of our 

experience, due to their marginalisation in society and disempowerment. Thus, this 

means they are unable to make sense of their experiences, epistemically 

disadvantaged and disempowered. 

Originating from the field of feminist literature (Fricker, 2007), the concept 

of epistemic injustice is being increasingly applied to the experiences of those who 

are facing mental illness (Carel & Kidd, 2014; Crichton, Carel & Kidd, 2017; Sanati 

& Kyratsous, 2015; Tate, 2018). Kidd and Carel (2014; 2017) argue that these 

experiences are, in part, a result of negative stereotypes and structural power 

imbalances, which result in ill people being epistemically marginalised.  

The concept of epistemic injustice may be particularly relevant for 

individuals who hear voices, which is a common symptom in a range of mental 

health diagnoses including psychosis and schizophrenia. However, people in the 

general population also report hearing voices, which are not always associated with 

distress or impairment, and may indeed be viewed as a positive experience (e.g. a 

spiritual gift). Studies have shown varied estimations of prevalence of voice-hearing 

in the general population, from 4.1% to 14.8% depending on age and country, and 

have shown the mechanisms and phenomenology of the voices to be similar between 

clinical and nonclinical voice-hearers (Johns et al., 2014; Baumeister et al., 2017). 

Despite evidence for ‘healthy’ voice-hearing experiences in the community, Crichton 

and colleagues (2018) suggest that stereotypes of voice-hearers as ‘unreasonable’ are 

particularly prevalent, which in turn puts them at particular risk of having their 
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credibility undermined. It has been argued this group is at particular risk of a form of 

global testimonial injustice, whereby their credibility in general is viewed as lacking, 

in light of having unusual experiences (Sanati & Kyratsous, 2015). 

Research has highlighted the particular difficulties voice-hearers can have 

making sense of their experiences and integrating these into their self-understanding 

(McCarthy-Jones et al., 2013). Voice-hearers in receipt of mental health care have 

reported having to explain their voices by adopting concepts that they may not feel 

entirely represent their experience, such as medicalised approaches, and being 

disempowered in conversation with professionals, causing distress and reinforcing 

self-perceptions of being ‘not normal’ (Oakland & Berry, 2015; Lee et al., 2019). 

These experiences reflect an absence of hermeneutical resources and validating 

social responses, which can be understood using Fricker’s framework as incidents of 

epistemic injustice. In contrast, non-clinical voice-hearers have reported an increased 

ability to make sense of their experiences, in part due to access to ideas and concepts 

that enabled them to understand their experience in a meaningful way, e.g. religious 

or spiritual beliefs (Heriot-Maitland, Knight & Peters, 2012). Thus, the research 

reflects a distinction in the way clinical and non-clinical voice-hearers make sense of 

their voices and suggests this distinction may be critical in understanding distress in 

relation to voices. There is a need for research which explores whether voice-hearers 

do experience epistemic injustice, whether this differs between clinical and non-

clinical voice-hearers and how this relates to voice-related distress. 

Aim 

The aim of this study is to explore experiences of epistemic injustice in 

clinical and non-clinical voice-hearers to build on the existing literature on the role 

of sense-making and societal marginalisation in determining distress and impairment 

associated with voices. 

Research question 

What are voice-hearers’ experiences of epistemic injustice? How do these 

experiences compare between voice-hearers with and without clinical need? 

Method 

Design 

The design was a qualitative study and is reported in line with the 

Consolidated Criteria for Reporting Qualitative Research (COREQ) and Critical 

Appraisal Skills Programme tool (CASP) for qualitative research (Critical Appraisal 
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Skills Programme, 2019) guidelines. An experiential, critical realist epistemology 

was adopted (Braun & Clark, 2013). Thus, interview questions focused on exploring 

participants’ lived experience, and analysis assumed that people’s lived reality was 

real but also recognised the inability of us as researchers to properly access or 

understand that reality. 

Participants and recruitment 

Participants were recruited via both NHS and non-NHS routes using 

purposive sampling. Inclusion criteria were: Adults (18+ years), sufficient English-

language proficiency to take part, current voice-hearing experiences (score of ≥2 

item 1 of Scale for the Assessment of Positive symptoms (SAPs; Andreasen, 1984), 

and a ‘yes’ on item 5 Psychosis Screening Questionnaire (PSQ; Bebbington & 

Nayani, 1995)), voice-hearing not exclusively experienced during drug or alcohol 

use. Non-clinical voice-hearers additionally had to have not received care from 

mental health services in relation to their voices, and have been hearing voices for at 

least 5 years to rule out people who may be in the prodromal phase of a psychotic 

illness, and to have no unmet need associated with their voices (score ≥2 on self-care 

and psychological distress on the Camberwell Assessment of Need Short Appraisal 

Scale – patient version (CANSAS-P; Tobias, Slade & Thonicroft, 2020). Clinical 

voice-hearers could either be receiving current or historical care 

from mental health services in relation to their voices. NHS recruitment focused on 

people who heard voices in the context of a diagnosis of psychotic-spectrum or 

affective disorders (ICD-10, F20-F39; WHO, 1993). 

Non-NHS routes included sending adverts to special interest groups and 

liaising with gate-keepers such as the Society of Psychical Research (SPR) and 

spiritualist churches. Participants recruited via NHS services were identified by 

Community Mental Health Teams (including Early Intervention services) and 

eligible service users were approached by their care coordinators to take part. All 

participants were provided with either a paper or online copy of the information 

sheet according to preference and had the opportunity to ask questions and think 

before deciding whether to participate. Informed written consent was obtained for all 

participants via an online system (Qualtrics), which also included some brief 

screening questions to check eligibility. Any participants not meeting the eligibility 

criteria were excluded at this point. 

Screening Measures 
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Psychosis Screening Questionnaire (PSQ; Bebbington & Nayani, 1995). 

Item five from this measure was used which asks whether the respondent has 

heard voices in the past year, and whether this voice spoke ‘quite a few words’. This 

is rated on a scale 1-3, (1= ‘yes’, 2 = ‘unsure’ , 3= ‘no’). 

Scale for the Assessment of Positive symptoms (SAPs; Andreasen, 1984). 

Item one from this measure was used which asks whether a respondent has 

heard voices when no one else is around, rated on a scale 0-5. Participants were 

eligible to take part if they scored ‘2’ or more (i.e. at least occasional experiences of 

voice-hearing). 

Camberwell Assessment of Need Short Appraisal Scale – patient version 

(CANSASP; Tobias, Slade & Thonicroft, 2020). 

Items 4 and 9 (on self-care and psychological distress) were used to screen 

for possible undiagnosed clinical need amongst the non-clinical voice-hearing 

population. These items checked for issues with self-care or psychological distress. 

This is rated on a scale 1-3 (1= unmet need, 2 = need which is met, 3 = no need). 

Participants were eligible to take part if they scored a ‘2’ or higher, indicating no 

unmet needs. 

Data collection 

Data was collected via individual semi-structured interviews conducted by 

the primary researcher (OH) (see Appendix A for interview schedule). Careful 

consideration was given to minimising any potential distress due to the sensitive 

nature of the topic under discussion. The interview schedule was developed in 

consultation with an Expert by Experience and was also piloted with a lay person. 

Interviews were conducted remotely via phone or video call, as data 

collection took place over the course of the COVID-19 pandemic (3rd Dec 2020-12th 

Feb 2021). Interviews were audio-recorded and transcribed verbatim by the primary 

researcher. Participants were given the opportunity to take a break or stop the 

interview at any time. Participants were compensated for their time with a £10 

voucher. The primary researcher was based at home for data collection. Transcripts 

were not returned to participants to be checked. 

Ethics 

The study was reviewed and given a favourable opinion by the East of 

Scotland Research Ethics Committee (REC reference: 20/ES/0054; date 02/06/2020) 
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and approved by the Health Research Authority (IRAS number: 278490; date 

03/06/2020). All participants gave written consent. 

Data analysis 

Thematic analysis was selected as the analysis approach, due to its focus on 

exploring recurrent patterns of meaning and ability to highlight 

similarities/differences across a sample. A primarily inductive approach was used, 

with some deductive coding drawing on the conceptual framework of epistemic 

injustice. An experiential, critical realist epistemology was adopted (Braun & Clark, 

2013). Clinical and non-clinical transcripts were coded alongside one another, 

with descriptive themes then generated for each group separately. Descriptive 

themes can be understood as surmising multiple similar codes by grouping and 

summarising them and remain close to the data. Analytical themes go beyond what is 

explicitly stated in the data, instead reflecting the underlying conceptual framework 

which is used to answer the research question. Analytical themes were devised by 

the research team as a whole after reflecting on the descriptive themes and the data 

narrative. 

Due to the lack of existing research, it was felt that this would allow a data-

led exploratory analysis and would facilitate researchers viewing participants’ 

accounts as portraying their lived reality but reflective of only one specific 

experience, thus allowing us to identify differences. In addition, thematic analysis 

does not require a homogenous sample, which we felt was appropriate given the 

diverse types of people who hear voices. Themes were generated for the sample as a 

whole, with a particular focus within the write-up on pulling apart 

similarities/differences between the clinical and non-clinical groups. 

Validity and credibility. 

Multiple validation methods of findings were used, including: final theme 

checking by the research team (including an individual with lived experience of 

voice-hearing), identification of outliers and keeping of a reflective log. 

Research team and reflexivity 

The research team consisted of a trainee clinical psychologist (OH), two 

clinical psychologists (PJ and CK), a psychiatrist (MB) and someone who hears 

voices (CA). Most of the researchers approached the analysis from the perspective of 

professionals working within mental health. CK brought expertise in qualitative 

methods of research. PJ and MB had wide-ranging experience working clinically and 



162 
 

completing research with voice-hearers, whilst OH did not and could bring a more 

neutral and curious perspective. Including CA’s perspectives was felt to be 

especially important in order to bring the perspective of a voice-hearer and mental 

health service-user. Her contributions involved contributing to the design of the 

study, the study materials and protocol, attending the analysis meetings, inputting on 

the descriptive and analytic themes, and commenting on the final manuscript. 

Examples of her contributions included emphasising the importance of not being 

biased towards negative perceptions of voices, and adding a question to the interview 

schedule (‘Can you tell me about whether you tell people you hear voices and 

why?’). 

Results 

Participants 

Seventeen participants in total took part in the study. Nine non-clinical and 

five clinical participants were recruited via non-NHS routes and three clinical 

participants were recruited via the NHS. A further 10 people expressed an interest in 

the study but did not take part – three people were not eligible, six people failed to 

respond within the recruitment period and one person was unable to find a mutually 

convenient time or medium by which to complete the interview. 

The clinical group consisted of four women, three men and one participant 

who choose not to disclose their gender identity. Three participants identified as 

White British, two as British, one as Asian, one as mixed White-Black Caribbean 

and one choose not to disclose their ethnic identity. Five participants were recruited 

via non-NHS services and three were recruited via NHS Early Intervention and 

Community Mental Health teams. Two participants were aged 18-24, two were aged 

25-29, one was aged 40-44, one was aged 55-59, one was aged 70+ and one choose 

not to disclose their age. All had heard voices for over a year, with voice-hearing 

length ranging from 1.5-70 years (there was no minimum length of voice-hearing in 

the inclusion criteria for participants recruited through NHS services as by definition 

they had already developed a ‘need for care’). 

The non-clinical group consisted of six women and three men. Two 

participants identified as White British, three as British, one as Pakistani, one as 

Swiss, one as Black and one as Indigenous American. Four participants were 

recruited by contacting special interest groups (spiritualist churches and angelic 

healing centers), one by snowballing and four via placing an advert with the SPR. 
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One participant was aged 25-29, one was aged 40-44, two were aged 50-54, two 

were aged 55-59, two were aged 60-64 and one was aged 65-69. All had heard 

voices for over five years, with voice-hearing length ranging from 6-50 + years.  

The participants recruited via the NHS had diagnoses of unspecific non-

organic psychosis (F29.X), first episode psychosis (F29) and differential diagnosis of 

moderate depressive episode (F321). Two of the participants were taking anti-

psychotics at the time of the study, and they had been known to services between a 

range of 1-3 years. 

On the SAPs the clinical group had a mode of 4 (clear evidence of voices that 

occur every day) (range = 4-5), and the non-clinical group had a mode of 3 (clear 

evidence of voices; they have occurred at least weekly) (range=2-4), with the non-

clinical group having a mode of 3 (no need) (range=2-3) on item 5 and 9 on the 

CANSAS-P. This shows that the non-clinical group did not have unmet self-care or 

psychological needs, and thus are very unlikely to be members of the clinical 

population who have yet to be identified as requiring care from mental health 

services. Moreover, the overlapping range on the SAPs of both groups indicates 

similar frequency of voice-hearing, although the modal average was higher in the 

clinical group. 

Findings 

Overall, a journey of changing identity, relationships and social position 

within the world was described by those with both clinical and non-clinical 

experiences of voice-hearing. However, whilst themes occurred on a dimensional 

spectrum (i.e. I am reduced to a label vs. I am more than I was before), there was a 

clear mirroring of experiences between the two groups reflected in the below themes 

occurring in pairs. See table 1 for examples of codes and themes and Figures 1 and 2 

for maps of the conceptual framework. 

 

Figure 1. Map of themes including dimensional spectrums of theme pairs. 
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Figure 2. Map of forms of injustice found within the conceptual framework.  
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Changing identity thematic pair 

1. I am reduced to a label: clinical group theme 

Clinical participants reflected a strong sense that their identity had been 

obliterated and replaced by their identity as a voice-hearer. Participants found this 

cascaded from their past, into their present and the future, eradicating previous 

achievements and skills, limiting future opportunities and relationships, and defining 

how they were seen by others and saw themselves in the present. Social narratives of 

voice-hearers as violent, dangerous, abnormal and untrustworthy dominated social 

interactions and their new sense of self, with participants experiencing high levels of 

stigma which, by being internalised, shaped how they saw themselves. This stood at 

odds with the experiences of the non-clinical participants, who experienced their 

voice-hearing as adding to their identity in a positive way without overriding their 

existing identities (see non-clinical group theme): 

I think generally they are perceived as a little bit sort of… words almost psycho 

they’re perceived as a bit quirky or weird or… yeah um I think people are a bit 

scared about it almost like yeah people are almost a bit scared about it and yeah 

that definitely had an impact on me sort of saying about it and opening up about 

it (C6) 

2. I am more than I was before: non-clinical group theme 

Non-clinical participants reflected that voice-hearing had positively added to 

their identity, giving them a unique skill, a special power, a sense of purpose, and for 

many a passion and career. They characterised voice-hearing as just a part of who 

they are, which added to, but did not define, their identity or relationship with 

themselves. For many, the voices formed friends who acted as their confidants and 

protectors, and added colour and richness to their lives: 

it feels like that voice is more than just a voice it’s like… it sometimes feels 

like this voice is hugging me or embraces me or… yeah… it's like I’m having 

kind of a relationship with that voice it’s like having a best friend or 

something (laughs) (NC4) 

Changing relationship thematic pair 

1. Yearning to be normal: clinical group theme 

Participants reflected that their label of voice-hearer led them to be ostracised, 

rejected and marginalised within society. They noted that their experiences ran 

counter to what was seen as ‘normal’, resulting in voice-hearing being perceived as 
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shocking and abnormal. This left them with a profound sense of being societal 

outsiders who existed on the fringes of normal life. They reported a deep yearning to 

be normal and able to re-engage with society, but a sense of hopelessness that this 

would never be possible again: 

I suppose I… I didn’t want to be viewed as insane or mad or weird or cause no 

one wants to be perceived as weird or odd or sort of societally unacceptable um 

they they want to sort of fit in and be accepted and it’s quite hard to think that 

potentially you might not ... (C6) 

2. I am protected and treasured within a loving and safe community: non-

clinical group theme 

Participants reported that the voices increased their social contact, integrating 

them into a loving and accepting community where they felt cherished, treasured and 

loved. For them, the voices increased their social connectedness, inviting new 

relationships with other voice-hearers, strengthening existing relationships and also 

adding the new relationships with the voices themselves. However, there was a 

strong sense that whilst they were safe in the harbour of this community, the 

community was rejected by mainstream society and thus there was danger when they 

left this specific, protected harbour. This contrasted with the experience of the 

clinical participants who had no safe harbour to escape social rejection and 

ostracisation, thus losing old relationships and the ability to form new ones due to 

their identity as a voice-hearer (see clinical group theme): 

I think you have an innate connection with people who are like-minded … you 

know you are drawn to social groups with the same-minded … you tend to know 

people who are soul mates on your journey you know (NC5) 

Changing power and position thematic group 

1. I am trapped at the bottom of the social ladder - my hopes and 

opportunities for the future are gone: clinical group theme 

Participants reflected a significant sense that they were now at the bottom of the 

social ladder, and moreover that they were stuck there as the rungs they could have 

climbed to escape had been removed. There was a profound sense of hopelessness 

amongst the clinical participants related to concerns that their hopes and 

opportunities in the future had been washed away by the social response to their 

identity as a voice-hearer. This in turn appeared to manifest as a deep sense of grief 

for the person they used to be and who they could have become. This stood at odds 
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with the non-clinical participants, who found voice-hearing placed them in elevated 

positions of power and influence, looked up to and at points revered, if only within 

their limited safe community (see non-clinical theme): 

but as… as for finding employment I don’t suppose anyone would touch… 

touch me with a barge pole I don’t know how… virtually unemployable I 

would imagine (C2) 

I don’t tend to tell people but it… it’s really hard to describe it’s like their 

energy towards you changes … I think they’ve learnt a lot of this behaviour 

from tv …I have had the question well if you hear voices why aren’t you in a 

mental hospital and that’s quite upsetting to me cause like that’s not that’s 

you know that’s not the place for everyone (C7) 

2. The precarious honour of being placed on the pedestal: non-clinical 

group theme 

Non-clinical participants reflected that becoming a voice-hearer led to an elevation 

in their social status, resulting in others placing them on a pedestal and viewing them 

as leaders, teachers and healers. They described others coming to them for wisdom, 

guidance and healing, particularly the mediums who view voice-hearing as a gift that 

allows them to help others. However, there was a sense this was a precarious honour, 

with those outside of their community rejecting and misunderstanding them, 

meaning they could be knocked from the pedestal at any time: 

when they’re learning they tend to think you have some sort of superhuman 

power… um… so… so very often you are put on a bit of a pedestal and then 

my job is then to encourage clients and students that everything I have is 

actually very normal (NC1) 

3. Not everyone finds their lighthouse: shared theme 

Across both groups, a recurrent theme was the impossibility of making sense of 

voice-hearing when it first occurred due to the complete absence of shared, societal 

concepts which allowing for meaningful sense-making (hermeneutical injustice). 

Voice-hearers felt forced into using the only available concepts to put words to their 

experience, and thus had to draw on a medicalised approach which they felt at odds 

with and pressured into using. However, some voice-hearers went on to find a 

community, such as a spiritualist church or the Hearing Voices network, where they 

met other voice-hearers and were given concepts, skills and a language which 

allowed them to make sense of what was happening. These safe communities served 
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as a sort of lighthouse, guiding them towards safe waters and protecting against 

hermeneutical injustice. Thus, the ability to find some sort of community, even if 

they were rejected by mainstream society, was crucial to recovery for both groups 

(see the clinical and non-clinical group themes for this thematic group): 

you can kind of start a sentence and then kind of forget what you’re saying and 

someone’s like yeah I know what you mean you mean this and I’m like yeah I 

mean that … there was something super profound about… about that 

experience… it’s just like you’re immediately in a pack … I often feel alone in my 

experience… but that aloneness really kind of shifted … you know you’re a 

fisherman and … like you’re alone in your experience of fishing but you know 

there are other fishermen who are there you know that if you fell off that they 

would kind of come and help you (C1) 

4. I am cast as the unreliable narrator of my own experience: shared theme 

Finally, most participants reflected on being cast as an unreliable narrator due to 

their voice-hearing experiences, with others tending to dismiss them as not to be 

believed and less credible due to their voice-hearing (testimonial injustice). This 

included disbelief of their symptoms and own framework of understanding around 

this, as well as a more general disbelief of anything they said due to them being 

perceived as untrustworthy as they heard voices. This led the participants in turn to 

become less certain in themselves, resulting in some actually starting to question 

their own thoughts, feelings and emotions due to this testimonial injustice they were 

facing: 

people are often dismissed in society and you know and there’s a lot of it’s a 

lot for people to get their heads around especially like with media and um the 

label schizophrenia and with particular connotations um then you know then 

people have said to me I have this label schizophrenia and then I look in the 

paper and this is what this is what it says you know and that in itself is like 

well but yeah the media’s the media (C2) 

I think it is a worry I think it is a worry that people don’t … don’t believe 

what I feel don’t think that it really exists (C8) 

Discussion 

This paper describes a qualitative study exploring experiences of voice-

hearing amongst 17 clinical and non-clinical voice-hearers. Two pairs of themes 
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were constructed from semi-structured interviews related to i) identity and ii) 

relationships and one group theme related to iii) power and position. 

The findings reflect existing research which has shown voice-hearers are at 

risk of both global testimonial injustice and hermeneutical injustice (Sanati & 

Kyratsous, 2015; McCarthy-Jones et al., 2013). In addition, it coheres with research 

showing differences in social responses to clinical and non-clinical voice-hearers 

(Heriot-Maitland et al., 2012). 

In addition, this study demonstrates that the framework of epistemic injustice 

is a useful theoretical tool by which we can make sense of the discrimination faced 

by marginalised groups such as voice-hearers. Drawing on philosophical concepts 

has historically provided insight into the issue of stigma. The writer and chemist 

Primo Levi, who himself was a holocaust survivor, argue that to be stigmatised is to 

be diminished in status in some way, which is experienced by the individual as a 

threat to self and triggers shame (1947). This experience of being shameful to 

themselves and others then traps the individual into a position of being rejected and 

marginalised. However, whilst these theories are useful to understand the 

intrapsychic and interpersonal processes associated with stigma, they fail to address 

the systemic factors which may cause and maintain stigma and marginalisation on a 

group level. The theory of epistemic injustice seems to meet this need by providing a 

language by which to describe patterns of discrimination which occur on an 

interpersonal and systemic level and maintain discrimination and marginalisation. 

This in turn may also have clinical applications by highlighting the need for 

services to intervene on a community level given the key role this form of 

discrimination appears to play in voices becoming distressing. Thus, this study has 

also shown Fricker’s model of epistemic injustice to be applicable and relevant to 

this population, and has added to the theoretical understanding of voice-hearing by 

creating a framework which allows us to explore stigma and its impact at a systemic 

level. 

In terms of the strengths and limitations of the study, the main strength is the 

inclusion of a person with lived experience as part of research team including 

analysis and also additional input from people with lived experience of voice-hearing 

and using mental health services in planning the study. In addition, whist previous 

literature in this area was mainly theoretical, this paper presents empirical data on the 
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lived experience of people who hear voices, significantly adding to the existing 

evidence-base (Lee et al., 2019; Tate, 2019). In terms of limitations, whilst 

the sample displayed some diversity in terms of age, gender, and ethnicity, the 

participants were predominantly white and from Western societies. Thus, the results 

may not be generalisable to other ethnic groups or cultures not represented in the 

sample. This is particularly important given wide cultural differences in how voices, 

and mental health difficulties, are conceptualised in general. However, 

generalisability is not often the goal of qualitative research, and the concept 

of information power has may be more appropriate to draw on. Information power 

judges the power of the data gathered by looking at whether the data-set contains 

information of an appropriate depth and breadth for the research aim, sample 

specificity and whether it is using an established theory or not (Malterud, Siersma, & 

Guassora, 2016). This study has high information power on the dimensions of depth 

and breadth given the in-depth nature of the semi-structured interviews which 

yielded rich data. It also relates to a very specific population, and draws on an 

established theory, further increasing its information power. 

Clinical implications and Future Research 

This paper highlights that mental health services may need to adapt the way 

they intervene with clients. Services need to look to provide a community for voice-

hearers where they are believed and given a language to understand their 

experiences. Early intervention models, such as those in the United Kingdom (UK), 

do include a focus on psychosocial intervention. However greater focus needs to be 

placed on the provision of ‘safe harbours’ which allow clients to access non-

medicalised concepts to make sense of their experiences in a non-threatening 

and meaningful way. There is also a need to tackle stigma and marginalisation, as 

this appears to be one of the key causes of voice-related distress. This may include 

services becoming involved with anti-stigma campaigns. Including voice-hearers’ 

stories within these campaigns could help dispel myths regarding this group and also 

introduce alternative sense-making frameworks into society. This paper shows that 

tackling epistemic injustice should be an important part of any mental health 

service’s approach with this population. Thus, this paper serves as a challenge to 

services and professionals to ensure their practice includes dismantling 

epistemic injustice. 
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Drawing on the concept of epistemic injustice can help us to understand and 

evaluate the impact of interventions on clients’ experiences of stigma. This may be 

useful in evaluating anti-stigma campaigns, understanding the experiences of other 

highly stigmatised conditions such as personality disorder, addiction or eating 

disorders, and the interactions of those with mental health conditions in medical 

settings. More research is needed to begin to operationalise ‘epistemic injustice’. 

This will allow professionals to draw on it as a tool by which to assess the impact of 

practice at an individual and service-wide level. 

Conclusion 

Voice-hearers, regardless of whether they experienced voice-related distress 

or not, were subject to wide-spread experiences of epistemic injustice, which were 

seen to arise from entrenched mental health stigma in society. Some voice-hearers 

described significant benefit from having access to a ‘safe harbour’ where they were 

loved, believed and helped to make meaningful sense of their experiences. These 

insights could help inform anti-stigma campaigns, as well as improve care for people 

receiving mental health care for distressing voices, who sometimes experienced 

psychiatric services as perpetuating epistemic injustice. 
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Table 1. Examples of codes, descriptive themes and final analytic themes.  

Analytical 

themes 

Descriptive 

themes 

Codes Group 

I am reduced to a 

label 

I am reduced to a 

label 

Hearing voices 

changed my 

relationship with 

myself 

I don’t like myself 

anymore 

The reframing of 

voice-hearing from 

‘abnormal and 

shocking’ to 

‘normal and 

natural’ as reducing 

shame and stigma, 

and allowing for 

increased hope of 

recovery 

Being a voice-hearer 

means you are limited 

in what you can do 

with your life 

I am limited in the 

spaces I can occupy 

within society because 

of stigma 

I did not have a choice 

- lack of information 

and collaboration 

within the diagnosis 

and or treatment 

process as 

disempowering voice-

hearers 

'I don't want to be put 

in a box or seen as a 

label' – voice-hearers 

as reduced to a 

category - 'they don't 

see us as individuals' 

Mental health as more 

stigmatised, and 

therefore seen as less 

acceptable to discuss 

and incomparable to, 

physical health 

My identity as a 

'voice-hearer' is seen 

Clinical 
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as 'trumping' pre-

existing skills and 

identities = my ability 

to do my job is 

questioned 

Others view voice-

hearing as defining of 

my identity 

I am more than I 

was before 

Voice-hearing is 

just a part of me 

I am more than I 

was before 

Hearing voices 

changed my 

relationship with 

myself 

I am a teacher – voice-

hearing as giving me a 

new part of my 

identity 

I am a teacher of 

voice-hearing and 

mediumistic skills - it 

is my job to guide my 

students in how to 

understand their 

voices, communicate 

about them and make 

sense of them 

 

Non-Clinical 

Yearning to be 

normal 

Relationships are 

more challenging 

Society views 

voice-hearers as 

dangerous, 

abnormal and 

shocking – I am 

marginalised and 

stigmatised 

The voices are my 

tormentors, 

Voice-hearing has 

changed how I relate 

to people 

Voice-hearing has 

changed the role I 

hold in social groups = 

I feel different and like 

an outsider 

Voice-hearing means I 

am no longer 

Clinical 
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torturers and 

enemies 

compared to previous 

or 'normal' standards 

'I just want to be 

normal' - desire to be 

normal as opposed to 

an 'abnormal' voice-

hearer 

I am protected 

and treasured 

within a loving 

and safe 

community 

Voice-hearing as a 

source of 

community and 

connection 

You are instantly 

part of the pack  

The voices are my 

friends, allies and 

protectors 

Voice-hearing hasn't 

changed how others 

respond to me 

Voice-hearing helps 

me help others - I can 

give them information 

and that is profound 

Voice-hearing as a 

source of connection 

and community 

There are pockets of 

society and 

communities within 

which I can be open 

and feel safe 

There is a community 

for voice-hearers - but 

it is a specific and 

distinct community 

that is not well 

accepted by society or 

open 

Voice-hearing allows 

me to help people 

Non-Clinical 
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Voice-hearing has 

allowed me to connect 

with a new community 

I am loved and 

treasured in this 

community 

I am loved and 

treasured by the voices 

I am viewed as a 

leader, healer and 

teacher – I hold an 

important and 

influential position in 

my community 

because I am a voice-

hearer 

I am trapped at 

the bottom of the 

social ladder - my 

hopes and 

opportunities for 

the future are 

gone 

Social narratives 

that voice-hearing 

is shameful and 

abnormal lead to a 

perception it is ‘not 

OK’ to discuss 

voice-hearing – this 

undermines voice-

hearers ability to 

have a voice in 

society and 

reinforces feelings 

of loneliness and 

internalised stigma 

I am scared to 

disclose – I know I 

will be judged and 

I am marginalised 

within society because 

others make incorrect 

assumptions about me 

due to prevalent 

stigmatising narratives 

about voice-hearers 

I am ostracised – 

voice-hearing leading 

to a change in my 

social status and who 

would engage with me 

I am ostracised and 

people fear me due to 

stigmatising and 

stereotyped 

Clinical 
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people will make 

incorrect 

assumptions about 

me based on 

stigmatising 

stereotypes, and I 

fear how this will 

change how they 

see and respond to 

me 

I am marginalised 

and ostracised 

I am rejected and 

alone 

I am at the bottom 

of the social ladder 

assumptions about 

voice-hearers 

I am part of a 

marginalised group 

that I want to advocate 

for 

'I am reduced to a 

label' - being a voice-

hearer reduces my 

identity to being a 

voice-hearer and 'ill' 

or 'crazy' 

Negative impact on 

your sense of self 

from the stigmatising 

views of others - 

internalised stigma 

Negative stereotypes 

and social narratives 

and reactions 

reinforcing negative 

perceptions I hold of 

myself due to hearing 

voices 

Mental health and 

voice-hearing as 

indicative of a 

personal failing, 

unlike physical health 

- therefore should be 

hidden and shows you 

'can't' occupy 
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particular roles in 

society 

The precarious 

honour of being 

placed on the 

pedestal 

Being a voice-

hearer leads me to 

be 'put on a 

pedestal' - I am 

looked up to 

I am a teacher, 

leader and healer 

I am a community 

leader 

I am looked up to 

and revered 

I am a teacher – voice-

hearing as giving me a 

new part of my 

identity 

I am a teacher of 

voice-hearing and 

mediumistic skills - it 

is my job to guide my 

students in how to 

understand their 

voices, communicate 

about them and make 

sense of them 

I am viewed as a 

leader, healer and 

teacher – I hold an 

important and 

influential position in 

my community 

because I am a voice-

hearer 

I give information to 

others using my gifts – 

this is a profound way 

to heal and help 

Non-Clinical 

Not everyone 

finds their 

lighthouse 

I cannot access the 

concepts needed for 

me to make 

meaningful sense of 

my voices – as 

such, the 

Ability to make sense 

of the voices as 

impacting how 

overwhelming the 

voices are 

Shared 
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experience is more 

overwhelming, I 

cannot put my 

experience into 

words and I am led 

to make sense of 

them in more 

catastrophising and 

frightening ways 

(hermeneutical 

injustice) 

I was empowered to 

make sense of my 

experiences by 

being given access 

to concepts and 

language which 

helped me make 

sense of my 

experiences in a 

meaningful way 

‘We are all in the 

same boat’ – 

relationships with 

people with 

experience of 

voice-hearing 

allows you to 

access new 

concepts, feel seen 

and understood, and 

therefore better 

Clarity of 

understanding 

impacted by the ability 

to make sense of the 

voices 

Concepts needed to 

make sense of voice-

hearing are not readily 

available generally 

within society 

Difficulty making 

sense of voices makes 

it hard to put 

experiences into 

words 

Generally in society 

voice-hearers don't 

have access to ideas 

which enable them to 

make sense of their 

experience - making it 

more overwhelming, 

confusing and harder 

to put the experience 

into words 

Being given access to 

new ideas as 

empowering sense 

making by helping me 

put words to my 

experience 

Having a language to 

express my experience 
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understand your 

experience  

 

is key to mine and 

others’ understanding 

Having more access to 

concepts which 

facilitated sense 

making would enable 

people to feel more 

confident to seek help 

'Getting the message 

out there' - promoting 

voice-hearers voices 

allows for alternative 

social narratives to be 

formed that help 

voice-hearers feel 

accepted, and to 

understand their 

experience (in a non-

medicalised form) 

If I can't express my 

experiences in words 

then others can't 

understand that part of 

my life and it is 

'hidden' 

Inability to make 

sense of the voices in 

a useful way as 

making me 'more ill' 

Inability to put the 

experience of voice-

hearing into words 



185 
 

means others can't 

understand 

I can only make 

meaningful sense of 

the voices when I am 

empowered to access 

relevant ideas 

I am cast as the 

unreliable 

narrator of my 

own experience 

Voice-hearing 

identity leading 

others to believe the 

person less and 

them be seen as 

‘less credible’ 

Voice-hearers 

leading them to be 

dismissed regarding 

their own lived 

experience  

Voice-hearers are 

not believed about 

their voices or other 

things they give 

testimony about 

I am believed less as I 

am a voice-hearer 

Others question what 

the voices as saying 

about them - their trust 

in me is diminished 

because I'm a voice-

hearer 

I am discriminated 

against because of 

voice-hearing 

I am dismissed - my 

opinions are seen as 

less important and 

valid as a voice-hearer 

If I come across as ill, 

others will see me as 

less credible and give 

less weight to what I 

say 

My opinions are given 

less weight as I am a 

voice-hearer 

My perception and 

understanding of my 

own symptoms is 

Shared 
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viewed as less valid 

because I am a voice-

hearer and therefore 

'ill' 

Narrative that voice-

hearers should be 

believed less or are 

less credible as further 

feeding into 

marginalisation and 

their voices not being 

heard in society 

My views on things 

over than voices are 

dismissed because I 

am a voice-hearer 

(global testimonial 

injustice) 
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Appendices 

Appendix A. Interview Schedule. 

1. Can you tell me about your experiences of hearing voices?  

2. Can you tell me how hearing voices has impacted on your relationship with 

others?  

a. Can you tell me some moments that stand out to you in relation to 

this?  

b. Positive? 

c. Negative? 

3. Can you tell me how hearing voices has impacted on how others respond to 

you?  

a. Can you tell me some moments that stand out to you in relation to 

this? 

b. Positive? 

c. Negative? 

4. Can you tell me how did you make sense of your voices?  

a. What led you to make sense of your voices in this way?  

b. Has this changed over time? 

c. What resources did you have access to that helped you make sense of 

your voices?  

5. Can you tell me how hearing voices has impacted on your relationship with 

yourself? 

a. How does this relate to your relationship with others? 

6. Can you tell me what voice you think people who hear voices have in 

society?  

a. How does this impact on you as someone who hears voices? 

7. Can you tell me about whether you tell people you hear voices and why? 
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Executive summary 

This portfolio contains three studies exploring the impact of psychosis on 

identity amongst people with psychosis; staff wellbeing in a unique, high-pressure 

occupational setting; and the experiences of a form of discrimination called 

epistemic injustice amongst people who hear voices and do/do not have a mental 

health need associated with their voices. 

The first study was a literature review looking at how someone’s identity 

might be changed by experiencing an episode of psychosis. To explore this, a 

systematic approach was used, meaning that literature was identified and selected in 

a replicable way to increase the transparency of findings. Studies using qualitative 

methods as the sole approach or part of their approach were selected. Papers 

exploring how the experience of psychosis had impacted on identity, with identity 

defined as the concept we hold of ourselves as a person who continually 

exists within our social world, were included for synthesis. A thematic synthesis 

approach was used, which is a form of qualitative synthesis where all data in the 

results section is labelled and then grouped to find underlying concepts and themes. 

Five themes were created: psychosis as an obliteration of the old self; the futile fight 

against psychosis; mourning for who I was; the battle for self as a battle against 

disempowerment; and recovery as rebirth. Results highlighted the huge impact an 

experience of psychosis can have on an individual’s identity. In particular, it showed 

the key role that sense-making around these identity changes plays in recovery and 

the crucial impact of clinicians on the process of making sense of one’s experiences. 

This has implications for clinical practice, including: the need for services to move 

away from an individualistic symptom-focused understanding of recovery and 

intervene on a community and societal level to address the social losses experienced 

within psychosis; the importance of adopting a person-centered 

approach to treatment to avoid replicating the trauma inflicted by psychosis within 

the treatment process; and the need for services to allow space for meaning-making 

in relation to identity within interventions. 

The second paper was a service-related project commissioned by a 

psychiatric Place of Safety (POS) service in an urban NHS trust. The project looked 

to better understand the unique stressors faced by the staff team in that setting, as 

there was no existing research exploring staff wellbeing in POS services. As such, 

this study looked to meet this gap, therefore allowing management to better support 
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staff wellbeing. A mixed-methods approach was used, with qualitative data gathered 

via focus groups held with staff at the POS service and run by the author of this 

thesis. Quantitative data on job satisfaction and staff burnout was also gathered 

using two well-validated measures: the Job Satisfaction Scale and the Maschler 

Burnout Inventory. Descriptive statistics for the quantitative data were generated, 

while thematic analysis was used to label the focus group transcripts and find 

repeating patterns of meaning or ‘themes’. Findings showed staff scored within the 

moderate range for emotional exhaustion, depersonalisation and personal 

accomplishment, and in the satisfied range for job satisfaction. Three overarching 

themes were identified: i) united as insiders, ii) surviving and thriving, and iii) 

narratives of coping. Thus, despite staff highlighting many unique setting-related 

stressors they reported facing regularly, participants showed comparable levels of 

wellbeing to other MHPs. It is suggested this is due to a number of factors, including 

the compassionate approach to leadership of the management team, the cohesive 

team unit and the ability to process difficult incidents verbally in formal and 

informal settings. 

Finally, the third paper was a qualitative study exploring experiences of a 

certain form of discrimination called epistemic injustice amongst voice-hearers. 

Epistemic injustice is a form of discrimination where someone’s ability to 

understand things or share their experiences and be believed is undermined as they 

belong to a group which is marginalised within society, such as voice-hearers. For 

example, someone might not believe the things a voice-hearer says because they are 

a voice-hearer. Alternatively, a voice-hearer might not be able to make sense of their 

voice-hearing experiences as the concepts needed for this are not accessible within 

mainstream society because voice-hearers are not listened to. While there is an 

emerging recognition within medical research that the concept of epistemic injustice 

might be useful to understand the experiences of those who hear voices, and to 

explain why some people are distressed by their voices and others are not, there is 

very little research on this topic. This study looked to address this gap by comparing 

the experiences of epistemic injustice amongst voice-hearers who do/do not have a 

mental health need associated with their voices. 

A qualitative method was used, with 17 voice-hearers recruited from special 

interest groups (e.g. spiritualist churches), Hearing Voices groups and NHS mental 

health services to take part in semi-structured interviews. Interviews were 
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transcribed verbatim and analysed using thematic analysis. Of these 17 voice-

hearers, nine were voice-hearers with no mental health need associated with their 

voices and eight were voice-hearers with a mental health need. Eight themes were 

constructed overall. It was found that themes were mirrored between those with and 

without a mental health need, with both groups having themes related to identity, 

relationships, power and position. In addition, two additional shared themes showed 

that both groups experienced two forms of injustice called testimonial (not being 

believed) and hermeneutical (not being able to make sense of your experiences) 

injustice. Overall, findings showed that while both groups of participants 

experienced epistemic injustice, the presence of a ‘safe community’ for voice-

hearers without a mental health need where they were valued rather than rejected for 

hearing voices significantly reduced the impact of epistemic injustice and their 

overall distress. Thus, mental health services can better support voice-hearers with a 

mental health need by challenging epistemic injustice and providing safe havens for 

voice-hearers. 
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Research appendix 

Appendix 1. Author instructions for Early Intervention in Psychiatry.  

1. SUBMISSION 

Thank you for your interest in Early Intervention in Psychiatry. Authors should 

kindly note that submission implies that the content has not been published or 

submitted for publication elsewhere except as a brief abstract in the proceedings of a 

scientific meeting or symposium. 

Once the submission materials have been prepared in accordance with the Author 

Guidelines, manuscripts should be submitted online 

at http://mc.manuscriptcentral.com/eip 

For any queries regarding submission, please contact eip.eo@wiley.com. 

We look forward to your submission. 

This journal accepts articles previously published on preprint servers. 

Early Intervention in Psychiatry will consider for review articles previously 

available as preprints. You may also post the submitted version of a manuscript to a 

preprint server at any time. You are requested to update any pre-publication versions 

with a link to the final published article. 

By submitting a manuscript to or reviewing for this publication, your name, email 

address, and affiliation, and other contact details the publication might require, will 

be used for the regular operations of the publication, including, when necessary, 

sharing with the publisher (Wiley) and partners for production and publication. The 

publication and the publisher recognize the importance of protecting the personal 

information collected from users in the operation of these services, and have 

practices in place to ensure that steps are taken to maintain the security, integrity, 

and privacy of the personal data collected and processed. You can learn more 

at https://authorservices.wiley.com/statements/data-protection-policy.html 

 

2. AIMS AND SCOPE 

Early Intervention in Psychiatry publishes original research articles and reviews 

dealing with the early recognition, diagnosis and treatment across the full range of 

mental and substance use disorders, as well as the underlying epidemiological, 

biological, psychological and social mechanisms that influence the onset and early 
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course of these disorders. The journal provides comprehensive coverage of early 

intervention for the full range of psychiatric disorders and mental health problems, 

including schizophrenia and other psychoses, mood and anxiety disorders, substance 

use disorders, eating disorders and personality disorders. Papers in any of the 

following fields are considered: diagnostic issues, psychopathology, clinical 

epidemiology, biological mechanisms, treatments and other forms of intervention, 

clinical trials, health services and economic research and mental health policy. 

Special features are also published, including hypotheses, controversies and 

snapshots of innovative service models. 

In contrast with mainstream healthcare, early diagnosis and intervention has come 

late to the field of psychiatry. Early Intervention in Psychiatry creates a common 

forum for researchers and clinicians with an interest in the early phases of a wide 

range of disorders to share ideas, experience and data. This journal not only fills 

a gap, but also creates a new frontier in academic and clinical psychiatry. 

3. MANUSCRIPT CATEGORIES AND REQUIREMENTS 

Articles reporting original work that embodies scientific excellence in psychiatry and 

advances in clinical research  (maximum word count for text 3000; abstract 250); 

 

Reviews which synthesize important information on a topic of general interest to 

early intervention in psychiatry. (maximum word count for text 5000; abstract 250); 

 

Brief Reports which present original research that makes a single point, or negative 

studies of important topics (maximum word count for text 1500; abstract 150); 

 

Early Intervention in the Real World, a special features section which focuses on 

issues such as service descriptions and delivery, and clinical practice guidelines 

(maximum word count for text 3000; abstract 250); 

 

Editorials or New Hypotheses.  Please contact the editorial office before writing an 

Editorial or New Hypotheses article for the journal (maximum word count for text 

1000); 

4. PREPARING THE SUBMISSION 

Wiley Author Resources 
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Manuscript Preparation Tips: Wiley has a range of resources for authors preparing 

manuscripts for submission available here. In particular, authors may benefit from 

referring to Wiley’s best practice tips on Writing for Search Engine Optimization. 

Article Preparation Support: Wiley Editing Services offers expert help with 

English Language Editing, as well as translation, manuscript formatting, figure 

illustration, figure formatting, and graphical abstract design – so you can submit 

your manuscript with confidence. Also, check out our resources for Preparing Your 

Article for general guidance about writing and preparing your manuscript.     

Style 

Spelling. The journal uses UK spelling and authors should therefore follow the latest 

edition of the Concise Oxford Dictionary. 

 

Units. All measurements must be given in SI or SI-derived units. Please go to the 

Bureau International des Poids et Mesures (BIPM) website 

at http://www.bipm.fr for more information about SI units. 

 

Abbreviations. Abbreviations should be used sparingly – only where they ease the 

reader’s task by reducing repetition of long, technical terms. Initially use the word in 

full, followed by the abbreviation in parentheses. Thereafter use the abbreviation 

only. 

 

Trade names. Drugs should be referred to by their generic names. If proprietary 

drugs have been used in the study, refer to these by their generic name, mentioning 

the proprietary name, and the name and location of the manufacturer, in parentheses. 

Parts of the Manuscript 

The text file should be presented in the following order: 

i. A short informative title that contains the major key words. The title should not 

contain abbreviations (see Wiley's best practice SEO tips); 

ii. A short running title of less than 40 characters; 

iii. The full names of the authors; 

iv. The author's institutional affiliations where the work was conducted, with a 

footnote for the author’s present address if different from where the work was 
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conducted; 

v. Abstract and keywords; 

vi. Main text; 

vii. Acknowledgements; 

viiii. Conflict of interest statement; 

ix. References; 

x. Tables (each table complete with title and footnotes); 

xi. Figure legends; 

xii. Appendices (if relevant). 

Figures and supporting information should be supplied as separate files. 

Authorship 

Please refer to the journal’s authorship policy the Editorial Policies and Ethical 

Considerations section for details on eligibility for author listing. 

Abstract and key words 

All articles must have a structured abstract that states in 250 words (150 words for 

Brief Reports) or fewer the purpose, basic procedures, main findings and principal 

conclusions of the study. Divide the abstract with the headings: Aim, Methods, 

Results, Conclusions. The abstract should not contain abbreviations or references. 

 

Five key words, for the purposes of indexing, should be supplied below the abstract, 

in alphabetical order, and should be taken from those recommended by the US 

National Library of Medicine’s Medical Subject Headings (MeSH) browser list 

at http://www.nlm.nih.gov/mesh/meshhome.html. 

Text 

Authors should use the following subheadings to divide the sections of their 

manuscript: Introduction, Methods, Results and Discussion. 

Acknowledgments 

Contributions from anyone who does not meet the criteria for authorship should be 

listed, with permission from the contributor, in an Acknowledgments section. 

Financial and material support should also be mentioned. Thanks to anonymous 

reviewers are not appropriate. 

Conflict of Interest Statement 
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Authors will be asked to provide a conflict of interest statement during the 

submission process. For details on what to include in this section, see the section 

‘Conflict of Interest’ in the Editorial Policies and Ethical Considerations section 

below. Submitting authors should ensure they liaise with all co-authors to confirm 

agreement with the final statement. 

References 

References should be prepared according to the Publication Manual of the American 

Psychological Association (6th edition). This means in text citations should follow 

the author-date method whereby the author's last name and the year of publication 

for the source should appear in the text, for example, (Jones, 1998). The complete 

reference list should appear alphabetically by name at the end of the paper. 

A sample of the most common entries in reference lists appears below. Note that for 

journal articles, issue numbers are not included unless each issue in the volume 

begins with page one, and a DOI should be provided for all references where 

available. 

Journal article 

Beers, S. R. , & De Bellis, M. D. (2002). Neuropsychological function in children 

with maltreatment-related posttraumatic stress disorder. The American Journal of 

Psychiatry, 159, 483–486. doi:10.1176/appi.ajp.159.3.483 

Book 

Bradley-Johnson, S. (1994). Psychoeducational assessment of students who are 

visually impaired or blind: Infancy through high school (2nd ed.). Austin, TX: Pro-

ed. 

Internet Document 

Norton, R. (2006, November 4). How to train a cat to operate a light switch [Video 

file]. Retrieved from http://www.youtube.com/watch?v=Vja83KLQXZs 

Tables 

Tables should be self-contained and complement, not duplicate, information 

contained in the text. They should be supplied as editable files, not pasted as images. 

Legends should be concise but comprehensive – the table, legend, and footnotes 

must be understandable without reference to the text. All abbreviations must be 

defined in footnotes. Footnote symbols: †, ‡, §, ¶, should be used (in that order) and 
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*, **, *** should be reserved for P-values. Statistical measures such as SD or SEM 

should be identified in the headings. 

Figure Legends 

Legends should be concise but comprehensive – the figure and its legend must be 

understandable without reference to the text. Include definitions of any symbols used 

and define/explain all abbreviations and units of measurement. 

Figures 

Although authors are encouraged to send the highest-quality figures possible, for 

peer-review purposes, a wide variety of formats, sizes, and resolutions are 

accepted. Click here for the basic figure requirements for figures submitted with 

manuscripts for initial peer review, as well as the more detailed post-acceptance 

figure requirements. 

Supporting Information 

Supporting information is information that is not essential to the article, but provides 

greater depth and background. It is hosted online and appears without editing or 

typesetting. It may include tables, figures, videos, datasets, etc. 

Click here for Wiley’s FAQs on supporting information. 

Note: if data, scripts, or other artefacts used to generate the analyses presented in the 

paper are available via a publicly available data repository, authors should include a 

reference to the location of the material within their paper. 

5. EDITORIAL POLICIES AND ETHICAL CONSIDERATIONS 

Peer Review and Acceptance 

Manuscripts are judged on the significance of the contribution to the literature, the 

quality of analysis and the clarity of presentation. Papers are expected to demonstrate 

originality and meaningful engagement with the global literature. 

Except where otherwise stated, manuscripts are single-blind peer reviewed by 

anonymous reviewers in addition to the Editor. Final acceptance or rejection rests 

with the Editor-in-Chief, who reserves the right to refuse any material for 

publication. 

Wiley's policy on the confidentiality of the review process is available here. 

Authorship Policy 
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The journal adheres to the definition of authorship as set out by The International 

Committee of Medical Journal Editors (ICMJE). The ICMJE recommends that 

authorship be based on the following 4 criteria: 

• Substantial contributions to the conception or design of the work; or the 

acquisition, analysis, or interpretation of data for the work; AND 

• Drafting the work or revising it critically for important intellectual content; AND 

• Final approval of the version to be published; AND 

• Agreement to be accountable for all aspects of the work in ensuring that questions 

related to the accuracy or integrity of any part of the work are appropriately 

investigated and resolved. 

In addition to being accountable for the parts of the work he or she has done, an 

author should be able to identify which co-authors are responsible for specific other 

parts of the work. In addition, authors should have confidence in the integrity of the 

contributions of their co-authors. All those designated as authors should meet all four 
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Correction to authorship 
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About the Journal 

Journal of Mental Health is an international, peer-reviewed journal publishing high-

quality, original research. Please see the journal's Aims & Scope for information 

about its focus and peer-review policy. 

Please note that this journal only publishes manuscripts in English. 
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 Book and Web Reviews 

Peer Review and Ethics 
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standards of review. Once your paper has been assessed for suitability by the editor, 

it will then be double blind peer reviewed by independent, anonymous expert 

referees. Find out more about what to expect during peer review and read our 

guidance on publishing ethics. 
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Original Articles; Research and Evaluation Articles 
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Declaration of interest statement; References (in the correct format); Appendices 

(where appropriate - to be uploaded separately); Table(s) and caption(s) (on 

individual pages) - to be uploaded separately; Figures and figure captions (as a list) - 
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 Should be no more than 4000 (excluding abstracts, tables and references) words 
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discoverable, including information on choosing a title and search engine 

optimization. 

 When submitting an Original Article or a Research and Evaluation Article, please 
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ethical approval has not been necessary, please say why. 
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 Please ensure that author details are not on the Main Document. 

 Please ensure that author details are not included in the file name. 

 Participants: language must be in the style of the APA. Our policy therefore is to 

refer to study participants as opposed to patients or subjects. 
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(Background, Aims, Methods, Results, Conclusions); Keywords; Main text 

introduction; Materials and methods; Results; Discussion; Acknowledgments; 

Declaration of interest statement; References (in the correct format); Appendices 
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 Should be no more than 6000 (excluding abstracts, tables and references) words 

 Should contain an unstructured abstract of 200 words. 

 Should contain between 3 and 7 keywords. Read making your article more 

discoverable, including information on choosing a title and search engine 

optimization. 
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review and include a statement that researchers have followed the PRISMA guidance 

– if this is not the case, please say why. 

 Please confirm whether the review protocol has been published on Prospero and 

provide a date of registration – if this is not the case, please say why. 
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 Please ensure that author details are not on the Main Document. 

 Please ensure that author details are not included in the file name. 
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Style Guidelines 
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any published articles or a sample copy. 

Any spelling style is acceptable so long as it is consistent within the manuscript. 

Please use double quotation marks, except where “a quotation is ‘within’ a 

quotation”. 



207 
 

Please note that long quotations should be indented without quotation marks. 

Formatting and Templates 

Papers may be submitted in Word format. Figures should be saved separately from 

the text. To assist you in preparing your paper, we provide formatting template(s). 

Word templates are available for this journal. Please save the template to your hard 

drive, ready for use. 

If you are not able to use the template via the links (or if you have any other template 

queries) please contact us here. 

References 

Please use this reference guide when preparing your paper. An EndNote output 

style is also available to assist you. 

Taylor & Francis Editing Services 

To help you improve your manuscript and prepare it for submission, Taylor & 

Francis provides a range of editing services. Choose from options such as English 

Language Editing, which will ensure that your article is free of spelling and grammar 

errors, Translation, and Artwork Preparation. For more information, including 

pricing, visit this website. 

Checklist 

1. Author details. All authors of a manuscript should include their full name and 

affiliation on the cover page of the manuscript. Where available, please also include 

ORCiDs and social media handles (Facebook, Twitter or LinkedIn). One author will 

need to be identified as the corresponding author, with their email address normally 

displayed in the article PDF (depending on the journal) and the online article. 

Authors’ affiliations are the affiliations where the research was conducted. If any of 

the named co-authors moves affiliation during the peer-review process, the new 

affiliation can be given as a footnote. Please note that no changes to affiliation can be 

made after your paper is accepted. Read more on authorship. 

2. Graphical abstract (optional). This is an image to give readers a clear idea of the 

content of your article. It should be a maximum width of 525 pixels. If your image is 
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narrower than 525 pixels, please place it on a white background 525 pixels wide to 

ensure the dimensions are maintained. Save the graphical abstract as a .jpg, .png, 

or .tiff. Please do not embed it in the manuscript file but save it as a separate file, 

labelled GraphicalAbstract1. 

3. You can opt to include a video abstract with your article. Find out how these can 

help your work reach a wider audience, and what to think about when filming. 

4. Funding details. Please supply all details required by your funding and grant-

awarding bodies as follows: 

For single agency grants 

This work was supported by the [Funding Agency] under Grant [number xxxx]. 

For multiple agency grants 

This work was supported by the [Funding Agency #1] under Grant [number xxxx]; 

[Funding Agency #2] under Grant [number xxxx]; and [Funding Agency #3] under 

Grant [number xxxx]. 

5. Disclosure statement. This is to acknowledge any financial interest or benefit that 

has arisen from the direct applications of your research. Further guidance on what is 

a conflict of interest and how to disclose it. 

6. Data availability statement. If there is a data set associated with the paper, please 

provide information about where the data supporting the results or analyses 

presented in the paper can be found. Where applicable, this should include the 

hyperlink, DOI or other persistent identifier associated with the data 

set(s). Templates are also available to support authors. 

7. Data deposition. If you choose to share or make the data underlying the study open, 

please deposit your data in a recognized data repository prior to or at the time of 

submission. You will be asked to provide the DOI, pre-reserved DOI, or other 

persistent identifier for the data set. 

8. Supplemental online material. Supplemental material can be a video, dataset, 

fileset, sound file or anything which supports (and is pertinent to) your paper. We 

publish supplemental material online via Figshare. Find out more 

about supplemental material and how to submit it with your article. 

9. Figures. Figures should be high quality (1200 dpi for line art, 600 dpi for grayscale 

and 300 dpi for colour, at the correct size). Figures should be supplied in one of our 

preferred file formats: EPS, PS, JPEG, TIFF, or Microsoft Word (DOC or DOCX) 

files are acceptable for figures that have been drawn in Word. For information 
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relating to other file types, please consult our Submission of electronic 

artwork document. 

10. Tables. Tables should present new information rather than duplicating what is in the 

text. Readers should be able to interpret the table without reference to the text. Please 

supply editable files. 

11. Equations. If you are submitting your manuscript as a Word document, please 

ensure that equations are editable. More information about mathematical symbols 

and equations. 

12. Units. Please use SI units (non-italicized). 

Using Third-Party Material 

You must obtain the necessary permission to reuse third-party material in your 

article. The use of short extracts of text and some other types of material is usually 

permitted, on a limited basis, for the purposes of criticism and review without 

securing formal permission. If you wish to include any material in your paper for 

which you do not hold copyright, and which is not covered by this informal 

agreement, you will need to obtain written permission from the copyright owner 

prior to submission. More information on requesting permission to reproduce 

work(s) under copyright. 

Submitting Your Paper 

This journal uses ScholarOne Manuscripts to manage the peer-review process. If you 

haven't submitted a paper to this journal before, you will need to create an account in 

ScholarOne. Please read the guidelines above and then submit your paper in the 

relevant Author Centre, where you will find user guides and a helpdesk. 

Please note that Journal of Mental Health uses Crossref™ to screen papers for 

unoriginal material. By submitting your paper to Journal of Mental Health you are 

agreeing to originality checks during the peer-review and production processes. 

On acceptance, we recommend that you keep a copy of your Accepted Manuscript. 

Find out more about sharing your work. 
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Data Sharing Policy 

This journal applies the Taylor & Francis Basic Data Sharing Policy. Authors are 

encouraged to share or make open the data supporting the results or analyses 

presented in their paper where this does not violate the protection of human subjects 

or other valid privacy or security concerns. 

Authors are encouraged to deposit the dataset(s) in a recognized data repository that 

can mint a persistent digital identifier, preferably a digital object identifier (DOI) and 

recognizes a long-term preservation plan. If you are uncertain about where to deposit 

your data, please see this information regarding repositories. 

Authors are further encouraged to cite any data sets referenced in the article and 

provide a Data Availability Statement. 

At the point of submission, you will be asked if there is a data set associated with the 

paper.  If you reply yes, you will be asked to provide the DOI, pre-registered DOI, 

hyperlink, or other persistent identifier associated with the data set(s). If you have 

selected to provide a pre-registered DOI, please be prepared to share the reviewer 

URL associated with your data deposit, upon request by reviewers. 

Where one or multiple data sets are associated with a manuscript, these are not 

formally peer-reviewed as a part of the journal submission process. It is the author’s 

responsibility to ensure the soundness of data. Any errors in the data rest solely with 

the producers of the data set(s). 

Publication Charges 

There are no submission fees, publication fees or page charges for this journal. 

Colour figures will be reproduced in colour in your online article free of charge. If it 

is necessary for the figures to be reproduced in colour in the print version, a charge 

will apply. 

Charges for colour figures in print are £300 per figure ($400 US Dollars; $500 

Australian Dollars; €350). For more than 4 colour figures, figures 5 and above will 

be charged at £50 per figure ($75 US Dollars; $100 Australian Dollars; €65). 

Depending on your location, these charges may be subject to local taxes. 



211 
 

Copyright Options 

Copyright allows you to protect your original material, and stop others from using 

your work without your permission. Taylor & Francis offers a number of different 

license and reuse options, including Creative Commons licenses when publishing 

open access. Read more on publishing agreements. 

Complying with Funding Agencies 

We will deposit all National Institutes of Health or Wellcome Trust-funded papers 

into PubMedCentral on behalf of authors, meeting the requirements of their 

respective open access policies. If this applies to you, please tell our production team 

when you receive your article proofs, so we can do this for you. Check funders’ open 

access policy mandates here. Find out more about sharing your work. 

Open Access 

You have the option to publish open access in this journal via our Open Select 

publishing program. Publishing open access means that your article will be free to 

access online immediately on publication, increasing the visibility, readership and 

impact of your research. Articles published Open Select with Taylor & Francis 

typically receive 32% more citations* and over 6 times as many downloads** 

compared to those that are not published Open Select. 

Your research funder or your institution may require you to publish your article open 

access. Visit our Author Services website to find out more about open access policies 

and how you can comply with these. 

You will be asked to pay an article publishing charge (APC) to make your article 

open access and this cost can often be covered by your institution or funder. Use 

our APC finder to view the APC for this journal. 

Please visit our Author Services website or contact openaccess@tandf.co.uk if you 

would like more information about our Open Select Program. 

*Citations received up to Jan 31st 2020 for articles published in 2015-2019 in 

journals listed in Web of Science®. 

**Usage in 2017-2019 for articles published in 2015-2019. 
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My Authored Works 

On publication, you will be able to view, download and check your article’s metrics 

(downloads, citations and Altmetric data) via My Authored Works on Taylor & 

Francis Online. This is where you can access every article you have published with 

us, as well as your free eprints link, so you can quickly and easily share your work 

with friends and colleagues. 

We are committed to promoting and increasing the visibility of your article. Here are 

some tips and ideas on how you can work with us to promote your research. 

Article Reprints 

You will be sent a link to order article reprints via your account in our production 

system. For enquiries about reprints, please contact the Taylor & Francis Author 

Services team at reprints@tandf.co.uk. You can also order print copies of the journal 

issue in which your article appears. 

Queries 

Should you have any queries, please visit our Author Services website or contact 

us here. 
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Appendix 3. Author instructions for British Journal of Clinical Psychology.  

1. SUBMISSION 

Authors should kindly note that submission implies that the content has not been 

published or submitted for publication elsewhere except as a brief abstract in the 

proceedings of a scientific meeting or symposium. 

ONCE THE SUBMISSION MATERIALS HAVE BEEN PREPARED IN 

ACCORDANCE WITH THE AUTHOR GUIDELINES, MANUSCRIPTS 

SHOULD BE SUBMITTED ONLINE AT http://www.editorialmanager.com/bjcp 

Read more details on how to use Editorial Manager. 

All papers published in the British Journal of Clinical Psychology are eligible for 

Panel A: Psychology, Psychiatry and Neuroscience in the Research Excellence 

Framework (REF). 

DATA PROTECTION: 

By submitting a manuscript to or reviewing for this publication, your name, email 

address, and affiliation, and other contact details the publication might require, will 

be used for the regular operations of the publication, including, when necessary, 

sharing with the publisher (Wiley) and partners for production and publication. The 

publication and the publisher recognize the importance of protecting the personal 

information collected from users in the operation of these services, and have 

practices in place to ensure that steps are taken to maintain the security, integrity, and 

privacy of the personal data collected and processed. You can learn more 

at https://authorservices.wiley.com/statements/data-protection-policy.html. 

PREPRINT POLICY: 

This journal will consider for review articles previously available as preprints. 

Authors may also post the submitted version of a manuscript to a preprint server at 

any time. Authors are requested to update any pre-publication versions with a link to 

the final published article.  

  

2. AIMS AND SCOPE 

The British Journal of Clinical Psychology publishes original research, both 

empirical and theoretical, on all aspects of clinical psychology: 
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 clinical and abnormal psychology featuring descriptive or experimental 

studies 

 aetiology, assessment and treatment of the whole range of psychological 

disorders irrespective of age group and setting 

 biological influences on individual behaviour 

 studies of psychological interventions and treatment on individuals, dyads, 

families and groups 

For specific submission requirements, read the Author Guidelines. 

The Journal is catholic with respect to the range of theories and methods used to 

answer substantive scientific problems. Studies of samples with no current 

psychological disorder will only be considered if they have a direct bearing on 

clinical theory or practice. 

The following types of paper are invited: 

 papers reporting original empirical investigations; 

 theoretical papers, provided that these are sufficiently related to empirical 

data; 

 review articles, which need not be exhaustive, but which should give an 

interpretation of the state of research in a given field and, where appropriate, 

identify its clinical implications; 

 Brief Reports and Comments. 

  

3. MANUSCRIPT CATEGORIES AND REQUIREMENTS 

Articles should be no more than 5000 words (excluding the abstract, reference list, 

tables and figures). Brief reports should not exceed 2000 words and should have no 

more than one table or figure. Any papers that are over this word limit will be 

returned to the authors. Appendices are included in the word limit; however online 

appendices are not included. 

In exceptional cases the Editor retains discretion to publish papers beyond this length 

where the clear and concise expression of the scientific content requires greater 
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length (e.g., explanation of a new theory or a substantially new method). Authors 

must contact the Editor prior to submission in such a case. 

Refer to the separate guidelines for Registered Reports. 

All systematic reviews must be pre-registered. 

  

4. PREPARING THE SUBMISSION 

FREE FORMAT SUBMISSION 

British Journal of Clinical Psychology now offers free format submission for a 

simplified and streamlined submission process. 

Before you submit, you will need: 

 Your manuscript: this can be a single file including text, figures, and tables, 

or separate files – whichever you prefer. All required sections should be 

contained in your manuscript, including abstract, introduction, methods, 

results, and conclusions. Figures and tables should have legends. References 

may be submitted in any style or format, as long as it is consistent throughout 

the manuscript. If the manuscript, figures or tables are difficult for you to 

read, they will also be difficult for the editors and reviewers. If your 

manuscript is difficult to read, the editorial office may send it back to you for 

revision. 

 The title page of the manuscript, including a data availability statement and 

your co-author details with affiliations. (Why is this important? We need to 

keep all co-authors informed of the outcome of the peer review process.) You 

may like to use this template for your title page. 

IMPORTANT: THE JOURNAL OPERATES A DOUBLE-BLIND PEER REVIEW 

POLICY. ANONYMISE YOUR MANUSCRIPT AND PREPARE A SEPARATE 

TITLE PAGE CONTAINING AUTHOR DETAILS. (Why is this important? We 

need to uphold rigorous ethical standards for the research we consider for 

publication.) 

 An ORCID ID, freely available at https://orcid.org. (Why is this important? 

Your article, if accepted and published, will be attached to your ORCID 
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profile. Institutions and funders are increasingly requiring authors to have 

ORCID IDs.) 

To submit, login at https://www.editorialmanager.com/bjcp/default.aspx and 

create a new submission. Follow the submission steps as required and submit the 

manuscript. 

If you are invited to revise your manuscript after peer review, the journal will also 

request the revised manuscript to be formatted according to journal requirements as 

described below. 

REVISED MANUSCRIPT SUBMISSION 

Contributions must be typed in double spacing. All sheets must be numbered. 

Cover letters are not mandatory; however, they may be supplied at the author’s 

discretion. They should be pasted into the ‘Comments’ box in Editorial Manager. 

Parts of the Manuscript 

The manuscript should be submitted in separate files: title page; main text file; 

figures/tables; supporting information. 

Title Page 

You may like to use this template for your title page. The title page should contain: 

i. A short informative title containing the major key words. The title should not 

contain abbreviations (see Wiley's best practice SEO tips); 

ii. A short running title of less than 40 characters; 

iii. The full names of the authors; 

iv. The author's institutional affiliations where the work was conducted, with a 

footnote for the author’s present address if different from where the work was 

conducted; 

v. Abstract; 

vi. Keywords 

vii. Data availability statement (see Data Sharing and Data Accessibility Policy); 

viii. Acknowledgments. 

AUTHORSHIP 
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Please refer to the journal’s Authorship policy in the Editorial Policies and Ethical 

Considerations section for details on author listing eligibility. When entering the 

author names into Editorial Manager, the corresponding author will be asked to 

provide a CRediT contributor role to classify the role that each author played in 

creating the manuscript. Please see the Project CRediT website for a list of roles. 

ABSTRACT 

Please provide a structured abstract under the headings: Objectives, Methods, 

Results, Conclusions. For Articles, the abstract should not exceed 250 words. For 

Brief Reports, abstracts should not exceed 120 words. 

 

Articles which report original scientific research should also include a heading 

'Design' before 'Methods'. The 'Methods' section for systematic reviews and 

theoretical papers should include, as a minimum, a description of the methods the 

author(s) used to access the literature they drew upon. That is, the abstract should 

summarize the databases that were consulted and the search terms that were used. 

KEYWORDS 

Provide appropriate keywords. 

ACKNOWLEDGMENTS 

Contributions from anyone who does not meet the criteria for authorship should be 

listed, with permission from the contributor, in an Acknowledgments section. 

Financial and material support should also be mentioned. Thanks to anonymous 

reviewers are not appropriate. 

Practitioner Points 

All articles must include Practitioner Points – these are 2-4 bullet points, following 

the abstract, with the heading ‘Practitioner Points’. These should briefly and clearly 

outline the relevance of your research to professional practice. (The Practitioner 

Points should be submitted in a separate file.) 

Main Text File 

As papers are double-blind peer reviewed, the main text file should not include any 

information that might identify the authors. 

The main text file should be presented in the following order: 
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i. Title 

ii. Main text 

iii. References 

iv. Tables and figures (each complete with title and footnotes) 

v. Appendices (if relevant) 

Supporting information should be supplied as separate files. Tables and figures can 

be included at the end of the main document or attached as separate files but they 

must be mentioned in the text. 

 As papers are double-blind peer reviewed, the main text file should not 

include any information that might identify the authors. Do not mention the 

authors’ names or affiliations and always refer to any previous work in the 

third person. 

 The journal uses British/US spelling; however, authors may submit using 

either option, as spelling of accepted papers is converted during the 

production process. 

REFERENCES 

References in published papers are formatted according to the Publication 

Manual of the American Psychological Association (6th edition). However, 

references may be submitted in any style or format, as long as it is consistent 

throughout the manuscript.  

 

TABLES 

Tables should be self-contained and complement, not duplicate, information 

contained in the text. They should be supplied as editable files, not pasted as images. 

Legends should be concise but comprehensive – the table, legend, and footnotes 

must be understandable without reference to the text. All abbreviations must be 

defined in footnotes. Footnote symbols: †, ‡, §, ¶, should be used (in that order) and 

*, **, *** should be reserved for P-values. Statistical measures such as SD or SEM 

should be identified in the headings. 

FIGURES 
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Although authors are encouraged to send the highest-quality figures possible, for 

peer-review purposes, a wide variety of formats, sizes, and resolutions are accepted. 

 Basic figure requirements for figures submitted with manuscripts for initial peer 

review, as well as the more detailed post-acceptance figure requirements. 

Legends should be concise but comprehensive – the figure and its legend must be 

understandable without reference to the text. Include definitions of any symbols used 

and define/explain all abbreviations and units of measurement. 

COLOUR FIGURES. Figures submitted in colour may be reproduced in colour 

online free of charge. Please note, however, that it is preferable that line figures (e.g. 

graphs and charts) are supplied in black and white so that they are legible if printed 
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Appendix 5. Supplementary material for main research project. Details of 91 papers meeting criteria for inclusion and their grouping. 

Descriptions of aims and findings taken from original papers (some verbatim).  

Referenc

e 

Resear

ch 

question/aim 

Sample Data 

collection 

Analysis Findings Gr

oup 

1 Allen, 

Burbach & 

Reibstein, 2013

  

 

How 

do individuals 

with a 

diagnosis of 

psychosis 

experience 

family work 

and how does 

the experience 

of family 

sessions make 

an impact on 

7; all reported 

experiences of 

psychosis, with 

diagnoses mixed 

between schizophrenia, 

bipolar and depression 

Semi-

structured 

interviews 

IPA Three 

master themes: the 

importance of a 

shared containing 

space; changes 

that create new 

meaning; and the 

development of a 

new positioning in 

the world 

1 
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their 

development, 

their sense of 

self and on 

their recovery? 

2 Allman, 

Justin, Whitfield 

& McCartney, 

2017 

 

Three 

aims: to 

explore 

individuals’ 

and their 

families’ 

perceptions of 

the extent to 

which positive 

contributions 

are lost or 

preserved 

15; mixed 

clinical (6) and non-

clinical (9) sample, with 

all clinical participants 

diagnosed with FEP 

Semi-

structured 

interviews 

Grounded 

theory 

Four over-

arching themes 

were found: 

contribution; 

changed identity; 

managing 

difficulties and 

expectations; 

noticing and 

valuing 

2 
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during, and 

following, a 

first psychotic 

experience; to 

explore the 

process by 

which positive 

contributions 

are 

acknowledged, 

maintained, 

and increased; 

to develop an 

exploratory 

model 

explaining the 

relationships 
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between these 

factors 

3 Anderso

n, 2014  

To 

enrich our 

understanding 

of African 

American 

males living 

with 

schizophrenia 

5; all diagnosed 

with schizophrenia 

Intervie

ws  

Van Manen’s 

methodological 

approach 

Four key 

themes identified: 

they know they are 

mentally ill; they 

make a special 

effort to test 

reality; they assert 

their autonomy; 

they experience 

reality differently 

and see this as a 

gift 

3 

4 Argentze

ll, Hakansson, & 

Eklund, 2012 

To 

examine the 

different facets 

12; mixed 

clinical sample (10 

reported diagnoses of 

Semi-

structured 

interviews 

Burnard’s 

thematic content 

analysis 

The main 

theme found was 

‘feeling competent 

3 
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of meaning 

that people 

who are 

severely 

mentally ill 

and 

unemployed 

may find in 

their everyday 

occupations 

schizophrenia or 

psychosis)  

and having a 

balance between 

different 

meaningful 

occupations 

helped having 

control over 

mental illness’. 

Four other themes 

were found, with 

additional 

subthemes 

identified: ‘being 

socially engaged, 

being competent 

and accepted by 

society’, ‘creating 



233 
 

routines and being 

productive’, ‘being 

creative and 

seeking 

knowledge’, and 

‘taking care of 

body and mind’. 

5 Ashcroft, 

Barrow, Lee, & 

MacKinnon, 

2012 

To 

explore 

experiences of 

practising 

mindfulness in 

participants 

within an early 

intervention 

for psychosis 

(EIP) service 

9; no details on 

diagnosis given 

Semi-

structured 

interviews 

Grounded 

theory 

Four main 

categories were 

found: being able 

to use 

mindfulness, 

making sense of 

mindfulness and 

coping, relating to 

people differently, 

and increased self-

2 
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understanding and 

acceptance 

6 Attard, 

Larkin, Boden, 

& Jackson, 2017 

To 

understand 

and explore 

the meaning of 

adaptation to 

FEP 

10; all diagnosed 

with first-episode 

psychosis 

Generati

ng drawings 

based on their 

lived 

experience of 

FEP, and semi-

structured 

interviews 

IPA and 

hermeneutic-

phenomenological 

image analysis 

Four 

superordinate 

themes were 

identified: ‘finding 

out how psychosis 

fits into my story’, 

‘breaking free 

from psychosis’, 

‘fighting my way 

through psychosis’ 

and ‘finding a new 

way of being ‘me’’ 

2 

7 Bahfiarti 

& Arianto, 2020 

To 

understand 

and categorise 

9; all previously 

diagnosed with 

schizophrenia 

Observa

tions and 

interviews 

Huberman’s 

analysis (data 

condensation, data 

Four 

phases of 

adaptation were 

3 
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the cases of 

health 

adaptation of 

former 

schizophrenic 

patients in the 

process of 

interaction and 

communicatio

n with the 

community 

after 

experiencing a 

healing phase 

display, conclusion 

drawing and 

verification 

identified, each 

with two sub-

phases: early 

phase of healing 

(passive and 

active), interaction 

phase (internal and 

external), 

acceptance phase 

(reception and 

rejection) and 

openness phase 

(closed and open) 

8 Barker, 

Lavender & 

Morant, 2001 

To 

explore the 

narratives used 

16; mixed 

clinical (8) and non-

clinical (8), with clinical 

Semi-

structured 

interviews 

Grounded 

theory 

Produced a 

temporal model of 

the experience of 

1 
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by clients and 

family 

members to 

explain the 

process of 

developing 

schizophrenia, 

how this 

impacted on 

the client’s 

sense of 

self/social 

relationships 

over time, and 

how the 

narratives used 

by health 

participants all 

diagnosed with 

schizophrenia 

schizophrenia over 

time: events 

preceding the first 

psychotic episode, 

the first psychotic 

episode, the first 

hospital 

admission, and 

current 

experiences 
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processionals 

had 

contributed to 

this sense-

making 

process 

9 Berkhout

, Zaheer, & 

Remington, 

2019 

To 

explore 

meaning of 

mental distress 

relating to 

psychosis and 

issues of 

identity, self 

and 

subjectivity 

14; mixed 

clinical (9) and non-

clinical (5) samples, with 

all clinical participants 

experiencing FEP 

Combin

ed formal, in-

depth, 

longitudinal, 

open-ended 

interviews and 

informal field 

interviews. Data 

also consisted 

of reflexive 

notes for 

Identificatio

n of recurrent 

themes informed by 

ethnographic 

principles 

Three 

themes identified: 

‘I do miss my old 

kind of self…’, 

‘self-identity and 

meanings of 

psychosis’ and 

‘friction in the 

clinic’ 

1 
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interviews/patie

nt observations, 

and field notes 

of observations 

of non-verbal 

and verbal 

interactions 

1

0 

Borg & 

Davidson, 2008 

Explori

ng recovery 

within the 

context of the 

person’s 

everyday life 

13; all diagnosed 

with a psychotic-

spectrum disorder, with 

10 diagnosed with 

schizophrenia, 1 with 

reactive psychosis, 1 

with manic depression, 

and 1 with paranoia 

Intervie

ws 

Thematic 

analysis 

Four areas 

of everyday life 

experiences in 

recovery were 

identified: i) 

having a normal 

life, ii) just doing 

it, iii) making life 

easier, and iv) 

2 
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being kind to 

yourself 

1

1 

Braehler 

& Schwannauer, 

2012  

 

Two 

research 

questions were 

explored: 1) 

what are the 

processes 

involved in 

young 

people’s 

adaption to 

psychosis? 2) 

how do 

processes of 

RF influence 

8; all 

experiencing FEP 

Participa

nts partook in 2 

interviews – 

one open-

interview and 

the Adult 

Attachment 

Interview 

Grounded 

theory was used to 

generate themes 

young people’s 

experiences of 

adaption. Passages 

with different levels 

of reflective 

function were 

identified and 

assigned ratings 

with regard to 

attachment states of 

minds in the AAI 

transcripts 

Two main 

themes emerged: 

adapting to mental 

health difficulties 

and developing the 

adolescent self. 

Moderate 

reflective function 

was linked to 

positive 

adjustment and 

successful 

individuation 

following 

psychosis, whilst 

1 
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adaption to 

psychosis  

impaired reflective 

function was 

associated with 

unresolved 

adaption and 

blocked 

individuation post-

psychosis 

1

2 

Brew, 

Shannon, Storey, 

Boyd & 

Mulholland, 

2017 

Two 

research 

questions 

addressed: 

how do 

individuals 

experience 

their ARMS, 

and how do 

5; individuals 

who meet criteria for the 

at-risk state for 

psychosis 

Semi-

structured 

interviews 

IPA Three 

themes of 

experience 

(disturbed 

world/disturbed 

self, disconnection 

from the work, 

thunderstruck) and 

five themes of 

2 
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individuals 

make sense of 

the 

development 

of their 

ARMS?  

understanding 

(absence of 

understanding, use 

of others, identity, 

forming links, 

fragmented 

understanding 

were identified) 

1

3 

Carless, 

2008  

To 

explore within 

the context of 

SMI the 

meaning of 

exercise at a 

personal level, 

and the ways 

in which 

1; diagnosis of 

schizophrenia 

Analysis 

of medical 

records, 

participant 

observation and 

case notes, 

interviews and a 

focus group 

with MHPs 

Content 

analysis 

Themes - ‘I 

got the running 

bug’: forming an 

athletic identity; 

‘out of control’: a 

descent into chaos; 

‘back running 

again’: toward 

restitution; ‘I can’t 

1 
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identity and 

sense of self 

can be shaped 

through the 

experience of 

mental illness 

and exercise 

involvement 

involved with 

client, in-depth 

interviews with 

client (2 

interviews 

completed and 

audio-recorded) 

beat it’: the limits 

of restitution 

1

4 

Chidariki

re, Cross, 

Skinner, & 

Cleary, 2018 

To 

explore the 

role that 

culture, 

spirituality, 

religion and 

faith have on 

people living 

with 

18; all diagnosed 

with schizophrenia 

Semi-

structured 

interviews 

(recorded and 

transcribed 

verbatim), 

observations 

and field notes 

Thematic 

analysis 

An 

overarching theme 

of ‘cultural 

tradition, 

spirituality, hope 

and faith’ was 

identified with 

three major themes 

(‘cultural beliefs 

3 
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schizophrenia 

in Zimbabwe 

and understanding 

of schizophrenia’; 

‘meaning making 

through 

spirituality and 

faith’ and ‘losing 

my mind and 

surviving on the 

edge – 

“kutopengereka”’ 

1

5 

Clements

, Coniglio, & 

Mackenzie, 

2020 

To 

explore how 

adults with 

lived 

experience of 

voice-hearing, 

who have 

5; 3 diagnosed 

with schizophrenia, 1 

with schizoaffective 

disorder, 1 with 

undifferentiated 

schizophrenia 

Semi-

structured 

interviews 

Thematic 

analysis 

Overarchin

g theme identified 

‘tension and 

recalibration’ with 

five subthemes – 

beliefs about 

voices; navigating 

2 
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participated in 

hearing voices 

groups based 

on approaches 

of the hearing 

voices 

movement, 

understand 

their voice 

hearing 

experiences 

the relationship 

with my voices; 

learning to live 

with my voices; 

rediscovering 

myself with my 

voices; influences 

to understanding 

my voices 

1

6 

Cogan, 

Schwannauer, & 

Harper, 2019 

To 

explore 

adolescent’s 

personal 

understanding 

and 

10; all diagnosed 

with psychosis 

Semi-

structured 

interviews 

Thematic 

analysis 

Recovery 

involves working 

with individual 

explanatory 

frameworks 

concerning a 

1 
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experiences of 

recovery 

during early 

onset 

psychosis, to 

gain insight 

into how 

adolescents’ 

consider their 

subjective 

experiences of 

living with 

psychosis to 

have impacted 

on self-

identity 

variety of factors 

highlighted in 3 

key themes: 

uncertain identities 

and status 

ambiguity, a 

decrease in 

referent points and 

unfavourable 

social comparisons 

(loss, grief and 

self-criticism) 
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1

7 

Connell, 

Schweitzer, & 

King, 2014 

Explor

e subjective 

factors 

associated 

with the 

experience of 

FEP and the 

very first 

stages of 

recovery to 

develop our 

understanding 

of this process 

and improve 

treatment 

outcomes 

26; all diagnosed 

with a psychotic disorder 

Semi-

structured 

interviews 

IPA Two broad 

themes were 

identified: 

experiences of 

self-estrangement 

and self-

consolidation 

1 
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1

8 

Connell, 

Schweitzer, & 

King, 2015  

Unders

tand the 

process of 

change in self 

and its 

relationship to 

recovery in the 

first 3 months 

following FEP 

12; mixed 

clinical population, 5 

diagnosed with bi-polar, 

5 with schizophrenia, 

and 2 with drug-induced 

psychosis 

Semi-

structured 

interviews 

IPA Two 

superordinate 

themes emerged: 

loss of self and 

strengthening of 

self 

1 

1

9 

Corring 

& Cook, 2007 

To 

explore the 

construct of 

quality of life 

from the 

perspective of 

adults with 

SMI 

53; mixed 

clinical sample, with 27 

diagnosed with 

schizophrenia, 7 with 

schizoaffective disorder, 

4 with bipolar, 9 with 

depression, 4 with 

PTSD, 4 with anxiety 

1:1 

interviews 

(N=18) and 

focus groups 

(N=35) – semi-

structured, 

audio-recorded 

and transcribed 

Constant 

comparative method 

Two key 

themes found: the 

presence of stigma 

and its effects on 

everyday life and 

future planning; 

the pervasive fear 

of the return of 

2 
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disorder, 4 with BPD, 5 

with don’t know 

major positive 

symptoms of 

psychosis. In 

addition, four 

quality-of-life 

domains were 

identified – 

experience of 

illness, 

relationship, 

occupation and 

sense of self 

2

0 

Davidson

, Borg, Marin, 

Topor, Mezzina, 

& Sells, 2005 

 

To 

study 

processes of 

recovery in 

psychosis 

12; mixed 

clinical sample, with 9 

diagnosed with 

schizophrenia, 3 

Open-

ended, narrative 

interviews 

Identificatio

n of common 

themes within, and 

then across, 

interviews 

5 key 

themes identified: 

1) how the 

individual deals 

with his or her 

3 
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from a multi-

national 

perspective 

depression with 

psychotic features 

problems, 2) the 

role of material 

resources, 3) the 

various roles of 

formal and 

informal health 

systems, 4) the 

roles, and absence, 

of significant 

others and 5) the 

roles of social and 

cultural factors 

2

1 

De Jager 

et al., 2016  

To 

explore voice-

hearers’ lived 

experiences of 

recovery 

11; mixed 

clinical sample, 4 

diagnosed with 

schizophrenia, 3 with 

schizoaffective disorder 

Semi-

structured 

interviews 

Narrative 

analysis 

Two 

recovery 

typologies 

emerged: turning 

toward/empowerm

3 
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and 3 with psychosis not 

otherwise specified 

ent (which 

involved 

developing a 

normalised 

account of voices, 

developing voice-

specific skills, 

integrating voices 

into daily life, and 

transformation of 

identity) and 

turning 

away/protective 

hibernation (which 

involved using 

available resources 

to survive the 
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experience, 

including 

medication) 

2

2 

Dilks, 

Tasker, & Wren, 

2010  

To 

explore the 

links between 

therapy and 

recovery in 

psychosis 

12; mixed 

clinical (6) and non-

clinical (6) sample, with 

3 of the clinical sample 

diagnosed with 

schizophrenia, 2 with 

schizoaffective disorder, 

and 1 with depression 

with psychotic episodes 

Therapy 

session tapes 

and interviews 

with 

psychologists 

and clients; also 

secondary data 

included of 

published 

personal 

accounts of 

psychosis (n = 

31) 

Grounded 

theory 

3 primary 

themes (with 

subthemes) were 

identified: 

functioning in the 

social world, 

managing the 

impact of 

psychosis (doing 

recovery, 

negotiating 

selfhood, making 

sense, balancing 

act) and getting 

2 
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caught up in 

experience. 

2

3 

Dinos, 

Lyons, & Finlay, 

2005 

To 

explore 

patterns of 

temporal 

comparisons 

of the self in 

individuals 

diagnosed 

with 

schizophrenia 

12; all diagnosed 

with schizophrenia 

Semi-

structured 

interviews 

Content 

analysis 

Onset of 

schizophrenia 

symptoms created 

a new baseline in 

participants’ 

representations of 

their past, with 

different types of 

temporal 

comparisons 

occurring before 

and after this 

point. 

Comparisons with 

past selves after 

1 
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onset supported 

the suggestion that 

people may select 

and construct their 

past in such a 

manner that 

permits them to 

see their present 

circumstances 

more positively, 

however 

comparisons with 

past selves before 

onset were more 

negative 
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2

4 

Dunkley, 

Bates, & 

Findlay, 2015  

To 

explore the 

distress of 

FEP, 

specifically 

how people 

understand the 

experience of 

FEP, it’s 

negative 

impact and 

how this 

relates to 

traumagenic 

phenomena 

10; mixed 

clinical sample, with 6 

diagnosed with 

schizophreniform 

psychosis, 1 with FEP, 1 

with schizoaffective 

disorder, 1 with drug-

induced psychosis, and 1 

changed between FEP to 

MDD w/ psychotic 

features 

Intervie

ws 

IPA 6 themes 

were identified: 

perceived enforced 

treatment, 

disintegration, 

stigma (with two 

subthemes: self-

stigma, and stigma 

from others), 

estrangement, 

sense of loss and 

deficit, 

recognising the 

illness as an 

ongoing problem 

2 
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2

5 

Dunn, 

Wewiorski, & 

Rogers, 2008  

To add 

to existing 

literature by 

determining 

how 

individuals 

perceive work 

and its effect 

on their 

recovery 

23; mixed 

clinical sample, with 16 

diagnosed with a 

schizophrenia-spectrum 

diagnosis, 5 with bipolar 

and 2 with MDD 

Semi-

structured 

Grounded 

theory 

Two main 

themes were 

identified: work 

has personal 

meaning, and 

work as promoting 

recovery 

3 

2

6 

Eisenstad

t, Monteiro, 

Diniz, & 

Chaves, 2012 

To 

understand the 

subjective 

factors 

involved in the 

recovery 

process 

16; mixed 

clinical sample, with 8 

diagnosed with paranoid 

schizophrenia, 3 with 

schizoaffective disorder, 

1 with catatonic 

schizophrenia, 1 with 

Semi-

structured 

interviews 

Phenomenol

ogical analysis, 

following procedure 

adapted from Patton 

Three 

categories were 

identified: how the 

psychosis was 

experienced by 

subjects, factors 

that contributed to 

3 
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following a 

first-episode 

psychosis 

psychotic disorder not 

otherwise specified, 2 

with schizophreniform 

disorder, 1 with 

persistent delusional 

disorder 

recovery 

(including 

subcategories of 

medication, 

psychoeducation 

group, relationship 

with the 

professional team, 

family support, 

personal effort and 

hope, and future 

prospects) and 

how the recovery 

is perceived 

(including 

subcategories of 

improvement in 
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psychotic 

symptoms, return 

to social life, 

regaining 

autonomy and 

independent, 

restoration of self-

reliance and trust 

in others, and 

meaning given to 

psychosis) 

2

7 

Fenton, 

Larkin, Boden, 

Thompson, 

Hickman, & 

Newton , 

2014 

To 

explore what it 

is like for 

young adults 

to be 

hospitalised 

6; all diagnosed 

with FEP 

Semi-

structured 

interviews 

IPA Four over-

arching 

superordinate 

themes found: 

confusion and 

uncertainty; 

2 
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for early 

psychosis 

feeling safe; 

feeling chaotic and 

unsafe; 

maintaining 

identity 

2

8 

Fox, 

2020  

To 

explore the 

sociocultural 

mechanisms 

that facilitate 

or hinder the 

experience of 

social 

participation 

for young 

adults 

following FEP, 

5; mixed clinical 

sample, 2 diagnosed 

with schizoaffective 

disorder, 1 with 

unspecified psychosis, 1 

with psychosis not 

otherwise specified, 1 

with brief psychotic 

episode 

Semi-

structured 

interviews (2 

per person), 

participant 

observations 

and discourse 

elicitation 

Coding used 

to identify thematic 

categories – analysis 

informed by the life 

course model and 

transactional 

perspective 

Five 

factors were 

revealed that 

impacted 

participants’ social 

participation: 1. 

Social norms and 

expectations, 2. A 

sense of 

responsibility to 

others, 3. 

Participants’ 

3 
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as well as how 

these adults 

perceive 

opportunities 

for social 

participation 

following 

onset of illness 

occupational 

histories and 

relationships prior 

to the illness, 4. 

change in the 

environment, 5. 

Form of 

participation 

available 

2

9 

Gajwani, 

Larkin & 

Jackson, 2018 

To 

examine the 

personal 

meaning of 

suicide 

attempts to 

young men 

with a 

7; all diagnosed 

with FEP  

Semi-

structured 

interviews 

IPA Three 

superordinate 

themes identified: 

self-as-vulnerable 

(intra- and inter-

personal 

relationships), 

appraisal of 

2 



260 
 

diagnosis of 

FEP; to 

explore the 

young men’s 

experience of 

emerging 

psychosis and 

its relation to 

suicide 

attempts 

within the 

context of 

their life 

culminative life 

events as 

unbearable, and 

meaning of 

recovery marked 

by shared sense of 

hope and imagery 

for the future 

3

0 

Galbuser

a, Fellin & 

Fuchs, 2019  

To 

qualitatively 

explore 

participant’s 

6; all diagnosed 

with schizophrenia 

Semi-

structured 

interviews 

IPA Six master 

themes identified: 

1) being whole: 

body-mind 

2 
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experience of 

a manualised 

BPT for 

schizophrenia, 

to understand 

how 

participants 

experienced 

therapeutic 

change and to 

identify 

common 

themes 

regarding 

helpful aspects 

of BPT 

connection; 2) 

being agentic and 

being able; 3) 

being unique and 

worthy: being 

accepted for who 

one is; 4) changing 

interactions: 

engaging in 

authentic 

interpersonal 

contact; 5) being 

part of a group: 

feeling integrated; 

6) hope and 

investing in the 

future 
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3

1 

Gearing, 

DeVulder, Chen, 

Pooge, & 

Buccolo, 2014 

Three 

aims were 

reported: to 

identify the 

experienced 

pathways to 

understanding 

and self-

management 

of the early 

course of 

psychotic 

disorder 

amongst 

adolescents 

and their 

parents; to 

12; mixed 

clinical sample, with 3 

diagnosed with 

schizophrenia, 5 with 

bipolar, 1 major 

depression and 2 with 

psychosis not otherwise 

specified 

Semi-

structured 

interviews 

Content 

analysis 

Adherent 

adolescents 

experienced 

identifiable 

temporal phases of 

early psychosis, 

which was 

reflected in their 

parent’s accounts. 

Five themes that 

emerged across 

time were 

symptom 

recognition, 

awareness of 

change, negative 

appraisals, positive 

3 
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examine the 

experienced 

pathway 

elements that 

may be 

influenced 

among youth 

with FEP who 

are adherent to 

treatment; to 

explore 

adolescent and 

parental 

strategies and 

treatment 

recommendati

appraisals and 

treatment self-

management 
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ons for these 

pathways  

3

2 

Goodliff

e, Hayward, 

Brown, Turton, 

& Dannahy, 

2010 

To 

examine 

voice-hearers 

experiences of 

group-based 

PBCT for 

distressing 

voices 

18; all diagnosed 

with schizophrenia or 

schizoaffective disorder 

Focus 

groups 

Grounded 

theory 

Four 

categories 

emerged, two 

which described 

the context for 

reflection and 

change (sharing 

negative 

characteristic of 

hearing voices, 

and developing a 

group identity) and 

two which related 

to the conceptual 

underpinnings of 

2 
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PBCT (learning to 

cope with voices, 

and development 

of a sense of self 

beyond voices) 

3

3 

Gould, 

DeSouza, & 

Rebeiro-Gruhl, 

2005 

To 

explore the 

occupational 

needs and 

interest of 

young men 

with a 

diagnosis of 

schizophrenia 

4; all diagnosed 

with schizophrenia 

Focus 

groups 

Constant 

comparison method 

A narrative 

was constructed to 

describe the shared 

journey of 

participants, which 

had 5 chapters: 

prologue – and 

then I lost that life; 

chapter 1 – I 

remember when I 

was normal; 

chapter 2 – its like 

2 
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your computer 

crashes; chapter 3 

– coasting through 

life; chapter 4 – try 

to remake that life 

as best you can; 

chapter 5 – finally, 

I can move on 

with my life 

3

4 

Harris, 

Collinson, & das 

Nair, 2012 

To 

explore 

service-users’ 

experience of 

being in 

contact with 

an EIP service, 

its impact on 

8; all with lived 

experience of psychosis 

and receiving treatment 

under and early 

intervention service 

‘Flexibl

y’ guided 

interviews 

IPA 5 super-

ordinate themes 

were developed: 

stigma, 

relationships, 

understanding the 

experiences, sense 

of agency and 

2 
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their 

experience of 

psychosis and 

current life 

situation 

impact on sense of 

self 

3

5 

Heron et 

al., 2012 

To 

explore 

women’s 

experiences of 

the recovery 

process 

following an 

episode of PP 

and their 

beliefs 

regarding the 

services 

5; all diagnosed 

with post-partum 

psychosis 

Semi-

structured 

interviews 

Grounded 

analytic induction 

approach  

Identified 

themes included: 

unmet 

expectations; 

ruminating and 

rationalising; 

social recovery; 

medical support; 

information needs; 

family 

functioning; and 

3 
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needed to 

support 

recovery 

giving recovery 

time. 

3

6 

Hirschfel

d, Smith, 

Trower, & 

Griffin, 2005  

‘How 

do young men 

make sense of 

psychosis?’ 

6; all diagnosed 

with schizophrenia 

Intervie

ws 

Grounded 

theory 

Four 

themes were 

identified: 

experience of 

psychosis, 

immediate 

expression of 

psychotic 

experiences, 

personal and 

interpersonal 

changes, personal 

explanations 

2 
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3

7 

Humbers

tone, 2002 

To 

develop a 

detailed 

analysis of the 

subjective 

experiences of 

people with 

schizophrenia 

living in 

highly staffed 

supported 

accommodatio

n 

13; all diagnosed 

with schizophrenia 

Semi-

structured 

interviews 

Grounded 

theory 

A unifying 

social theory was 

developed call ‘a 

way to survive’ – 

survival 

experiences for 

these participants 

ranged from life 

threatening to the 

mundane. Major 

categories linked 

to survival were: 

psychosis, identity, 

alienation, 

God/religion, 

family, basic life 

2 
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stuff and health 

services 

3

8 

Isham et 

al., 2019 

To 

discover from 

patients: 

whether 

grandiose 

delusions have 

harmful 

consequences; 

the 

psychological 

mechanisms 

that maintain 

them; and 

what help 

patients may 

15; mixed 

clinical sample, with 4 

diagnosed with 

schizophrenia, 4 with 

schizoaffective disorder, 

6 with bipolar, and 1 

with non-organic 

psychotic disorder 

Semi-

structured 

interviews 

Thematic 

analysis 

Participant

s reported varied 

forms of harm 

from their 

delusions. All 

reported the 

delusions as very 

meaningful, 

providing a sense 

of purpose, 

belonging or self-

identity, or that it 

made sense of 

difficult 

experiences. The 

2 
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want from 

clinical 

services 

meaning was not 

found to be 

synonymous with 

superiority, and the 

meaning appeared 

to drive the 

persistence of the 

beliefs. Other 

maintenance 

factors were 

identified, as well 

as a sense amongst 

participants that 

they were not 

given enough time 

to discuss their 

beliefs. 
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3

9 

Jacob, 

Munro, & 

Taylor, 2015 

To 

outline the 

results of a 

qualitative 

study on 

mental health 

recovery 

which 

involved 

consumers, 

carers and 

mental health 

nurses, and 

explore the 

meaning of 

recovery 

26; mixed 

clinical (9) and non-

clinical (17), with 7 of 

the clinical sample 

diagnosed with 

schizophrenia and 2 

diagnosed with bipolar 

Semi-

structured 

interviews 

Van Manen’s 

hermeneutic 

phenomenology  

Two 

processes of 

recovery were 

identified: an 

internal process 

involving 

reclaiming various 

aspects of the self, 

and an external 

process of 

presentation of the 

self 

2 
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4

0 

Jarosinsk

i, 2008 

To 

understand 

hallucinations 

from an 

individual 

perspective of 

self 

12; mixed 

clinical sample, with 11 

diagnosed with 

schizophrenia and 1 

diagnosed with 

schizoaffective disorder 

Intervie

ws 

Heideggeria

n and hermeneutics-

guided thematic 

analysis 

Four 

themes identified, 

describing 

surviving and 

preserving: 1) are 

they who they are? 

2) a not-so-certain 

life 3) finding 

strength in broken 

places and 4) I am 

still me 

1 

4

1 

Jordan, 

Malla, & Iyer, 

2019 

To 

investigate 

aspects of 

positive 

change among 

people 

12; all were 

receiving treatment for 

psychosis, with 6 

diagnosed with a 

schizophrenia-spectrum 

diagnosis, and 4 

Semi-

structured 

interviews 

Thematic 

analysis 

Three 

themes were 

produced: life 

before and during 

the FEP, declines 

and difficulties 

3 
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receiving an 

EI service for 

psychosis 

diagnosed with 

substance 

abuse/dependence 

following 

psychosis, and 

experiences of 

positive change. 

Subthemes 

reflecting positive 

change included, 

improved health 

and personality, a 

stronger sense of 

self, stronger and 

more balanced 

religiosity and 

spirituality, 

improved 

relationships with 

others, and 



275 
 

improved 

lifestyles goals and 

expectations for 

the future 

4

2 

Judge, 

Estroff, Perkins 

& Penn, 2008 

To 

examine the 

narrative 

processes by 

which 

individuals 

make sense of 

psychosis, and 

explore these 

processes in 

relation to 

help-seeking 

15; mixed 

clinical sample, with 7 

meeting criteria for 

schizophrenia, 5 

schizoaffective disorder, 

2 for schizophreniform 

disorder and 1 for 

psychotic disorder not 

otherwise specified  

Semi-

structured 

interviews 

Conducted 

using inductive 

principles, including 

grounded theory and 

content analysis 

Two 

conceptual 

categories were 

identified: 

recognising 

changes, and 

responding to 

changes. Further 

themes within 

these categories 

included: ‘it was 

normal’, 

‘explanatory 

2 
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models’, 

‘withdrawal’, 

‘avoiding help’, 

and ‘coming to 

terms with 

psychosis’ 

4

3 

Kaite, 

Karaniola, 

Vouzavali, 

Koutroubas, 

Merkouris, & 

Papathanassoglo

u, 2016 

To 

explore the 

perceptions 

and 

interpretations 

of individuals 

with SMI 

regarding their 

illness, their 

self-image 

throughout the 

10; mixed 

clinical sample, with 

‘majority’ diagnosed 

with psychosis (mainly 

schizophrenia) and 3 

with bipolar 

Semi-

structured 

interviews 

Van Manen 

phenomenological 

analysis 

Main 

themes included: 

the meaning of 

illness, the 

different phrases 

of illness in time, 

the perception of 

the self during the 

illness, the 

perceptions about 

the effectiveness 

1 
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illness, the 

social 

implications of 

their illness, 

and the quality 

of therapeutic 

relationship 

with mental 

health nurses 

of 

pharmacotherapy, 

social and personal 

consequences for 

participants 

following the 

diagnosis of 

mental illness, 

participants 

perceptions 

regarding mental 

health 

professionals and 

services, and the 

therapeutic effect 

of the research 
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interview on the 

participants 

4

4 

Kidd, 

Frederick, 

Tarasoff, Virdee, 

Lurie, Davidson, 

Lesley, Morris, 

David, & 

McKenzie, 2016 

To 

provide an in-

depth 

examination of 

the 

experiences, 

beliefs, 

behaviours 

and spaces 

that constitute 

community 

participation 

for a highly 

diverse group 

of urban-

30; all diagnosed 

with schizophrenia 

Semi-

structured 

interviews 

Ethnographi

c informed analysis 

using the coding 

strategy from 

Charmaz 

Three 

categories were 

identified: social 

relationships, self-

concept and access 

to community 

resources 

2 
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dwelling 

people with 

schizophrenia 

4

5 

Kilbride, 

Byrne, Price, 

Wood, Barratt, 

Welford & 

Morrison, 2013 

To 

explore 

individuals’ 

subjective 

experiences of 

CBT for 

psychosis with 

the aim of 

identifying 

coherent 

themes 

consistent 

across 

individual 

9; no specific 

information on 

diagnoses provided, but 

all were receiving 

treatment form EI 

services around 

psychosis 

Semi-

structured 

interviews 

IPA Five super-

ordinate themes 

emerged: CBT as a 

process of person-

centred 

engagement, CBT 

as an active 

process as 

structured 

learning, CBT 

helping to improve 

personal 

understanding, 

CBT is hard work, 

3 
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accounts and 

any potential 

barriers to 

CBTp 

effectiveness 

recovery and 

outcomes of CBT 

for psychosis 

4

6 

Kilian, 

Lindenbach, 

Lobig, Uhle, & 

Angermeyer, 

2001 

 

To 

examine how 

persons with 

severe and 

persistent 

schizophrenia 

perceive their 

social 

integration and 

how particular 

types of social 

integration are 

100; all 

diagnosed with 

schizophrenia 

Problem

-focused 

interviews 

Content 

analysis 

Study 

participant could 

be classified into 

five different 

groups according 

to their self-

perceived degree 

of social 

integration. The 

use and subjective 

meaning of 

existing day 

3 
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related to the 

use of day 

centres and 

patient clubs 

structuring 

services was found 

to be associated 

with the type of 

self-perceived 

social integration 

4

7 

Laithwait

e & Gumley, 

2007 

To 

develop an 

experiential 

account of 

recovery in 

psychosis for 

users in high-

security 

forensic 

settings 

13; mixed 

clinical sample, with 10 

diagnosed with 

schizophrenia and 3 

diagnosed with bipolar 

Semi-

structured 

interviews 

Grounded 

theory 

Two higher 

order concepts 

were identified 

(relationships and 

a changing sense 

of self) with two 

subthemes and 

related categories: 

past experiences of 

adversity 

(categories 

2 
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including parental 

break-up and loss, 

feeling rejected 

and worthless, 

relationships with 

significant others, 

perspectives on 

past selves) and 

recovery in the 

context of being in 

hospital 

(frightening vs 

safety, feeling 

entrapped, the 

importance of 

relationships, 

development of 
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trust, coping, 

valued outcomes) 

4

8 

Lal, 

Ungar, Malla, 

Frankish, & 

Suto, 2014 

Meani

ngs of well-

being from the 

perspectives of 

youth mental 

health service 

users 

diagnosed 

with psychosis 

in the past 3 

years 

17; all diagnosed 

with psychosis 

Semi-

structured 

interviews and 

participant-

photography 

elicited focus 

groups 

Combined 

constructivist 

grounded theory and 

narrative inquiry 

5 key 

themes identified: 

multidimensionalit

y, active orientated 

states, social 

environment, 

identity and 

normality. 

Dimensions of 

wellbeing 

identified 

included: 

psychological, 

physical, 

emotional, 

2 
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moral/virtuous, 

financial/material, 

spiritual and social 

4

9 

Lam, 

Pearson, Ng, 

Chiu, Law & 

Chen, 2010 

To 

explore the 

experience of 

FEP from the 

patients 

perspective 

and the 

meanings they 

attach to their 

illness and 

their recovery 

6; all diagnosed 

with a psychotic-

spectrum disorder, with 

4 diagnosed with 

paranoid schizophrenia, 

1 with unspecified 

psychosis, and 1 with 

acute and transient 

psychotic disorder 

Focus 

group 

Content 

analysis 

Four main 

themes identified: 

the meaning of 

psychosis and 

psychotic 

experience; the 

meaning of 

recovery; stigma; 

and having an 

optimistic view of 

recovery 

3 

5

0 

Lee, 

Eads, Yates, & 

Liu, 2020 

To 

explore the 

recovery 

19; mixed 

clinical sample with 6 

diagnosed with 

In-depth 

interviews 

Grounded 

theory 

Themes 

identified included 

internal recovery 

2 
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processes of 

individuals 

with serious 

mental health 

problems who 

were not 

taking 

medications 

for at least 12 

months 

schizophrenia, 3 

diagnosed with 

depression, 3 diagnoses 

with bipolar and 7 with 

multiple diagnoses 

processes 

(cognitive 

changes, 

emotional 

processes and 

spirituality/faith) 

which led to a 

perspective change 

about self and 

symptoms, as well 

as external 

recovery processes 

including support 

received and 

productive ways of 

giving back 
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5

1 

Lester et 

al., 2011 

To 

explore in 

depth the 

value of EIS 

over time from 

the perspective 

of SUs, 

particularly in 

relation to the 

importance of 

relationships 

63; no specific 

details provided on 

diagnoses, but all 

participants were 

receiving treatment from 

EI services at the time of 

participation 

Intervie

ws 

Charmaz’s 

constructivist 

grounded-theory 

methodology 

Three main 

themes emerged, 

relationships with 

key workers, value 

of family support 

and changing self-

identity 

2 

5

2 

Lewis, 

Sanderson, 

Gupta, & Klein, 

2020 

To 

explore and 

understand the 

experience of 

voice-hearing 

from a 

5; all participants 

report hearing voices 

Semi-

structured 

interviews 

IPA Three 

superordinate 

themes identified: 

need for 

connection, values 

about self and 

2 
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spiritual 

perspective 

identity, and 

making sense 

5

3 

Lindstro

m, Sjostrom, & 

Lindberg, 2013

  

To 

understand 

how 

participants 

with 

psychiatric 

disability 

made sense of 

their 

occupational 

transformation

s in the 

context of 

their everyday 

16; all had a 

diagnosis a psychotic-

spectrum disorder 

Intervie

ws and field 

observations 

Narrative 

analysis 

An overall 

narrative of 

‘rediscovery 

agency’ was 

identified, with 

three facets and 

sub-facets 

highlighted: 

structuring 

transformation as a 

success story 

(temporality, 

sociality and 

place), 

transformation in 

2 
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life and life 

history 

individual contexts 

of life, and key 

storylines about 

the rediscovery of 

agency 

(emergence of 

hope in a 

sedentary life, the 

dependency of 

support from 

personnel, re-

entering the 

majority world, 

and the extended 

value of reaching 

goals) 
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5

4 

Lloyd, 

Lloyd, 

Fitzpatrick, & 

Peters, 2017 

To 

conduct a deep 

exploration of 

the outcomes 

that matter to 

people with a 

diagnosis of 

schizophrenia 

and 

understand 

from their 

perspective 

how these 

outcomes can 

be achieved 

22; all diagnosed 

with a psychotic-

spectrum disorder, with 

19 diagnosed with 

schizophrenia (14 

simple, 3 paranoid, 2 

treatment resistant) and 

3 schizoaffective 

disorder 

Open-

ended 

interviews 

Thematic 

frameworks and 

realist informed 

theories of change 

approach 

Findings 

highlighted 8 

outcomes of 

importance that 

were discussed by 

participants: 

employment, a 

positive sense of 

(normal) self, 

reductions in 

symptoms, 

psychosocial and 

functional 

improvement, 

improved 

cognition, socially 

connectedness, 

2 
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safety and security, 

and improvements 

in physical health. 

Authors propose a 

theoretical change 

model where 

features of life 

context influence 

the attainment of 

long-term 

outcomes through 

short-term goals, 

and show 

reciprocal 

relationship 

between well-
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being and life 

context 

5

5 

Lloyd, 

Sullivan, & 

Williams, 2005 

To 

investigate the 

perceived 

experience of 

young men 

with a 

psychotic 

disorder to 

gain an 

understanding 

of the impact 

this had on 

interpersonal 

relationships 

6; all had a 

diagnosis of a psychotic-

spectrum disorder 

Focus 

groups 

Identificatio

n of recurrent 

themes following 

data coding 

Three 

major themes 

identified: 1) a 

significant 

decrease in the 

internal and 

external control of 

one’s life at the 

onset of illness, 2) 

the effects of 

labelling and 

stigma on 

interpersonal 

relationships, and 

3) the change in 

2 
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self perception that 

these effects bring 

5

6 

Marin, 

Mezzina, Borg, 

Topor, Lawless, 

Sells, & 

Davidson, 2005 

To 

study 

processes of 

recovery in 

psychosis 

from a multi-

national 

perspective – 

current paper 

focuses on 

writing up 

themes related 

to the 

individuals 

own perceived 

12; mixed 

clinical sample, with 9 

diagnosed with 

schizophrenia, 3 

depression with 

psychotic features 

Open-

ended, narrative 

interviews 

Identificatio

n of common 

themes within, and 

then across, 

interviews 

Three 

themes were 

identified: 1) 

finding the 

determination to 

succeed, 2) having 

a sense of self-

control, and 3) 

developing a new 

identity in spite or 

because of the 

illness 

2 
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role in their 

recovery 

5

7 

Marino, 

2015 

Explor

e the social 

aspects of 

recovery as 

reported by 

individuals 

with lived 

experience 

41; mixed 

clinical sample, with 12 

diagnosed with 

schizophrenia, 9 with 

schizoaffective disorder, 

6 with bipolar, 12 with 

anxiety disorders, 4 with 

major depression, 2 with 

alcohol dependency, 1 

with borderline 

personality disorder and 

5 declined to answer. 5 

participants had more 

than one diagnosis 

Focus 

groups 

Thematic 

analysis 

Three 

meta-themes of 

social recovery 

emerged: 

community, self-

concept and 

capacities. Each 

theme contained a 

number of sub-

themes concerned 

with a sense of 

belonging, 

inherent 

acceptability of the 

self, and the ability 

2 
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to cope with 

mental distress and 

engage socially 

5

8 

Mauritz 

& van Meijel, 

2009 

How 

do patients 

with 

schizophrenia 

experience and 

come to terms 

with the loss 

that their 

illness entails?  

10; all diagnosed 

with schizophrenia 

Semi-

structured 

interviews 

Grounded 

theory 

Themes 

highlighted both 

internal losses 

(‘living in a 

different world’) 

and external losses 

(‘not belonging’) 

that resulted from 

the schizophrenia. 

Other themes 

found included 

‘expressions of 

grief’ and ‘coming 

to terms’. 

3 
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Participants 

seemed to cope 

with these losses 

through a process 

of acceptance, 

identifying with 

others with 

schizophrenia, 

learning about the 

diagnosis and 

searching for 

meaning. 

5

9 

Mawson, 

Berry, Murray, 

& Hayward, 

2011 

Three 

research 

questions 

identified: 

how are 

10; all diagnosed 

with a psychotic-

spectrum disorder, with 

8 diagnosed with 

schizophrenia, 1 with 

Semi-

structured 

interviews 

IPA Five 

themes were 

identified: ‘person 

and voice’, ‘voices 

changing and 

2 
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participants’ 

voices 

experienced 

within the 

context of 

other 

interpersonal 

relationships? 

In what ways, 

if any, are 

voices and 

social 

relationships 

understood to 

compliment, 

extend or 

oppose one 

paranoid schizophrenia, 

and 1 with 

schizoaffective disorder 

confirming 

relationship with 

the self’, ‘a battle 

for control’, 

‘friendships 

facilitating the 

ability to cope’, 

and ‘voices 

creating distance 

in social 

relationships’ 
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another? What 

are the similar 

or different 

styles of 

relating 

evident across 

these 

interactions?  

6

0 

May, 

Strauss, Coyle, 

& Hayward, 

2014  

How 

do participants 

experience 

group PBCT 

for distressing 

voices?  

10; mixed 

clinical sample, all with 

experiences of voice-

hearing, with 8 

diagnosed with 

schizophrenia or non-

specified psychosis, 1 

with PTSD, and 1 with 

Semi-

structured 

interviews 

Thematic 

analysis 

Three 

themes identified: 

relating to voices, 

relating to self and 

relating to others 

2 
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non-specified 

personality disorder 

6

1 

Mezzina, 

Borg, Marin, 

Sells, Topor, & 

Davidson, 2006 

To 

study 

processes of 

recovery in 

psychosis 

from a multi-

national 

perspective 

12; mixed 

clinical sample, with 9 

diagnosed with 

schizophrenia, 3 

depression with 

psychotic features 

Open-

ended, narrative 

interviews 

Identificatio

n of common 

themes within, and 

then across, 

interviews 

Themes 

identified around 

social barriers and 

social pathways to 

recovery, 

including: stigma, 

being different, 

exclusion, 

awareness and 

beyond: support 

systems, finding 

2 
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new bonds new 

roles, working and 

studying, 

participation and 

citizenship 

6

2 

Mizuno, 

Iwasaki, Sakai, 

& Kamizawa, 

2015 

To 

explore the 

experiences of 

recovery of 

community-

dwelling 

persons 

recovering 

from the 

condition of 

schizophrenia 

16; all diagnosed 

with schizophrenia-

spectrum disorders 

Semi-

structured 

interviews 

Content 

analysis 

Two major 

themes identified: 

1) ongoing efforts 

to live better, and 

2) inconsistent 

self-acceptance as 

a person living 

with a mental 

illness 

2 
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spectrum 

disorder 

6

3 

Moller & 

Husby, 2000 

The 

study explores 

three 

questions: 

Which 

prodromal 

changes in 

subjective 

experience are 

reported by 

first episode 

DSM-IV 

schizophrenia 

patients? 

19 and their 

families; all clinical 

participants diagnosed 

with schizophrenia 

Intervie

ws 

Data was 

condensed to date 

phenomenon by 

chronology 

(grouping by 

prodrome, incipient, 

and manifest 

psychosis), and then 

grouped drawing on 

medical 

classifications 

(specifically the 

DSM-III-R), their 

dominant place 

within the data, and 

Findings 

highlighted eight 

groups of 

experiences, with 

two identified as 

core dimensions: 

‘disturbance of the 

perception of self’ 

and ‘extreme 

preoccupation by 

and withdrawal to 

overvalued ideas’. 

Four dimensions 

of prodromal 

behaviour were 

2 
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What 

promotes or 

restrains the 

subjects’ 

perception, 

interpretation, 

and 

communicatio

n of these 

experiences? 

Which 

prodromal 

changes in 

behaviour are 

reported by 

their friends 

and families 

the clinical intuition 

of clinicians and 

researchers 

also identified 

(quitting school, 

university or a 

job/marked 

truancy; marked 

and lasting shifts 

of interest; marked 

and lasting social 

withdrawal, 

passivity or 

isolation; marked 

and lasting change 

in global 

appearance or 

behaviour 
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(or even the 

patients 

themselves)? 

6

4 

Noiseux 

& Ricard, 2008 

How is 

recovery 

perceived and 

described by 

people living 

with 

schizophrenia, 

by people 

close to them, 

and by people 

who provide 

them with 

professional 

assistance?  

41; mixed 

clinical (16) and non-

clinical (25), with all 

clinical participants 

diagnosed with 

schizophrenia 

Semi-

structured 

interviews 

Grounded 

theory 

Seven 

categories are 

presented: 

perceiving 

schizophrenia as a 

‘descent into hell’; 

igniting a spark of 

hope; developing 

insight; activating 

the instinct to fight 

back; discovering 

keys to well-

being ; 

maintaining a 

3 
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constant 

equilibrium 

between internal 

and external 

forces; and seeing 

light at the end of 

the tunnel 

6

5 

Nowak, 

Waszkiewicz, 

Switaj, Sokol-

Szawlowska, & 

Anczewska, 

2017 

To 

explore 

definitions of 

recovery 

amongst 

Polish service 

users with 

lived 

experience of 

schizophrenia 

28; all diagnosed 

with schizophrenia 

Focus 

groups 

Thematic 

analysis 

Five main 

themes identified: 

psychological 

dimension of 

recovery, 

relationship with 

others, wellness 

strategies, clinical 

understand of 

recovery and 

3 



304 
 

and hear their 

views 

regarding 

recommendati

ons for 

meaningful 

psychosocial 

intervention 

support systems. 

Participants also 

indicated 

interventions 

should be flexible, 

individualised and 

facilitative of 

personal growth 

6

6 

Ogden, 

2014 

To gain 

an 

understanding 

of the process 

and content of 

life history 

and present-

time narratives 

of older adults 

6; all diagnosed 

with schizophrenia 

Intervie

ws and notes 

from field 

observations 

Thematic 

narrative analysis 

Narratives 

for each 

participant are 

presented, with 

shared aspects of 

the profiles 

discussed. In 

particular, a shared 

sense of diagnostic 

2 
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who had lived 

out large parts 

of their lives 

with 

schizophrenia 

and continued 

to experience 

serious 

ongoing 

symptoms 

irrelevance was 

highlighted, with 

the theme ‘my life 

as it is has value’ 

identified. 

6

7 

Perez-

Corrales, Perez-

de-Heredia-

Torres, 

Martinez-

Piedrola, 

Sanchez-

The 

study explores 

two research 

questions: 

what is the 

lived 

experience of 

23; mixed 

clinical sample, with 11 

diagnosed with paranoid 

schizophrenia, 3 with 

bipolar, 2 with residual 

schizophrenia, 2 with 

schizoaffective disorder, 

Intervie

ws and field 

notes 

Thematic 

analysis 

Two main 

themes identified 

which described 

the experience of 

participating in 

volunteer 

activities: 1. 

1 
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Camarero, 

Paraz-Bravo, & 

Palacios-Cena, 

2019 

people with 

SMD who 

perform 

volunteering? 

How does 

volunteering 

impact on 

their life and 

their recovery 

process?  

2 with unspecified 

schizophrenia, 1 with 

simple schizophrenia, 1 

with recurrent depressive 

disorder, and 1 with 

other psychotic disorder 

Rebuilding self-

identity, 2. Being a 

so-called normal 

person with a 

‘normal’ life 

6

8 

Perry, 

Taylor, & Shaw, 

2007 

To 

investigate the 

personal 

experiences of 

participants 

following a 

recent first 

5; all diagnosed 

with FEP 

Semi-

structured 

interviews 

IPA Three 

superordinate 

themes identified: 

‘‘What’s it all 

about?’’, ‘‘Banged 

up’’, and 

3 
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episode of 

psychosis, and 

explore 

influences on 

feelings of 

hope 

‘‘Belonging versus 

alone’’ 

6

9 

Pitt, 

Kilbride, 

Nothard, 

Welford, & 

Morrison, 2007 

To 

carry out user-

led research 

looking at 

recovery from 

psychosis 

from a service 

user 

perspective 

7; all diagnosed 

with a psychotic-

spectrum disorder 

Semi-

structured 

interviews 

IPA Recovery 

was shown to be 

idiosyncratic and 

complex, with key 

themes including 

rebuilding life 

(subthemes of 

active 

participation in 

life, and rebuilding 

social support), 

2 
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rebuilding self 

(subthemes of 

understanding self, 

and 

empowerment) 

and hope for a 

better future 

(subthemes of a 

process of change, 

and desire for 

change) 

7

0 

Rebeiro 

& Allen, 1998 

To 

explore and 

describe the 

personal 

experience of 

a voluntarism 

1; diagnosed with  

paranoid schizophrenia 

Observa

tion (participant 

and non-

participant 

observation 

resulting in 

Domain 

analysis 

Three 

themes were 

found: occupation-

as-means, 

voluntarism: a 

meaningful and 

2 
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occupation for 

an individual 

with 

schizophrenia 

who resides 

within the 

community 

field notes) a 

method’s log 

and a personal 

journal, use of 

descriptive 

questions 

exploring the 

‘doing’ of 

voluntarism, 

and an in-depth 

interview 

purposeful 

occupation, and 

social identity and 

preferred self-

identity 

7

1 

Robertso

n & Lyons, 2003 

To 

explore 

women’s 

experiences of 

puerperal 

psychosis, and 

10; all diagnosed 

with puerperal psychosis 

Semi-

structured 

interviews 

Grounded 

theory 

Three main 

categories 

identified: 

puerperal 

psychosis as a 

separate form of 

2 
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to gain 

understanding 

into living 

through and 

past the illness 

mental illness, 

loss, and 

relationships and 

social rules. Two 

higher order 

concepts were 

identified: living 

with emotions, and 

regaining and 

changing self 

7

2 

Roe & 

Ben-Yishai, 

1999 

To gain 

understanding 

regarding the 

relationship 

between a 

person and 

41; all diagnosed 

with psychotic-spectrum 

disorders, with 22 

diagnosed with 

schizophrenia, 13 with 

schizoaffective disorder, 

and 8 with major 

Semi-

structured 

interviews and 

narrative 

summaries 

produced by the 

interviewer 

Analysis 

looked to code data, 

identify changes and 

create a synthesis, 

following strategies 

outlined by Strauss 

and Corbin (1990), 

Five 

categories were 

identified: 

separating the 

healthy self from 

the ill self, contact 

between the two 

1 
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his/her 

disorder 

affective disorder with 

psychotic features 

which was 

integrated with 

narrative theory and 

approaches 

selves, 

transforming 

meaning, the 

healthy self 

influencing the 

course of disorder, 

integrating the 

vicissitudes of life, 

illness and the 

relationship 

between them 

7

3 

Romano, 

McCay, 

Goering, 

Boydell & 

Zipursky, 2010 

Two 

research 

questions 

guided the 

study: 1) how 

do individuals 

10 (and non-

clinical individuals 

identified as having a 

key role in their 

recovery); all clinical 

Semi-

structured 

interviews 

Charmaz’s 

constructivist 

grounded theory 

Five 

phases of the 

recovery process 

were identified: 

‘who they were 

prior to the 

2 



312 
 

who have 

experienced 

FEP describe 

their process 

of recovery? 

2) how does 

an identified 

individual 

describe their 

role during the 

participants 

process of 

recovery, and 

their 

perception of 

the recovery 

process? 

participants diagnosed 

with FEP 

illness’, ‘lives 

interrupted: 

encountering the 

illness’, ‘engaging 

in services and 

supports’, ‘re-

engaging in life’, 

and ‘envisioning 

the future’. 

Additionally, a 

category was 

identified that 

occurred 

throughout all 

phases, ‘re-

shaping an 
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enduring sense of 

self’ 

7

4 

Saavedra

, 2009 

To 

explore 

qualitative 

changes in the 

life narratives 

of persons 

diagnosed 

with paranoid 

schizophrenia 

who were 

receiving 

treatment in 

special care 

homes in 

10; all diagnosed 

with severe paranoid 

schizophrenia 

Intervie

ws 

Social 

positioning analysis 

Long-stay 

patients create 

their identities 

using more 

categories related 

to relationships 

and make fewer 

references to 

illness than short-

stay. Two essential 

themes identified: 

‘experience of 

illness’ and 

‘personal 

relations’ 

3 
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Andalusia, 

Spain 

7

5 

Sanseeha

, Chontawan, 

Sethabouppha, 

Disayavanish, & 

Turale, 2009 

How 

do people 

diagnosed 

with 

schizophrenia 

in north-

eastern 

Thailand 

perceive 

themselves in 

relation to 

their illness of 

schizophrenia? 

30; mixed 

clinical (18) and non-

clinical (12), with all 

clinical participants 

diagnosed with 

schizophrenia 

Intervie

ws and field 

notes of 

observations 

Identificatio

n of recurrent 

themes guided by 

Heidegger’s 

hermeneutic 

phenomenology 

Four 

themes identified: 

perceptions of 

mental illness, 

perceptions of the 

cause of illness, 

perceptions of 

discrimination and 

attempting to live 

with schizophrenia 

1 
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7

6 

Schrank, 

Riches, Bird, 

Murray, Tylee, 

& Slade, 2014 

To 

validate a 

static 

framework of 

wellbeing 

components 

and illuminate 

the processes 

by which well-

being is 

experienced 

by people with 

psychosis 

22; all self-

reported experiences of 

psychosis, with 15 self-

reporting a diagnosis of 

schizophrenia, 2 of 

psychosis, 2 of 

schizoaffective 

disorder/bipolar 

psychosis, 2 of 

depression, 1 of nervous 

breakdown and 1 of no 

mental health problems 

Semi-

structured 

interviews 

Thematic 

analysis 

incorporating 

techniques from 

grounded theory 

Three 

superordinate 

categories of 

wellbeing were 

identified: current 

sense of self, 

transition to an 

enhanced sense of 

self, and enhanced 

sense of self 

2 

7

7 

Shea, 

2010 

How 

do individuals 

with 

schizophrenia 

14; mixed 

clinical (10) and non-

clinical (4), with all 

clinical participants 

Semi-

structured 

interviews 

Grounded 

theory 

A six-stage 

process of self-

recovery was 

identified: entering 

1 
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describe the 

process of 

personal and 

social self-

identity 

reconstruction

? 

diagnosed with 

schizophrenia 

the territory 

(losing the self), 

struggling for 

control (searching 

for the self), active 

self-care and 

finding a social fit 

(rediscovering and 

redefining the 

self), checking the 

self out (testing 

the new self) and 

coming back 

normal 

(recovering self) 
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7

8 

Skodlar, 

Tomori & 

Parnas, 2008 

To 

better 

understand the 

complexities 

of suicidal 

tendencies 

amongst 

patients with 

schizophrenia 

19; all diagnosed 

with schizophrenia 

Intervie

ws 

Qualitative 

phenomenological 

analysis 

8 

categories were 

identified: high 

frequency of 

suicidal ideation, 

solitude and 

inability to 

participate in 

human 

interactions, 

feelings of 

inferiority, rarity 

of suicidal 

intentions at the 

zenith of 

psychosis, 

indeterminate 

3 
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states, suicide as a 

whim of the day, 

general casualness 

when talking about 

suicide and death, 

relationships to 

significant others 

as the main 

protective factor 

7

9 

Sugawar

a & Mori, 2018 

To 

elucidate the 

self-concept of 

Japanese 

people with 

schizophrenia 

53; all diagnosed 

with schizophrenia 

Semi-

structured 

interviews 

Qualitative 

content analysis 

6 

categories were 

identified: present 

cognition and 

definition of the 

self, feeling 

towards and 

evaluation of the 

1 
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self, the self that is 

seen by others, the 

past self-image, 

the self-image 

about possibility 

and the future, and 

how I should be 

and the ideal self 

8

0 

Tan, 

Gould, Combes, 

& Lehmann, 

2014 

To 

understand the 

experiences 

that people 

with early 

psychosis are 

adjusting too 

and their 

perceived 

8; all diagnosed 

with FEP 

Semi-

structured 

interviews 

Grounded 

theory 

A 

theoretical model 

was developed. A 

core category of 

distress was 

identified. Overall, 

six main 

categories were 

identified: the 

2 
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barriers to 

recovery 

effect of past 

experiences, not 

knowing/understan

ding, a challenged 

identity, being in a 

psychiatric 

service, the 

reaction of others, 

and social 

disadvantage 

8

1 

Teglbjaer

y, 2011 

To 

explore how 

artistic 

expression 

might interfere 

with 

psychopatholo

10; mixed 

clinical sample, 5 

diagnosed with 

schizophrenia and 5 with 

non-psychotic disorders 

Intervie

ws 

Modified 

grounded theory 

For those 

with 

schizophrenia, the 

impact on self-

experience was 

conceptualised 

into five 

1 
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gy in those 

with 

schizophrenia 

categories: 

increased 

‘presence being’, 

formation of new 

structures of 

meaning, 

increased direct 

experience of self, 

setting up of a 

special social 

context, and 

stimulating 

creativity and play 

8

2 

Tooth, 

Kalyanasundara

m, Glover, & 

To 

provide a 

consumer 

perspective on 

57; all meeting 

criteria for schizophrenia 

Intervie

ws 

Thematic 

analysis 

Themes 

identified included 

determination, 

illness 

2 
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Momenzadah, 

2003 

recovery from 

schizophrenia 

and to identify 

what 

consumers 

considered 

important in 

recovery 

management, self-

help, having 

friends who 

accepted them, 

negative aspects of 

medication and 

negative impact of 

health 

professionals  

8

3 

Vaingank

ar et al., 2020 

To 

understand 

what recovery 

means to 

clients, to 

better 

understand 

their unique 

40; ‘most’ self-

reported schizophrenia 

or other psychoses 

Focus 

groups 

Thematic 

analysis 

Three 

themes identified: 

1) meaning of 

recovery, 2) 

recovery as a 

journey, 3) 

facilitators of 

recovery  

3 
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recovery 

process and 

what helps in 

recovery 

among clients 

with lived 

experience of 

first episode 

psychosis in a 

developed 

Asian setting 

8

4 

Vodusek, 

Parnas, Tomori, 

& Skodlar, 2014 

To 

explore the 

phenomenolog

y of emotion 

experience in 

20; all diagnosed 

with FEP 

Semi-

structured 

interviews 

Coding and 

then identification 

of recurrent themes, 

guided by the 

principles of 

Three key 

themes presented: 

emotional 

emptiness and the 

sense of loss and 

of being lost in the 

1 
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first episode 

psychosis 

phenomenological 

hermeneutics 

post-psychotic 

self; emotional 

buffer, lack of 

flow and mourning 

for authenticity in 

the pre-psychotic 

self; full contact, 

emotional 

overwhelming and 

fear of annihilation 

in the psychotic 

self 

8

5 

Wagstaff, 

Graham, Farrell, 

Larkin, & 

Nettle, 2018 

What 

are the 

experiences of 

mental health 

services for 

7; all diagnosed 

with schizophrenia 

Semi-

structured 

interviews 

IPA Four 

themes were 

identified: people 

kept hounding me, 

antipathy to 

2 
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men with a 

diagnosis of 

schizophrenia 

who describe 

their ethnic 

identity as 

‘black’ and 

have a history 

of 

disengagement 

from mental 

health 

services? 

medication, choice 

and value of 

services, and 

stigmatisation and 

identity 

8

6 

Waite, 

Knight, & Lee, 

2015 

To 

increase 

understanding 

of the internal 

10; all diagnosed 

with psychotic-spectrum 

disorders, with 4 

diagnosed with paranoid 

Semi-

structured 

interviews 

IPA Five 

superordinate 

themes emerged: 

1) my mind can’t 

1 
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processes of 

recovery in 

psychosis, 

including how 

one related to 

oneself and 

how this 

internal 

relationship 

may influence 

recovery, with 

particular 

consideration 

given to self-

compassion 

and self-

criticism 

schizophrenia (one with 

secondary depression), 1 

no diagnosis, 2 

diagnosed with 

schizophrenia, 1 

diagnosed with 

bipolar/schizophrenia/ps

ychotic depression, 1 

with psychosis and 

depression, and 1 with 

schizotypal disorder 

take the load: the 

curse of psychosis 

2) the trap of self-

critism 3) coming 

to terms with 

psychosis in my 

life to move on 4) 

on my own two 

feet and 5) an 

opportunity for 

growth 
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8

7 

Wang, 

2011 

To 

present 

research 

exploring 

service users’ 

views of 

mental illness 

and their 

personal 

suffering 

experiences 

outside of a 

Western 

sociocultural 

context 

(specifically, 

within 

10; mixed 

clinical sample, with 5 

diagnosed with 

schizophrenia, 3 with 

bipolar, 1 with major 

depression and 1 with 

bipolar/mental 

‘retardation’ 

Semi-

structured 

interviews 

Thematic 

analysis 

Key 

themes identified 

of: ‘roles and 

identities within 

various social and 

family contexts’, 

‘making sense of 

the illness 

experience’, 

‘stigma’, and ‘the 

positive effects of 

mental illness’ 

2 
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Taiwanese 

culture) 

8

8 

Watts & 

Priebe, 2002 

To 

explore 

service users’ 

perspectives 

on ACT and 

how this 

experienced, 

with particular 

attention paid 

to experiences 

of coercion 

12; all diagnosed 

with schizophrenia 

Intervie

ws 

Grounded 

theory 

Key 

themes identified 

included, ‘early 

help-seeking 

behaviour’, 

‘identity’, ‘the 

therapeutic 

relationship’, and 

‘provider 

perspectives’  

2 

8

9 

Windell, 

Norman, & 

Malla, 2012 

To 

examine 

personal 

definitions of 

30; all diagnosed 

with a psychotic-

spectrum disorder, with 

16 diagnosed with 

Intervie

ws 

IPA Three 

themes regarding 

definitions of 

recovery were 

2 
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recovery 

among 

individuals 

recently 

treated in a 

specialised 

early-

intervention 

service in 

Canada 

schizophrenia, 8 with 

schizoaffective disorder, 

3 with psychosis not 

otherwise specified, 2 

with substance-induced 

psychosis and 1 with 

bipolar disorder with 

psychotic features 

identified: illness 

recovery, 

psychological and 

personal recovery, 

and social and 

functional 

recovery. Two 

additional themes 

were identified: 

the impossibility 

of recovery, and 

participation in 

treatment as a 

means to recovery 

9

0 

Wood, 

Price, Morrison 

To 

conceptualise 

recovery 

8; all self-

reported experiences of 

Semi-

structured 

interviews 

IPA Four 

superordinate 

themes identified: 

2 
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& Haddock, 

2010 

through 

service users’ 

descriptions of 

their recovery 

stories 

psychosis in the last 12 

months 

‘impacts on mental 

health’, ‘self-

change and 

adaption’, ‘social 

redefinition’ and 

‘individualised 

coping 

mechanisms’ 

9

1 

Wright, 

Philips, Bryce, 

Morey-Nase & 

Allott, 2019 

To 

explore how 

individuals 

with early 

psychosis 

experience 

cognitive 

functioning 

and its 

10; all self-

reported experiences of 

psychosis, with 1 self-

reported a diagnosis of 

schizoaffective disorder, 

1 of drug-induced 

psychosis, 3 of bipolar, 1 

of depression with 

Semi-

structured 

interviews 

Thematic 

analysis 

5 

overarching 

themes identified: 

1) cognitive 

impairments, 2) 

impact of 

cognitive 

impairment on 

functioning, 3) 

1 
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relationships 

with 

psychosocial 

functioning 

(including 

perception of 

self?) 

psychosis, and 4 

unknown 

impact of 

cognitive 

impairments on 

self-concept, 4) 

relationship 

between cognitive 

impairments and 

treatment, 5) 

cognitive 

impairments – 

helpers and 

hindrances 

 




