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Abstract

This study involved the application of possible selves theory to first episode psychosis
(FEP) with the aims of understanding more about negative symptomsofahc
outcomes and sense of self in FEP. A miregthodsgexplanatory sequential design
was utilised. In the initial quantitative pleas preexisting data set @0 participants
allowed exploration of relationships between negative symptoms, fungtianah
possible selves. The qualitative phaseolving eightnew participantswas then

used to expand on specific findings from the quantitative phase, particularly how
descriptions of possible selves might change as a result of experiencing FEP.
Contrary to predications, relationships between elements of possible selves and
negative symptoms were not found. Beapjimistic about achieving possible selves
was positively related to functional outcomes suggesting that positivieedielfs may
be importat in functional recovery from FEROverall, findings also suggest that
experiencing FEP does not necessarily have a negative impact on sense of self,
potentially aided by hopeful, understanding and dependable social support. After
experiencing FEP futurears about relapsing becemmore salient.These findings

are discussed in relation to previous literature. This is followed by consideration of
the theoretical and clinical implications of the findings along with suggestions for

future research.
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1. Introduction

1.1 Overview

The onset of first episode psychosis (FEP) usually occurs in adolescence or early
adulthood, a crucial developmental stagsociated with developing a sense of self
and envisioning the person one would like to become in the fullme.onset of FE
at this stagéas the potential to disrupt thesey developmental processé&sarly
reparation of this damage is likely to be associated with more positivédong
outcomes and appears to be an important aspect of subjectoxery in FEP.
Considenng objective recovery, positive symptoms of psychosis often remit with
pharmacological or psychological interventions whereas negative symptoms
frequently persist and are associated with poorer functional out¢@mstn et al.,

2013) The aims of this thesis are to apply the concept of possible selves to FEP to
understand morebaut both the impact of FEP on the developing sense of self and on

mechanisms underlying negative symptoms.

This introduction begins with an overview of the nature of psychosis,
specifically FEP, and definitions of recovery. It then examines in turnotheept of
negative symptoms in FEP and the impact of FEP on sense of self, and explores why
further research in each of these areas is important in improving outcomes for those

with FEP.

Contextual information on the concept of possible selMesKus & Nurius,
1986)is given, including an overview of previous research regarding the role of
possible selves in motivation, lifespan development, chronic illness and interventions.

Following this, the rationale for applgrpossible selves to FEPastlined, wth



particular reference to its potential applicability to negative symptoms and sense of
self in FEP. The final section of the introduction outlines the research questions and

hypotheses for this study.
1.2 Introduction to psychosis
1.2.1 Defining psybosis

The experience of psychosis can be one of the most upsetting, and debilitating
of mental health difficulties involving disturbandessenses angerception,

thoughts, emotions ariehaviour(Davey, 2008)The two most widely used

diagnostic manualdhe Diagmstic and Statistical Manual of Mental Disordertg, 5

Edition (DSM-5) (American Psychiatric Association, 2013) and the International

Classification of Diseases, tﬂRevision(ICD-lO) (World Health Organisation,
1992),recognise a number of different psgtic disorders the most common of

which is schizophreniMueser & McGurk, 2004)A systematic review of the

incidence of schizopknia and psychosis in England found an annual incidence of 32
cases per 100,000 people for all psychotic disorders and 15 cases per pe6s0600

for schizophrenigKirkbride et al., 2012)

It has become increasingly common for researchers and clinicians to divide
the symptoms of psychosis into positive symptoms, experiences and behaviours that
are present but undesired, and negative symptoms, experamtédehaviours that
are absent but desired. Positive symptoms include hallucinations and delusions whilst
negative symptoms comprise anhedonia, affect flattening and poverty of speech. This
division was largely inspired by the work Gfow (1980who proposed a two

syndrome hypothesis of schizophrenia: t§pschizophrenia being characterised by a



predominance of positive symptoms and type 2 schizophrenia by the predominance of
negative symptoms. Followirtge hypothesiof Crow (1980) a further category of
symptoms was proposed called, disorganised syngptdhese were proposed to
represent features such as thought disorder, alogia and attentional diffi¢udiots,

1987)

A metaanalysis of symptom factors in schizophrenia supported a-thcem
conceptualisation with data from 10 studies yielding the symptom dimensions
Apo®iot i inegati veodo and fAconc(@rpbe, Bidér,&di sor gan
Goldman, 1998)The distinction between pasi and negative symptoms has been
shown to be clinically significant and valid: studies have found positive and negative
symptoms to show conflicting responses to some medicativag( et al., 1994), to
havedifferent prognoseglohnstone, MacMillan, & Crow, 1987gndfound rear zero
correlations between measures of edGy( Fiszbein, & Opler, 1987These

findings suggest they are likely to be independent constructs with distinct pathologies.

1.2.2 First episode psychgis

In East Anglia, the study area for this research, over the period of2Z2029
the annual incidence of FEP was estimated to be 45 cases per 100,000 people

(Kirkbride, Stubbins& Jones, 2012)

The first onset of psychosis usually occurs during adolescence or early
adulthood, a critical developmental period in terms of educational or vocational
achievement, social roles, romantic relationships and sense of self. The ondet of FE
at this time can potentially disrupt key developmental proc€¥seser, Khan, Cater,

& Picken, 2007and is frequently ass@ated with disruption to education and



employmen{Goulding, Chien, & Compton, 2010; Harris et al., 2005; Mueser,
Salyers, & Mueser, 2001)in a FEP sample iBast Anglia, 50% of thexeferred to
mental health services were unemployed, considerably higher than a rate of 8% in the

general population at the same tipexiod Office of National Statistics, 2011).

Over the past fifteen years, the development of specialist early intenvémti
psychosis (El) services Yabeen prioritised in a number of countries, including the
UK. Such services offer a range of evidebesed interventions, in an atmosphere of
hope and optimism, to those aged 14 to 35 (NICE, 2014). The introductioahof s
services was driven by findings of an association between a longer duration of
untreated psychosis (DUP) and poorer outcomes in tergymgitoms and

functioning(Marshall et al., 2005)

Compared to generic services, El services have been shown to improve a
range of outcomes at 12 months, 2 years, and 5 years after entry into the service
(Bertelsen et al., 2008; @ig et al., 2004; Norman et al., 201Hpwever Bertelsen et
al. (2008)found that improved clinical outcomes at 2 years-gosty were not
sustained at a 5 year follow up. This study showed more favourable outcomes for
secondary outcomes, finumber of individuals
i n h o s phoge trdatéd irf Eb Servides, as opposed to generic servicgsat 5
follow up (Bertelsen et al., 2008p50me suppt for the effectiveness of El services
was found in a Cochrane reviéMarshall & Rathbone, 2011)However, the authors
stressed the need for further randomised controlled trialsighlighted concerns

about whether treatment gains from such services were maintained in thetéynger



1.2.3Recovery from psychosis

The concept of Arecoveryo from serious
psychosis, has been the focus of much reseamhtbe last 20 years, with a more
optimistic view about the possibility and course of recovery eme(§irege, Knight,
& Saks,2009) Debate continues over what i s meant
largely into two categories: clinical/objective versus personal/subjective (Slade,

2009).

1.2.3.1 Definitions of recovery

1.2.3.1.1 Clinical/objectived recovery:

This definitionfocuses on the remission of clinical symptoms and improved
everyday functioning S| ade, Adams, . I&sbasedoa gparationallyy 0 1 2 )
defined and objectively measurable criteria and is comfgatalvecovery from non
psychiatric conditions, such as from a broken([@gvidson & Roe, 2007) Such a
clear way of defining recovery has obvious advantages from both a research and
clinical perspective. However, whilst it is important to understand and investigate
recovery in such terms, this view is potentially reductionistppreciating what
people are recovering from andn d i v futdire mopesR&coveryoften involves
having to overcomenany aspects of a potentiattgtastroptt experienceincludng
stigma, discrimination, social exclusion and disempowerment in adddirecovery

from the illness itselRepper & Perkins2003)



123125ubjective recovery: fARecovery i n me

During the 198006s, consumers began publ
recovery from SMI from which a different focus to the meaning of recovery emerged.

This became the basis of the recovery movement.

Recovery is a deeply personal, unique process of changing one's attitudes,
values, feelings, goals, skills, and/or roles. It is a way of living a satisfying,
hopeful, and contributing life even within the limitations caused by illness.
Recovery involveshte development of new meaning and purpose in one's life
as one grows beyond the catastrophic effects of mental ili#egtony,

1993 p.17)

Here, the focus is on subjective aspects of the condition and the ability to live
a meaningful and satisfying life, in the presence or absence of sym{#imss et al.,
2009) This view of recovery has recently been adopted as the guidiraple for
ment al heal th policy, practice and service:
cur e 6 (Shepherd, Bba&dman, & Slade, 2008) the UK, promoting recovery
is central tot iMentHela!l HéalWi hdh,out he mental ¥
England (Department of Health, 2011) wiltoveryorientated services focussing on
thekey recovery processes of connectedness, hope, identity, meaning and

empowermenfLeamy, Bird, Le Boutillier, Williams, & Slade, 2011)

Evidently,recovery is &omplex concept encompassing objective and
subjective aspects: it has been argued that the above approaches to recovery should be
seen as complementary and that the best way forward would be a synthesis of both

approachegBellack, 2006; Lieberman et al., 2008ndeed, it seems important for



research to address all dimensions of recovery in furthering understanding and
guiding holistic clinical practice. It should also be noted that both ways of
conceptualising recovery are linked by the inclusion of psychosocial functioning as a

key elemen{Bourdeau, Lecomte, & Lysaker, 2014)

The following sections Mliinclude references to bothese dimensions of
recovery in relation to FEPInitially, the discussion will focus on objective recovery
from FEP, with particular reference to negative symptoms as a barrier to achieving

this.

1.3 Objective recovery from FEP

The majority of FEP research has utilised quantitative methods tcsaddre
recovery in terms of symptomatology and social functioning. In such studies, rates of
recovery vary depending on the range of diagnoses included, the length of follow up
and the exact criteria used to define recovery, with a recent systematic review by
Jaaskelainen et al. (201f8)ding amedian reovery rate from schizophrenia of
13.5%.0ne difficulty with studies investigating the outcomes of psychissist
they tend to utilise designs that bias samples towards those with poor outcomes, for
example by focussing on those diagnosed with schizo@h{dorgan et al., 2014)

This gives an inaccurate picture of recovery from FEP.

This was addressed in a tgear follow up study of 557 incidence cases of
FEP where 54% cases overall (37% +adfective psychosis) werfeund to have been
symptom free for two or more yegRevier et al., 2015) This is more encouraging
than in previous studies. However, in distinguishing between symptomatic and social

recovery, this study found comparatively poor social outcomes with approximately



22% of cases in employment at follow upnpgpared to rates of 49% and 67% in the

general population in the areas studigirgan et al., 2014)

1.3.1 Negative symptoms in FEP

Defined as the absence or reduction in behaviours that are normally present,
the main sbdomains of negative symptoms are blunted affect (including blunted
expression and affect flattening), alogia (poverty of speech), amotivation (loss of
volition), anhedonia (reduced ability to experience or anticipate pleasure), and
asociality (social whdrawal)(Kirkpatrick, Fenton, Carpenter, & Magd 2006)
Investigating the prevalence of negative symptoms across the FEP diagnostic
spectrumLyne et al. (2012jound them to be most prevalent schizophrenia
spectrum disorders birequently found in other FEP diagnoses, particularly
substance induced psychotic disorder and major depressive disorder. This indicates

negative symptoms are a significant feature of FEP.

1.3.2 Negative symptomsral recovery from FEP

The current direction of research in FEP parallels outcomes in more chronic
samples: that negative symptoms are a core and often persistent feature that link to
poor functional outcomes and quality of I{#ustin et al., 2013; Henry et al., 2010;
Milev, Ho, Arndt, & Andreasen, 2005; Rabinowitz et al., 2012; Strauss, Sandt,
Catalano, & Allen, 2012; White et al., 2009)his is not unexpected considering the
overlap of components of gative symptomatology, such as avolition and anhedonia,
with vocational and social recovef@assidyNorman, Manchanda, Schmitz, &

Malla, 2010)

In a ten year follow up studyustin et al. (2013jound negative symptoms,



both at baseline and at 1 year follow up, to predict objective recovery from FEP at ten
year follow up. This study has a number of strengtisnpared teimilar studies,
includinga larger sample size and leteym follow up. Furthermordustin et al.
(2013)applied universally recognised definitions of recovery. However, almost a

third of the original sanp was lost to follow up and, overall, these particip&ais
demonstrated higher levels of symptoms at baseline. Findings may therefere over

represent good outcomes.

A studyby Ventura et al(2015)found negative symptoms early in the course
of psychosis to predict functioning at 12 month follow up and to be predictive of
negative symptoms 8 years later. This suggests that such symptomsesharkable
stability. However, this is not a consistent finding across studies. Aanatgsis of
longitudinal data in schizophrenia found negative symptoms to improve in almost all
outpatient sampleSavill, Banks, Khanom, & Priebe, 201%)wustin et al. (2015)
used Latent Class Analysis to construct symptom trajectories for a cohort of 496
people with FEP followed up over a-$8ar period. This showed heterogeneity in the
trajectories of negative symptoms across the sample. Almatistf the cases showed
a response trajectory with a fifth of the cohort showing significant improvements in
negative symptoms between two and ten years after diagnosis, suggesting that
negative symptoms are not necessarily stable and change can @ceeesral years
after being diagnosed with FEIPoorer social functioning at baseline was associated

with worse negative symptom trajectgAustin et al, 2015)

One component of negative symptoms, amotivation, has also been found to
independently predict functional outcomes in FEP after controlling for other

variables, such as positive symptofRervaha, Foussias, Agid, & Remington, 2013,



2015) Such findings suggest that motivational deficitseaparticularly significant

barrier to achieving functional recovery in FEP.

It has also been argued that interventions targeting functional and social
recovery may improve or even prevent chronic negative symptoms, suggestive of a
bidirectional relationsip between functioning and symptomatoldgyllackey,

Jackson, & McGorry, 2008When investigating the interrelationship between these
variables in a FEP populatioAlvarezJiménez et al. (2012pund, in line with other
studies, that remission of negative symptoms at 8 month follow up was predictive of
functional recovery at 14 months. However, when consigdtnctional recovery

and remission of negative symptoms at 14 months, only functional recovery predicted
additional recovery or remission of negative symptoms. This suggests that realising
functional recovery in the early stages of treatment might graggenst the

development of chronic negative symptoms. It may be that not achieving early
functional recovery disturbs the development period in which career milestones and
intimate relationships occyKillackey et al., 2008)eading to a loss of protective

factors and adversely influencing long term outceme

1.3.3 Current treatments targeting negative symptoms and functional

recovery

Treating negative symptoms has proved challenging, having proved resistant
to pharmacological interventioasid with few documented psychological

interventions.

In a metaandysis of 34 randomised controlled trails (RCTs) that utilised

cognitive behavioural tliapy (CBT) for psychosis, only twaf the studies

1C



specifically targeted rmgative symptoms with a further twargeting social

functioning. However, this review found t@BT had an effect on such outcomes

even when they were not the primary target of the intervention, repontnegua

weighted effect size of 0.48WVykes, Steel, Everitt, & Tarrier, 20D8However, a

more recent metanalysis of CBT for psychos{dauhar et al., 2014pund a smaller

effect of CBT on overall psychotic symptomvgh the authorfighlightng thatmore

trials of specifically adapted CBT for negative symptoms were required to understand

more about itefficiency.

One such study, a RCT of CBT specifically targeting negative symptoms was
carried out byKlingberg et al. (2011)The CBT intervention was based on a cognitive
model of negative symptoms BRector, Beck and Stolar (200&hich postulates that
repeated setbacks lead to dysfunctional beliefs including low expectancies for
pleasure and success, a perception of limited resources, a defeatist attitude about
performance, and negative beliefs about socialisation. Such melfgpute to the
persistence of negative symptomns.the RCT, Klingberg et al. 2011)compared
CBT to cognitive remediation (CR), selected as a control condition as, at the time of
the trial application there was no evidence to suggest CR was efficacious in reduction
of negative symptosi Participants in bibh groups showed a moderate improvement
in negative symptoms but there was no significant difference in negative symptoms
between the groups. The authors hypothesised that both interventions may have aided
participants in experiencing pleasure and sucardshence led to a reduction in

negative symptoms.

Anot her RCT adapted cognitive therapy

with schizophreniaGrant, Huh, Perivoliotis, Stolar, & Beck, 2012)ere the

11
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treatment focused on seg and working towards goals that aimed to improve quality

of life, independence and social relationships/reintegration. Compared to those
receiving standard treatment, those receiving CT showed improvements in global
functioning, motivation (as measudrby theavolition-apathy scale on the Scale for

the Assessment of Negative Symptoms) and positive symptoms. Such improvements
were thought to be due to the CT targeting-defeating beliefs that prevent

engagement in meaningful activi@rant et al.2012).

Whilst these studies show some support for adapting CBT to target negative
symptoms, research in this area is still in its infancy. Furthermore, all of the studies
described above were carried out with chronic schizophrenia samples. In considering
the efficacy of CBT for negative symptoms in FEEBwler et al. (2009ialed a
6soci al-omieemtvaetrgd CBTO: whil st negative
focus of the intervention, it aimed iimprove constructive social behaviour, which is
likely impacted by negative symptoms. The intervention focussed on instilling hope
about the future and increasing positive beliefs about self and dttetgekins &

Fowler, 2010) Compared to a treatment as usual group, those witaifiective
psychosis in the intervention group showed a significant improvement in the time
spent in constructive activity per week and F¥Nscores. Furthermore, increased
levels of activity in those receiving CBT were associated with changes in positive
beliefs about the self (Hodgekins & Fowler, 2010), demonstrating the impact that

selt-beliefs and cognitions may have on functiomaicones.

This discussion highlights the importance of developing interventions
targeting negative symptoms and improving functional outcomes. One aim of this

currentstudy is to understand more about mechanisms that might underlie negative

12
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symptoms in FEP. Argater understanding will help in guiding the development of
future effective interventions. This discussion will now give an overview of FEP and

sense of self before returning to the issue of negative symptoms in FEP.

1.4 FEP and sense of self

1.4.1 Impact of FEP on sense of self

The onset of FEP usually occurs in adolescence or young adu(tkessler
et al., 2007)periods widely recognised as crucial developmental stages involving
psychologial, social and physical changes. This is a time associated with
consolidation of identity and developing a sense of self: a key stage in questioning
Awho am | ?06 (Rosenberg, 1985). Young peopl
their future possible sedg(Harter, 1999) Different possible selves are frequently
rehearsed in exploring different roles; typically seen in increasing autonomy,
separating from parents and takingreased responsibility for behaviour (McGorry
& Yung, 2003). Late adolescence usually sees the setting and achieving of
educational and vocational goals and the development of close peer relationships.
These relationships often help to sustain th@aation of identity alongside
influencing attitudes and emotional wellbeifMackrell & Lavender, 2004)
Successful exploration at this stage can result in young people emerging with feelings
of control and independen¢grikson, 1968 and any disruption has the potential to
have serious consequences in terms of social and occupational functioning, identity

and sense of self.

Referringto the onset of FEP at this stage it has been argueittieagffects

.. on the self and development may be potentially cataclysmic, causing derailment,
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truncati on, defl ection or par abd(Jaskson, o f
Edwards, Hlbert & McGorry, 1999, p. 271)This is hardly surprising considering

the onset of a psychotic episode has typically been found to result in fear, confusion
and, at least initially, as intense emotional and frequently traumatic reaction which
may be furthecompounded by experiences of mental health services such as

hospitalisation and restraiifarrier et al., 2007)

Considering the impact of FEP in relation to the self ahdrs, Tarrier et al.
(2007) found that as a result of the onset of psychosis, 77% of those assessed
indicated disruption to their life, 60% had threatened future aspirations, 50% suffered

some form of social exclusion and 53% had experienced stigma.

Young people encountering FEP must also grapple with having an iliness label
often associated with shame, stigma and failure and must cope with the impact of this
on their overall sense of séMcCay & Ryan, 2002) There is a risk that the young

per sono6s iamckrepladed with d sensd obselt completely defined by the

illness, a phenomena known as engulfméartexamples hi ft i ng from fAhavi

r

schizophrenia to belEswoMild89 fa schi zophreni c:

Research suggests that how those with psychosis perceive their future has a

significant impact on their physiological state. Considering the concept of

engul fment, defining the futuatedwithn t er ms

leading progressively more restricted lives, become increasingly demoralised and
with low selfesteem and depressifrally, 1989) Research has also shown that if a
young person's appraisal of psychosis is marked by a loss of social goals, roles and

status, despair and shame then the experience epgpeiotic depression is common

(e.g. Rooke & Birchwood, 1998) Appraising psychosis as
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status is associated with pgetychotic depressiafBirchwood, Igbal, Chadwick &

Trower, 2000)

1.4.2 Subjective recovery from FEP and sense of self

The majority of the research ounlgective recovery from psychosis is
concerned with those in the later stages of the illness who have undergone years of
treatment. There is less empirical data regarding subjective aspects of recovery in

those with FERLam et al., 2011)

In those recovering from severe and enduring mental ilinesses,-self re
definition has been consistently highlighted as a central part of the process of
subjective recoverfe.g. Davidson & Strauss, 1998y analysing consumer
accounts of recoveryyndresen, Oades, and Caputi (20@@)empted to define and
clarify the process of recovery from schizophrefiiae of the four key processes that

they identified was nfitrigeyp86) abl i shing a posi-

Consideringsubjective recovery from FEP, a small number of qualitative
studies indicate that this may differ from those vathgerterm mental iliness,
particularly in relation to sense of self. The research suggests that subpmivery
in FEP is more about reshaping an enduring sense of self, in contrast to reconstructing
a sense of self found in those with longer psychiatric histisgnstadt, Monteiro,
Diniz, & Chaves, 2012; Romano, McCay, Goering, Boydell, & Zipursky, 200lti%
was a prominent feature in a qualitative studyRmynano et al. 210). The authors
utilised a grounded theory approach finding that experiencing FEP did have some
impact on sense of self but participants were able to preserve some aspects of their

sense of self and this was not dominated by the illness. This magdesbehe FEP
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client group appear to be less affected by identify stigma or prejudice and/or less

|l i kely to see(Ebehstadictall,20823 as Ai |l | 0

Employing a focus group desigram et al. (2011jound those who had
experienced FEP were latg®ptimistic about the future, with recovery focussed on
learning lessons about future priorities and being able to think about a future where
they were valued and respected. Maintaining a sense of hope and optimism about
recovery is also at odds withetmarrative of those with longer psychiatric histories,
but is a consistent themetime literature on recovery from FERomano et al., 2010;
Windell, Norman, & Malla, 2012)It was suggested that tmsight be due to the
provision of specialist El services for those with FEP that typically adopt a hopeful
and optimistic approach to treatment, the younger age of the client group and the

shorter duration aflness(Lam et al., 2010).

Participants in testudy by Lam et al. (201pJaced little emphasis on
symptom reduction as an important subjective aspect of recoverycortiiasts with
other similar studies, for exampMindell et al. (2012yhere 77% of the 30
participants identified symptom alleviation as an essential aspeetofery. This
finding is in line with recent research findings that negative symptoms in FEP, but not
positive symptoms, are correlated with aspects of subjective req@aurydeau et
al., 2014; Norman, Windell, Lynch, & Mahanda, 2013)This is not surprising
considering the consistent findings discussed previously regarding a link between
negative symptoms and functioni(gustin et al., 2013) Perhaps symptom
alleviation in subjective terms isiportant in allowing individuals to feel they can

engage in meaningful social and occupational activities.
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All of the above studies utilised a qualitative methodology with small sample
sizes, crucial for gainingneerriched understanding of participaits s uband ct i v e
phenomenologicaxperiences. However, this methodology limits the generalisability
of findings and this may account for the discrepancy in findings. Furthermore, many
of the studies acknowledge that their samples may not be represeoitéigentire
group of those who experience FEP: participants tended to be well engaged in

treatment and hadnited residual psychotic symptoms.

1.5 FEP summary

There is aonsistently reported association between negative symptoms and
functional recovey in FEP and interventions targeting such symptoms are still in their
infancy. Research developing understanding of models of negative symptoms is key

in developing efficacious interventions that promote early functional recovery.

Experiencing FEP at sh a crucial developmental stage has the potential to
have a detri ment al effect on an individual:
has been identified as an important aspect of subjective recovery in FEP and that a
number of factors may be helpfalaiding this process. However, research in this
area is limited and further understanding of how FEP impacts on sense of self may

help in developing interventions that aid the reparation of such.

The discussion will now consider the concept of fmsselves, examining
previous research in this area and then linking the concept with the areas of FEP

outlined previously.
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1.6 Background to possible selves

1.6.1 Defining possible selves

As originally defined by Markus and Nuri{s986) possible selves are
imagined scenarios for the self in the future and include hipesklves (selves that
one would like to become), expected selves (the self that one believbs vahlised)
and feared selves (selves that one is afraid of becoming). They are considered to be a
type of extremely specific and personalised goal structure. Furthermore, possible
selves can be distally imagineglt he sel f | wi | [prokimabémlee as an

sel f I wil/ become next year 6.

Cognitive representations of the self in the future are socially constructed,
reflecting specific cultural, environmental and social experiefidasiman, Gosselin,
Romano, & Bunuan, 2010) An i ndi vi dual 0s pfoast experi enoi(
performances and social comparisons may also influence possible(§#bhes &
Markus, 1991; Hoyle & Sherrill, 2006)As they are yet to be realised, they are not
limited by concerns over what may be realistic and so are more flexible than current

or past representations of the gelbyle & Sherrill, 2006)

As they detail individually significant future goals, ambitions, fears and
threats, posslb selves ser/to shape judgements abpuesent behavioudepending
on whether they move someone towards or away from the desired outcome or goal
(Frazier & Hooker, 2006)They can therefore be understood &ewalink between
selfconcept and motivation, serving to guide and regulate behg@yseman et

al., 2004)
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1.6.2 Previous research on possible selves

Since it was firsproposed the theory of possible selves has béenfocus of
much research and linked to a number of outcanasding academic achievement
and delinquencyOyserman & Markus, 1990b; Oyserman & Saltz, 1988galth
promoting behaviors, (Hooker & Kaus, 1992, 1994hegative health behaviours
(Aloise-Young, Hennigan, & Leong, 200&ahd coping with life event@arreto &
Frazier 2012; Penland, Masten, Zelhart, Fournet, & Callahan, 20003 research
supports the idea that possible selves serve to motivate behaviour, facilitating
outcomes in correspondingmhains. e theory of possible selves has degun to
be used as the basis for interventi@Msirru & Ginis, 2010; Oyserman, Terry, &
Bybee, 2002) Overall, reviewing the literature on possible selves establishes that the
concept has been appliezla wide range of populations, indicating its flexibility and

applicability.

1.7 Functions of possible selves

1.7.1 Selfenhancing possike selves

Possible selves have been found to serve @sékincing function, whereby
they serve to strengthen selteem, optimism and instil a sense of h@gserman
et al., 2004) Regarding this function, there appears to be no requirement for the
imagined selves to be well elaborated or associated with a specified action plan: a
positively framed future self merely needs to be brought to fdodzales, Burgess
and Mobilio (2001¥ound support for this idea. Participants, psychology students,
were randomly allocated to two groups; one group articulated a futugose|f

whereas the other, the control group, did not. Those who articulated a goal
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demonstrated elevated mood, enhanceltb&ing and were optimistic about

achieving their goal compared to the control group.

The discrepancy between an individual 6s
also been associated with wellbe{@yserman & James, 201Qarver, Lawrence
and Scheier (1999sked participants to generate expected, héqeand feared
possible selves and also to rate the similarity between each of these and their
perceived current self. Thoserfigipants who perceived smaller discrepancies
between their current selves and feared possible selves reported more symptoms of
depression and anxiety, high levels of guilt and lower levels of contentment. As has
been reported (e.@hillips, Silvia, & Paradise, 200)is discrepancy between
current self and feared future self was miarportant in terms of wellbeing than the
discrepancy between current self and hoped for future self. It is not yet clear why this
might be(Oyserman & James, 2014lthough it has been suggested that it may be
related to the notion that feared selveslt®d be more concrete and based more on

personal experiences than hoped for possible s@Dgitvie, 1987)

1.7.2 Selfregulatory possible selves

As stated previously, one of the proposed functions of possible selves is in
motivating behaviou(Markus & Nurius,1986) selfsacrifice and persistent efforts in
the present day appear sensible when connected to the beliefs that future hoped for
self-goals are achievable and feared self goals are avoidable. A number of studies
have found possibleelves to be assotsa with important behavioural consequences
(e.g. Oyserman & Markus, 1990a)Vhen compared to the safhancing function of

possible selves, the sekgulatory function has been the focus of a larger volume of
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research with mangttempting to understand more about how and when possible

selves regulate behaviour.

The most coherent framework for understanding how possible selves serve to
moti vat e behav rdsarepandy sheoHHiggigs) 1085,81996)khis f
suggests that people are motivated to mini
self and oneds ideal / ouselvdsactas guidesthatmagi ned
motivate behaviour. In other words, imagined future selves provide focus and
incentives for action and when sufficient discrepancy exists between these and the
actual self, selfegulatory strategies are implemented with the @imeducing the
discrepancyHoyle & Sherrill, 2006) However, there is still debate about the precise
manner in which possible selves influence behaviour with, studies finding that certain

conditions and factors can improve or hinder their motivational impact. The following

discussion aims to highlight the most relevant points in this debate.

1.7.2.1 Elaboration of possible selves

It has been argued that the extent to which possible selves elicit action is
determined, to a large degree, by the level of detail of such sétww®lo and
Markus (1992gn r g u e d- cleanyeetahoratéd possible sehasl the strategies of
realising them decrease the psychol ogical
(p.119). Indeedjoal attainment has been found to be improvednxdcademic
possible selves are well elaborated and linked to plausible strategies as a form of
0roadmap6é t o ac hOysevmameyal. e0dDyserenan, Byleed anck s
Terry (2006)found that, in a sample of middle school students, when academically
based possible selves (e.g. n@ined hope to be

information about how to achieve this (e.g
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I must pay attention in classo) the possib
motivational influence on behaviour. It appears that the presenqeadificular

possible self is unlikely to exert a motivational influence unless it is linked with

realistic strategies that guide an individual toward a hoped for or away from a feared

possible sel{Prince, 2014)

1.7.2.2 Influence of hopes and fears

Considering motivational influence, tieehas also been much debate about
the influence of the specific content of possible selves, namely the distinction between
and relative importance of hoped for possible selves and feared possible selves. Such
possible selves give rise to two modes of maitonal regulation: hoped for possible
selves give rise to approach goals whereby an individual strives to achieve a desired
outcome, whereas feared possible selves lead to avoidance goals with an individual

aiming to avoid an undesirable outco(B®lkan, Hooker, & Coehlo, 2015)

A number of studies have found support for the motivational power of feared
possible selves. In a sample of college students, those who were asked tboutite a
their health related feared possible self were found to be more likely to participate in
health promoting behaviours than those students who detailed theirfooeadlth

related possible sefHoyle & Sherrill, 2006)

Generating feared heabtbmi pgsai dl abséel ¢é
opposed to hoped for health possible selves, was specifically related to fewer
symptoms of depression in a sample of older adults. This finding was taken to

indicate that specifically focussing on disease prevention may motivateluals to
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maintain their health and this may indirectly influence their m@&wdkan et al.,

2015)

However, others have found hoped for possible selves or positively framed
approach goals to be more strongly linkeanotivation than feared possible selves.
For exampleAloise-Young et al. (2001fjound the number of positively framed
expected possible selves to be negatively related to negative health behaviours in a
sample of adolescentsinSlarly, engaging in behaviours to support health and social
goals was linked to those holding hoped for possible selves and not feared possible

selves in older adul@oppmann, Gerstorf, Smith, & Klumb, 2007)

A number of ideas have been put forward to account for the discrepancy in
findings surrounding whether approach or avoidaguads are most significant in
changing behaviour: fear may only be a successful motivator when people are able to
manage the accompanying thr@Rogers & Prentic®unn, 1997)n order to access
the means or resources to avoid such f@@o#kan et al., 203). Those who lack such
means may feel trapped by their feared selves. Such selves may then have a
disomganising effect on behaviour amdlividuals may be less likely to take steps to
evade thenfHooker & Kaus, 1994) This is consistent with the fimdy that, to be an
effective motivator, possible selves must be linked with plans and strategies to attain

or avoid Qyserman et al., 2006)

1.7.2.3 Balance of possible selves

An extension of the original conceptualisation, and a shift from focusing
specifically on the relative importance of leolfor or feared possible selves, is the

i d e a apoksible sefi will have maximal motivational effectiveness when it is
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bal anced by a countervai l i(@Qygernmo & Markbs| e
1990Db, p.2) At a given moment when a positive possible self (e.g. of getting a job) is
not particularly compelling, possibly because of competing €bort possible selves,
the matched feared possible self of being unemplaya be recruited, and the desire

to avoid this negative self should strengthen one's motivation to achieve the desired
state or avoid the undesired st@dyserman & Markus, 1990apupport for this idea
comes from research findings that adolescents with no hoped for self to balance a
feared self were more likely to engage in delinquent behaviour than those displaying
balanced possible selvEyserman & Marks, 1990b) Bdanced possible selves

give adolescergboth a goal to strive for and an awareness of the costs of not meeting
that goal. Thus motivation to attain the positive possible self and therefore avoid the
negative self is preserved. Such induats make more attempts to attain expected

selves and avoid feared ones and are less likely to engage in delinquent behaviour.

Some studies have found an inconsistent pattern of results regarding the
motivational impact of holding balanced possible selW&/hen investigating
negative health behaviours in adolesceflsise-Young et al. (2001fjound smoking
and alcohol use were negatively relatedbalanced possible selvesly in 8" graders
and in boys but not girls. Howeveéloise-Young et al. (2001 ote that this may be
due to them calculating balance across all domains of possible selves rather than a
more targeted measure of balance: when investigating academic achievement
researchers considertte balance between academic possible selves rather than
overall balance over different domai@yserman & Markus, 1990b)n this area
results have consistently found support for the motivational impact of balanced

possible selv&
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FurthermoreKo, Mejia and Hooker (2013pund support for this idea in a
sample of older adults. The study examined whether social possible selves, i.e.
possible selves relating to interpersonal or family factors, hindered or assisted in
making progres towards a social goal. They found that those with balanced social
possible selves made significantly more progress towards social goals than those who

did not have balanced social possible selves.

't should be noted t heatc etdlbe poorsisgibn ael sdd
was based on pairing positively framed expected possible selves, rather than hoped
for possible selves, with feared possible selves. This was based on the assumption that
expected possible selves would be more likely to reflect yaahiereas hoped for
possible selves were likely to capture dreams and fan{@yssrman & Markus,
1990b) In more recent times, researchers have not adhered rigidly to thisidiefinit
with many defining and calcul ating fibal anc
possible selves in the same domain (Ergzier, Hooker, Johnson & Kaus, 2000; Ko
et al., 2013) Aloise-Young et al. (2001found the same patteof results when

calculating balance using both of these methods.

1.7.3 Methodological considerations

Caution must baoted withall of the studies discussed above with regard to
the motivational role of possible selves: they are all cross sectionait th#m
longitudinal. As such, it is not possible to determine if possible selves are an outcome
of, or precursor for, particular behaviours or outcomes measured. When the concept
of possible selves was first proposbtirkus and Nurius (198&uggested that the
relationship between behaviour and possible selves may be bidirectional whereby the

formation of possible selves is influenced by past behavialisach possible selves
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direct future behaviour. The cross sectional design of the studies discussed also does
not enable discrimination of the role of possible selves in the initiation or maintenance
of related behaviour. Further longitudinal researctesded to overcome such

limitations.

Despite it being almost 30 years since the concepbsdible selves was
proposedthe above research demonstrates that there is not a standardised measure of
the concept nor is there a standard index of possiblessektracted from the
measures used: some research involves listing possible s&leise-{Young et al.,
2001) or ranking a list of provided possible selviegyle & Sherrill, 2006)
Additionally, studes do not typically offer a time frame for achieving or avoiding
possible selves (e.g. Adescribe yourself 1
frame is given, but these vary dramatically across stubiegé & Sherrill, 2006)
This makes it difficult to synthesise possible selves research and draw comparisons

between studies.

1.8 Possible selves across the lifespan

Across the lifespan, the content of possible selves has been found to change,
demonstrating sensitivity to majdevelopmental contexts across adulth@ddoker,
1999) When examining possible selves in those age86l18ross and Markus
(1991)found those in the younger age groups reportedfgignily more hoped for
possible selves related to family (e.g ne.
(e.g. Ae.to have a job I enjoyo) than ol de
hoped for possible sel veseirneg aitne dg aood phheyaslit:
and personal i ssues (e.g. Nééto be content

possible selves, all age groups listed feared selves related to physical health (e.g.
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féeébeing fato) most often; heportedver the ol d:
significantly more personal and physical heath feared selves than the younger age

groups.

Further lifespan research has corroborated the above findings, consistently
demonstrating health related possible selves to become more salient as pewp&e bec
older, reflecting normal maturational procesgeszier et al., 2000; Hooker & Kaus,

1992, 1994)

A large volume of remarch concerning possible selves has focussed on
adolescents due to the importance of this stage in terms of identity development
(Erikson, 1968) As they attempt t @onsidef i ne fithe se
hypothetical versions of their future selaluating how desired and how likely they
are for them(Knox, Funk, Elliot, & Bush, 1998) Research with this age group has
also consistently found the content of possible selves tabelgllinked to important
developmental tasks, being focused on school and relatior{§€hyperman &
Fryberg, 2006) Furthermore, adolescents and young adults have been found to
generate more psile selves than older adults, thought to be related to the

importance of this stage in the development of sense (iGelés & Markus, 1991)

The flexibility of possible selves across the life course allows individuals to
disengage from goals that become irrelevant and create new goals that are focused on
areas of life cemél to current identity and life stoffolkan et al., 2015)

Furthermore, considering the link between possible selves and behaviour, holding
developmental relevant possible selves may be key in how individualwitte&fe-
span transitions and completion of particular developmental tatk&us & Wurf,

1987) For example, the increased presence of health related possible selves in older
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adults may be important in motivating individuals to engage in or chargétalth
behaviours in order to maintain their physical and psychological wellbeing for as long
as possible. Research with this age group has found a strong relationship between
holding healthrelated possible selves and actual behaviours to avoid patthh
outcomes or strive for good healffrézier et al., 2000; Hooker & Kaus, 1992)
Conversely, in an adolescent sample, those with possible selves not focused on the
developmentally relevant task of academic achievement demonstrated poorer

outcomes@Qyserman et al., 2004)

1.9 Possible selves and life events

As well as being sensitive to developntal context, possible selves have also
been found to be sensitive to stressful life events and transitions, such as parenting
(Morfei, Hooker, Fiese, & Cordeiro, 200ahd illnesgMorley, Davies, & Barton,
2005) Life events, whether positive or nega
sense of self, influencing their future and shaping how they cope with and adjust to
the event. This may be linked Wwihow the events become incorporated into their

possible selves repertoi(Baretto & Frarer, 2012)

1.9.1 Possible selves and chronic illness

Frazier,Cotrell and Hooker (2003pund possible selves to be extremely
sensitive to living with a chronic iliness, specifically those diagnosed with either
Al zhei mer 6s di sease or Parkinsonbés di sease
t hose wit hanAd zhheaerikmenwrsdssn6s were more | ikely
selves linked to losing their independence or becoming dependant on others.

Reflecting the unique characteristics of each illness, different domains of possible
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selves were foundto berelevantf t h Al zhei mer s patients mor
cognitive related possible selves and Par k.
possible selves related to physical difficulties. Additionally, both patient groups report

lower levels of selefficacy inachieving theihoped for possible selves (as measured

by beliefs that one is capable of achieving the possible selves) conpéned

healthy control group. These findings were taken to demonstrate that having a chronic

i1l ness i mpac ssnseadfselhand is ralated io theirpassibde selves.

The authors further suggested the integration of the illness into possible selves to be a

marker of adaptation although there was no measure of health related outcome to test

this directly.

1.9.2Possible selves and stressful life events

Extending this researcBaretto and Frazier (12)examined the degree to
which salient life events became integrated into possible selves. The degree of
integration was quantified by a coding system reflecting how much the content of
each possible self was articulated in terms of the life everwAlegree of
integration was defined as when the possible self and stressful event were in the same
domain (e.g. having had a heart attack, a stressful event in the health domain, and a
possible self, ito be fit o, greebfintegration t he he
was defined as where an event itself had become a possible self (e.g. experiencing a
divorceawl havi ng ahafveearnmeyd nsaerlrfi agie end i n divor
found that the more stressful a life event was perceived to be bgianlual, the
more it was integrated into their possible selves. Examples of such events were death

of a parent and divorce.
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The findings of this study further demonstrated that integration of such events
into possible selves was related to motivatioadhieve or avoid related outcomes,
with higher levels of integration being associated with higher ratings of the self
regulatory processes of selfficacy (beliefs about the ability to achieve or avoid the
possible selves) and outcome expectancy (beliadsit the likelihood of achieving or
avoiding the possible selves). The authors suggest that this may be important in terms

of more adaptive coping behaviours in response to such events.

1.10 Interventions based on possible selves theory

Basedon the igka that possible selves are malleable and serve a function in
regulating behaviour they have been incorporated into a number of interventions, with
the aims of positively impacting behaviour and increasing motivation (e.g. Oyserman,
et al., 2002).There &, as yet, no standardised way of delivering such interventions or
consensus on what components they should inclitiey have most often been used
in an educational context and been delivered in a group setting over a number of
sessions. Sessions haeaded to focus on guiding individuals to clarify and expand
on both hoped for and feared possible sel v
between these. Following this, the focus is on teactkiily and strategies to help

individuals achieve hopddr possible selves and avoid feared possible selves.

In the literature, the majority of such interventions have been targeted at
student samples due to this being an important developmental period. Experiences at
school may influence the development o§pive and negative possible selves,
which, in turn, impact on current behaviour and performance and future achievement
(Oyserman & Fryberg, 2006). Targeting a possible selves intervention at such a

population therefore has the potential to have animpaon st udent sé f utur .
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Two studiesQyserman et al. (2002ndOyserman et al. (200&@sted a
possible selves int¢orJwedrstoi rSTadgl liend,ertvheentii.
small group based interventleselnesdBoathi gned t o
found that the intervention resulted in number of positive outcomes related to school
involvement (e.g. school grades), reporting srraddium effect sizes, and that such
were mediated by changes in possible selves. Both studies alsedeper
intervention | ed to student sOybeEman& g mor e i
Markus, 1990a) Oyserman et al. (2006) also included a standardised measure of

depression finding a positive impact of the intervention on levels thereof.

The abovetsidies suggest that interventions based on possible selves theory
show some promise at being utilised as a framework of change. However, there
appears to be a dearth of studies in the literature, despite many authors making
statements about the use of pblesselves based interventions based on findings of
correlational studies (e.dlorman, Windell, Lynch, & Manchanda, 2014)

Additionally, there are no studies in clinical samples: if successes from educational
contexts could be generalised to clinical settings with young people, possible selves
interventions have theotential to limit the disruption to the developmental trajectory

caused by the onset of mental illness.

1.11 Possible selves summary

The discussion so far highlights the main areas of research regarding the
concept of possible selves, that is, individGalsh opes, f ears and expec
future. Such research has demonstrated that possible selves are applicable to a wide
range of populations and has suggested that they serve a function in wellbeing

(Oyserman et al., 2004nd, where the main body of research has focussed, act as
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selt-goals that guide and motivate future behavi@yserman & Markus, 1990b)

The exact process by which possible selves influence behaviour, and under what
circumstances, is still being debated: important points of consideration are that
possible selves appear to have maximum motivational impact whendropes
expectations are fAbalancedo by a Kbeared po:
et al., 2013pnd when they are clearly elaborated and linked to strategies that move
an individual towards or away from the possible se(@serman et al., 2004)The
relative importance of hoped for and feared possible selves in guiding behaviour

appears to vary across studies but the reason for this remains unclear.

Research has also shown that possibleesedve flexible and changeable over
the lifespan and sensitive to developmental cor{tésdss & Markus, 1991 and
possible selves also appear to be influenced by the occurrence of significant life
events, including iliness. It has been suggested that modifying such in response to
events may be important in how individuals cept and adjust to such events
(Baretto & Frazier, 2012)'herefore, possible selves dam a useful tool in
understanding sense of self and behaviour at transition points in the life cycle, such as

adolescence/early adulthood and following the occurrence of life events.

More recently, a number of researchers have begun to incorporatatsptc
of possible selves into interventionssdmed topositively impacion behaviour and
increase motivation (e.@Qyserman et al. 2006J his area of research is still in its

infancy but shows initial promise.

1.12 Possible selves and FEP

1.12.1 Possible selves and objective recovery from FEP
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The above discussion highlights that negative $gmp are consistently
related to poorer functional outcomes in HRRstin et al., 2013) Furthermore, there
appears to be a-directional relationship whereby poor early functional recovery is
related to chronic negative sytoms(AlvarezJiménez et al., 2012This indicates
that interventions targeting the formation and maintenance of negative symptoms
and/or targeted at improgrfunctioning are key for those sufferimgth FEP. To
date, negative symptoms have demonstrated resistance to pharmacological
interventiongVentura et al., 2015nd the developmenf psychological

interventions, such as the adapted CBT studies discussed above, is still in its infancy.

One component of negative symptoms is amotivation, and such motivational
deficits have been independently linked to functional outcomes in[F&tkPaha et al.,
2015) As discussed previously, motivatimna key concept in possible selves theory:
individual s6 hopes, fears or expectations
implicated in seHregulation, serving as sejpals that guide behaviour to move
people towards or away from such gog@gyserman et al., 2002Although the exact
selfregulatory processes involved in this are still being debated, research has found
possible selves to exert maxinmaotivation impact when they are linked to plans and
strategies to attain hopes or avoid fe@gderman etal., 200&)nd when fibal ance
that is, when a haa for or positively framed expected self is counterbalanced by a

feared self in the same domdio et al., 2013)

Findingshighlight that motivational deficits are a particularly significant
barrier to achieving recovery in FEP and that possible selves serve a function in
motivating behavior suggestsThis suggestthatthe conceptof possible selvesay

be applicable to FEP populations in potentially targeting negative symptoms and
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promoting functional recovery. The above discussion additionally highlights that
specifically adapted CBT skws some promise in improving negative symptoms and
social functioning in FEP populations (eGrant et al., 2012)The cognitive model of
negative symptoms highlightiefeatist and negative selppraisalss important
components in the development and maintenance of negative symptechsr (et al.,
2005)and that targeting such improves motivataomd lead$o improvements in
functioning. Furthermore, changes in positive beliefs about the lsafebeen

associated with increased levels of activity in a FEP population (Hodgekins & Fowler,
2010). Negative and defeatist sditliefs could be conceptualised in the plss

selves framework as being less optimistic about future possible selves (e.g. believing
that one is not very likely to achieve hoped for possible selves). Such beliefs mean
individuals are less likely to engage in behaviours that move them towarasfoope

and away from feared possible selves, i.e. they demonstrate lower levels of motivation
(Hooker & Kaus, 1992) This further indicates that the concept of possible selves

may have an application in FEP interventions.

It is important to understand maabout the relationship between possible
selves, negative symptoms and functioning in further understanding factors
underpinning negative symptoms and thus future intervention development. To date
there is only one published study of possible selves in RBfPnan et al. (2014)
examined the relationship between perceptions of current and future possible selves
with seltesteem and symptomatologhiegative perceptions of possible selves were
associated with more negative mood states and poorexstedfm. This may indicate
that perceptions of how one may be in the future can have a significant impact on
selfesteem and negative mood states following FERs is likely to have a

significant impact on recovery given that ppstchotic depression lmked with
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poorer outcomes. Positive and negative symptoms were also assessed with the
PANSS, with higher levels of both being associated with lower socorexidences

of current and futurpositive self but unrelated to current or future negative self.
However, the study used predefined lists of possible selves, rather than allowing
participants to describe their own hoped for and feared selves, lirfitdiggs
(Norman et al., 2014). Also, the study did not include a measure of functioning,
considering the balance of possible selves and the data arsectissal. Further
research examining links between symptomatology, functioning and possilde selv

in FEP is warranted.

1.12.2 Possible selves and sense of self in FEP

It is apparent that the impact of experiencing FEP orceel€ept has the
potential to disrupt the developmental trajectory at a crucial developmentainstage
which career milestorseand intimate relationships ocdiicGorry & Yung, 2003).
Further mor e, serseochselfbecondes definddbpthedllsess there is a
risk of them leading a progressively more restricted life, become increasingly
demoralised and have lowl&esteem and depressi@rally, 1989) Such an impact
on the developing sense of self hasphtential to adversely influence lotgrm
outcomesSubjective models of recovery from FEP suggest that reparation of sense of
self is an important part of the recovery progé&smano et al., 2010)alongside
remaining hopeful, optimistic andleviating symptoms, possibly more so negative

symptoms, in order to aid social and vocational functioning.

As discussed, possible selves are sensitive to developmental context and
stressful life events, including illnedddoker, 1999) Considering the link between

possible selves and behaviour, holding developmentally relevant possible selves may

35



be key in the completion of particular developmental t@steskus & Wurf, 1987)

It has further been suggested that the sensitivity of possible selves to life events may
be an important factor in how well individuals cope and adapt to(8asetto &

Frazier, 2012) There appears to be further potential to utilise possible selves based
interventions to minimise potential disruption to developnidragectory, aid in the
reparation of seltoncept and reduce the likelihood of engulfment. It is therefore
important to explore the content of possible selves in those with FEP to further

understanding the impact of FEP on the-selicept.

A pilot study with a FEP population found that a group intervention aimed at
improving selfconcept (with a primary focus on minimising engulfment effect of
illness and recognising more positive future possibilities) found significant
improvements in engulfment, sytoms (as measured by the PANSS) and quality of
life. The same improvements were not seen in a control group who received treatment
as usualljIlcCay et al., 2006) Whilst these results show some promise for
interventions targeted at changing perceptions of self, it should be held in ntind tha
they are limited by the small sample size, large numbers ofalrtgpand the quasi

experimental design.

1.13 Summary and rationale for current research

Developing effective interventions that promote recovery from FEP is crucial
in preventing longermdisability. Research investigating the objective and
subjective components of the recovery process in FEP has demonstrated that negative
symptoms, psychosocial functioning and reshaping/reparation of sense of self are
particularly important targets fortervention. Furthermore, considering sense of self,

the onset of FEP occurs during a crucial developmental period and, as such, has the
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capacity to have a significant impact of the developmental trajectory. This, coupled
with the potential for an individul 6 s devel oping sense of self

their Aillnessod, has the pot¢emtouteomest o furt

Before targeted interventions can be developed, a better understanding of the
impact of FEP on sense of self andtle factors underpinning negative symptoms is
crucial. This thesis will apply the concept of possible selves to FEP to understand
more about both of the above. Furthermore, the relatively novel application of
possible selves theory to FEP will aid in fhether development of possible selves

theory.The current study will use a mixed methods design to address these aims.

First, this study will utilise a prexisting dataset to understand more about the
specific content of hoped for, expected and feamssible selves in individuals who
have experienced FEP. Examining the different domains of possible selves generated
by a sample of individuals with FEP and whether they make reference to mental
health difficulties will aid understanding of how experiergcFEP may impact an

individual 6s sense of self and views regar.

This dataset will also be useddrplorethe relationship between aspects of
possible selves and negative symptoms and functioning in those experiencing FEP.
The aboveeviewh i ghl i ghts findings that having fAba
with higher levels of motivation, demonstrated by an increased likelihood of engaging
in positive behaviour@yserman & Markus, 1990b With regard to FEP, negative
symptoms, but nqtositive symptoms, are consistently linked with poorer functional
recovery in FEP. Furthermore, one component of negative symptoms, motivation, has

been independently linked to functional outcomes in fgevaha et al., 2015)

Considering this, it might be expected that the lower levels of motivation
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demongtated by a lack of balance between hoped for and feared possible selves may
be reflected in increased negative symptoms, but not positive symptoms. Also, those
with a lack of balance between hoped for and feared possible selves will also

demonstrate poorduanctioning.

Interventions based on cognitive models of negative symptoms have shown
promise in improving such symptoms and functioning @rant et al., 2012) These
models highlight negative sedppraisals and defeatist beliefs, that prevent active
engagement in meaningful activity, as important components in the development and
maintenance of negative sympto(Rector et al., 2005)Models of positive
symptoms do not emphasise such beli{&arety, Kuipers, Fowler, Freemata,
Bebbington, 2001 )Furthermore, increased levels of activity in a FEP sample
recei ving O6esroice ratl a(fFevkreta® PEQYvere associated with
changes in positive beliefs about the self (Hodgekins & Fowler, 2010). This
highlightsthe impact that selbeliefs may have on functional outcom@éthin the
possible selves framework, such beliefs may be conceptualised as being less
optimistic about o nmad therde lesdikely €0 ersgagk ih . I ndi v
behaviourshat move them towards hoped for possible selves and away from feared
selves, i.e. they show lower levels of motivatigkccordingly,it would therefore be
expected that those with lesgtimistic possible selvdsave higher levels of negative

but not podive symptoms and demonstrate poorer functioning.

The current study will also utilise qualitative interviewish new participants
to gain a deeper understanding regarding the impact of experiencing FEP on possible
selves. More specific qualitative reseh questions will be informed by the

guantitative findings.
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1.14 Hypotheses and research questions

Several specific research questions and hypotheses will be examined using

guantitative analyses.

1.14.1 Descriptive research questions

1. How do those whbave experienced FEP describe their possible
selves?
2. Do those who have experienced FEP refer to mental illness when

describing their possible selves?

1.14.2 Hypotheses regarding relationships between possible selves,

symptoms of psychosis and functioning

1. Those with less optimistic possible selves will have higher levels of

negative but not positive symptoms.

2. Those with a lack of balance between hoped for and feared possible

selves will have higher levels of negative but not positive symptoms.

3. Those with less optimistic possible selves will demonstrate poorer

functioning.

4. Those with a lack of balance between hoped for and feared possible

selves will demonstrate poorer functioning.

1.14.3 Qualitative research question

How does experienag FEP impact possible selves?
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2. Outline of the Research Design

2.1 Overview

This chapter provides an outline of ttedymethodology The rationale for
using a mixed methods approach, the specific design and paradigm chosen and the
criteria utilised teensure quality, will be described. The specific quantitative and

gualitative elements of the study are discussed in detail in future chapters.

2.2 Defining mixed methods research

A rapidly developing area of methodological choice, mixed methods research
has recently been descri bed (fashakkai &t hi rd met
Teddlie, 2010p.80Jand Aéa research par adohmgan&whose t |
Onwuegbuzie, 2004.14. Despite this increase in popularity, reaching a consensus

on a definition of mixed method research has proved comjpdéwison,

o
3

Onwuegbuzie and Turner (200@nal ysed 19 definitions of
by researchers finding them to be diverse in terms of what was being mixed, when in
the research process mixing was occurring and the amoupugpake of the mixing.

A frequently cited and comprehensive definition of mixed methanis oneused as

the reference point in this study is offered by Creswell and Plano Clark,

Mixed methods research is a research design with philosophical assumptions
as well as methods of inquiry. As a methodology, it involves philosophical
assumptions that guide the direction of the collection and analysis of data and
the mixture of qualitative and quantitative data in a single study or series of

studies. Its centrgdremise is that the use of quantitative and qualitative
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approaches in combination provides a better understanding of research

probdems that either approach aloii2007, p.5)

2.3 Methodological considerations

2.3.1 Rationale for mixed methods

A mixed methods design was chosen here because gb#hefexparing on
initial quantitative results. Such resutisyyield important information about how
those who have experience FEP describe their possible selves and give an insight into
the relationship between possible selves and negative symptoms and fagctioni
However, a more detailed understanding of specific findmnagbe lacking.
Furthermore, suctata will only provide information about possible selves at one
time point. Qualitative data will be used to build on this understanding by exploring
specif ¢ findings in more detail to understand
about and provide more-ttepth information about how possible selves may have

changed over the course of FEP.

Additionally, combining quantitative and qualitative methods pntlvide a
more comprehensive understanding of the topic of interest than would be achieved by
using either method in isolatio@ eswell & Plano Clark, 2007This is of particular

importance considering the dearth of previous research in this area.

2.3.2 Design

An explanatory sequential dges was employed as it best suited the research
objectives and the fact that the study did

guantitative dataA convergent parallel desigwherequalitative and quantitative
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data are collected and analysed separatdheisame phase, was also considered.
However, with the lack of research in this area, it was thought that the structure of the
explanatory sequential design wolsdd to a more informed and constructive

gualitative element.

The explanatory sequentiadsign involves two sequential phases with the
first phase typically involving the analysis of quantitative data and the second phase
utilising a qualitative methodology to follow up on specific quantitative results with
the intention of elaborating on su@liankova, Creswell & Stick, 2006)n this
study, phase one involved quantitative analysis of @&pising, cross sectional,
anonymised data set. The data set contained information from those who have
experienced FEP and included measofesymptom severity, functioning alongside
possible selves data (section 3.3 provides further details). A subset of findings from
this analysis were selected for further exploration and such aided construction of a
topic guide for a senstructured intemew. This formed the basis of the qualitative
phase, phase two, of the study. Interviews were conducted;r@edialed,

transcribed verbatim and analysed using Thematic AngBsa&in & Clarke, 2008)

As recommended, a procedural diagram of the study is presented in Figure 1
to clarify the sequence of the reseafCheswell & Plano Clark, 2007Published
guidelines were followed in the constructioihsuch(lvankova et al., 2006hcluding
the use of the notation system first put forwardMoyrse (1991) This is now widely
used in mixed methods research to aid discussion of design features, i.e. the uppercase
AQUALO and AQUANO signifying that equal
component Typically, priority is given to theuantitative aspect when using this

design. However, considering that it is the qualitative aspect that involves the

42



collection of Anewo data by the researcher
focus of much research in those who have experigRE&] both elements were

treated equally.

2.3.3 Paradigm

A fundamental challenge in mixed methods research is how to combine two
research methods, quantitative and qualitative, that are underpinned by different
paradigmatic assumptions: a fiercely debated tiopike literature that has seen
mi xed met hods research placed against a ba
Traditionally, quantitative methods are associated with a positivist paradigm whereas
gualitative approaches are usually associated with an interppetisdigm(Johnson

& Onwuegbuzie, 2004; Yardley & Bishop, 2015)

Such differences, have sparked much debate about whether these paradigms can
be integrated in mixed methods, with some setiigps esserdily
incommensurabléuhn, 1970) However many researchers have now moved on to
identifying a paradigm that provides a suitable philosophical framework for mixed
methods research, that of pragmat{&fardley & Bishop, 2015) The methodological
pragmatists acknowledge the same paradigmatic assumptions as the purists but argue
that researchers should use whatever austtare required to achieve optimum
results, including O0swi t(dhnsam& Orweegbwmzaee n 6 di f -
2004) As such, this approach values both objective and subjective knowledge and
supports the use of diverse methodologiesot he basi s (Grdswefi& hat wor k
Plano Clark, 2011)Pragmatism places a greater emphasis on the research question,
which is used to guide the choice of methodological and analytic techniques in light

of their capacity to best address the research problem. Furthermore, a pragmatic
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apprach means attention does not need to be directed towards metaphysical concerns
such as epistemology and ontold®jorgan, 2007)Pragmatism is now embraced by

the majority of mixed methods research@ishop, 2015)

This study was aligned with the assumptions of a pragmatic paradigm. The
emphasis on abductive reasoning, intersubjectivity and transferability throughout the
research process allowed foovement between, and successful integration of, the

guantitative and qualitative elements of the study.

Reflective of the sequential nature of this study, a pluralistic pragmatic
approach was adopted whereby different worldviews were taken for theediff
stages of the resear@@reswell& Plano Clarke, 2007 postpositivist position
(assuming that there is one reality that can be known) was taken for phase one with a
critical realist position being adopted for phase t@atical realists assume that there
i's a r eal i atgxistd, mdependert ef obsebveEhston, 2010) However,
wheras a naive realist epistemology posits that this reality is easily accessed, a
critical realist position is that reality is socially constructed and that how this reality is
investigated is greatly influenced by social forces and our own experiences and
asumptiongWillig,2013) Chi ef Il 'y, <cri ti cal real i sts
make attempts at investigating reality
(Pilgram & Bentall, 1999, p. 262The aim & adopting different worldviews for each

phase of the research was to produce more holistic and insightful results.
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Figure 1:Procedural diagram outlining the explanatory sequential design of

this study
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2.3.4 Quiality criteria

In this study, divergnt quality criteriadifferent criteria for the qualitative and
guantitative components were used to demonstrate quality and are discussed in the
relevant method chapters. This was thought to be an appropriate approach due to the
distinct quantitative andualitative phases of the design. This choice is also in line
with findings byBryman et al. (2008yvhere researchers showed a preference for
utilising different criteria for the different components and is reflective of the lack of

an agreed framework for assessing the quality of mixed methods research.

Alongside the use of specificiteria for demonstrating the quality of each
component, the researcher addressed specific threats to validity when using the
explanatory sequential desigrs detailed bZreswell (2015)Such threats and how

they have been addressed are detailed in Appendix A.

2.4 Structure of the write-up

In line with the sequential design of this study, the quantitative and qualitative
phases will be presented in separate consecutive chapters. Chapters 3, 4 and 5 will
detail the quantitative method, results and discussspectively. The qualitative
method, results and discussion will be presented in chapters 6, 7 and 8 respectively.

Chapter 9 will consider elements of the overall study.
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3. Phase One: Quantitative method

3.1 Overview

This section begins by introducitige preexisting dataset utilised in this
phase of the study. Further details of the dataset are then detailed along with the plan

for analysinghis.

3.2 Quantitative data

3.2.1 Secondary data analysis

The guantitative aspect of this study involved sdeoy data analysis, that is,
fdanal ysis of data that was coll ected by
(p.920,Smith et al., 2011)A pre-existing dataset was made available to the
researcher through the primary supervisor that included quantitativeedatiag to
possible selves, functioning, psychotic symptoms and mood from individuals who had

experienced FEP. Further details of the data set are outlined in the sections below.

3.3Dataset information

3.3.1 Recruitment

Participants in the prexisting data set were recruited as part of a research
study examining outcomes and psychological mechanisms underpinning psychosis in
patients accessing the Norfolk Early Intervention for Regts Service. Ethical

approval wagrantedfor this study in 2005.

All those accessing the Norfolk Early Intervention for Psychosis Service were

approached about the stud¥ 3nonths after entry into the service, by which time,
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their acute episode of yshosis had often stabilised. Assessments were conducted as

part of routine clinical assessments.

3.3.2 Sample size

The preexisting dataset included possible selves data from 80 clients aged

between 186 in the Early Intervention for Psychosis Servit&lorfolk.

G* power was used to calculate the minimum effect size likely to be detected
given the sample size of Paul, Erdfelder, Buchner & Lang, 2009). With a power
of 0.80 and significance level 0.05, it is possible to detect an effect size ¢60.27
main correlation analyses in hypotheses 1 and 3 and 0.56 for the main analysis
comparing the difference between two independent samples in hypotheses 2 and 4
(Appendix B). Compared to the one published study in this area (Normgr2@14),

which found small to medium effect sizes, this seems adequate.

3.3.3 Consent

At the time of the assessmergarticipants were asked to sign a consent
form stating that they were agreeable to their data being used for research purposes.
Data for any participant mo did not wish their responses to be used for research

purposes were not included in the study.

3.3.4 Confidentiality

The data set was fully anonymisédl t hough verbatim quotes
possible selves were included in the dataset, none ofdhesketailed or specific

enough for participants to be identifiable.

48



3.4. Measures

3.4.1 Demographic information

The dataset contained basic demographic information: age, gender and
ethnicity. It also contained diagnostic information for each particiffiaagnoses for
the sample were generated by the primary research team using the OPCRIT
programme. OPCRIT has been used extensively to generate diagnoses, mainly for
research purposes, and comprises of a checklist of symptoms for the main psychiatric
clasgfication systems and accompanying algoritiiMsGuffin, Farmer, & Harvey,
1991) The OPCRIT system has been found to have goodrter reliability and
convergent validity (agreement between OPCRIT and clinical diagn@s&sin,
Stahl, Rucker, Kawadler, & Schumann, 3D1This information was used to
determine, based on previous research, if this sample of participants was
representative of those within an Early Intervention in Psychosis service. This is

important in assessing the generlisability of any findings.

3.4.2Possible Selvesnterview

Each client completed an open ended possible selves measure, based on the
format outlined byOyserman and Markus (1990@ppendix C). Clients geneed
three hoped for, three expected and three feared possible selves. Verbatim
descriptions of these were recorded. For each possible self generated, participants
were asked to r hovwe nounc ha dLa ekse rtth issthiad ees, c riii b e
muchwillt hi s descri be y daw muahwduld you likeuthisua e 20 and
describe you?0 (0 = not at al |l wildhis4 = very

describe youinthefutube6 f or t he three hoped for selve
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Aopt i miresrangingdrenod?2, that is, how optimistic is participants about
becoming/achieving their hoped for possible selves ovaiai. measure of

6opti mi smé was novel to this study.

Using the verbatim descriptiomy of part
researchers coded the domain each encompassed from, personal development,
possessions, interpersonal relations and emotional/physical wellbeing (see Appendix
D for more information on how domains were defined). It was also noted whether
par t i anade eeferercedto mental iliness in their possible selves. These domains
were used to compute whether possible sel v
Possible selves were said to be fibal ancedbo
possible selves wetmlanced by feared possible selves in the same domain (e.qg. if a
participant has both a hope and fear relating to their career and both a hope and fear
relating to relationships) and fAnot bal anc:

was balanced byfaared possible selves are in the same domain.

When originally defined, having fAbal anc
pairing positively framed expected possible selves, rather than hoped for possible
selves, with feared possible sel&yserman & Markus, 1990b) However, this
definition has not been rigidly adhered to in the literature with many defining and
calculating fAbal anceo by pai nthesgmenhoped f or
domain (e.gFrazier et al., 20QKo et al., 2013) Aloise-Young et al. (2001found
the same pattern of results when calculating balance using both of these methods. The
pairing of hoped for, as opposed to positively framed expected selves, and feared
selves vas used as a measure of balance in this study to avoid excluding those who

generated negatively framed expected possible selves.
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3.4.3 Positive and Negative Syndrome Scale

Positive and negative symptoms of psychosis were assessed using The
Positive andNegative Syndrome Scale (PANSS): a widely used measure in assessing
symptoms in people with psychogi§ay et al., 1987)The PANSS is a semi
structured interview which is typically administered by trained clinicians or
researchers. Each of-B@éms is rated on afoint (I 7) scale to evalate patients'
current severity level on each symptom (item). A rating of 7 on an item would denote
the most severe level of psychopathology. The PANSS is divided into positive,
negative and general psychopathology subscales, which have maximum sd@&res of
49 and 112 respective(Kay et al., 1987) Only the positive and negative subscales

were used in this study.

The PANSS has well established psychometric properties. Both the positive
and negative subscales have been shown to have goodhietereliabilities of .72
and .80 respectivelfPeralta & Cuesta, 1994furthermore, the positive subscale has
been found to demonstrate moderate internal consistency (glob&@2) with the
negative subscale demonstrating very high internal consistency (gleb&?2)

(Peralta & Cuesta, 1994)

It is acknowledged thatyhilst the PANS is frequently useds a measure of
postive and negativeymptomsthe Scale for the Assessment @ddtive Symptoms
(SANS)(Andreasen, 199 has been recommended as a preferable measure of
negative symptomiy theNational Institute of Mental HealitKirkpatrick et al.,
2006). This is because tHf@ANS consists of several separate subscales (i.e. ligec
flattening, alogia, avolitiohapathy, anhedoriiasociality, and attention), improving

the psychometric properties of the scale and allowingstigation of specific
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components of negative symptoms. Whilst this would have been preferable in this
study the PANSS was the only measure of negative symptoms available in-the pre
existing data set. This is still considered an acceptable measure of negative symptoms

(Kirkpatrick et al., 2006).

3.4.4 Beck Depression Inventorl

A measure of depression waluded as a control variable as mood may
influence beliefs about achieving possible selves and functiolegressive
symptomatology was measured using the Beck Depression Invidh{@&pI -11)

(Beck, Steer, & Brown, 1996). The Billlis a 2titem selfreport measure. Each item
has four possible responses with scores for each item ranging from 0 to 3, depending
on the symptoms presence and severity over the preceding two weeks. The total
scores range from 0 to 63 with scores 29 or over demonstrating sky@ession

(Beck, Steer, & Brown, 1996)The BDHI has been found to shogood internal
consistency (0.9) and tesdtest reliability (ranging from 0.73 t96)(Wang &

Gorenstein, 2013)

3.4.5 Heinrichs Quality of Life Scale

The Heinrichs Quality of Life Scale (QL®)einrichs, Hanlon, & Carpenter,
1984) is a 21 item senstructure interview designed &ssess quality of life in those
with schizophrenia. It should be administered by a trained clinician or researcher and
takes approximately 45 minutes to complefde 21 items are scored in a 7 peint
scale where higher ratings correspond to a highet tfhsatisfaction. Each items
maps onto one of four subscales; interpersonal relations; instrumental role;

intrapsychic foundations, and common objects and activities. These scales aim to
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represent the key expressions of the deficit syndrome on schenmg{Simon

Abbadi, Guelfi, & Ginestet, 1999Browne et al. (2000) arguedat the QLS was an
adequate measure of social functioniRgr this study, the total QLS score was used
as a board measure of social functioning, as in other studies withdfiRations

(e.g. Addington, Saeed & Addington, 2005).

The original developeneported the QLS to hawaeceptable psychometric
properties with reliability for categories ranging from .92 to .98 and goodriutier
reliability, of .9 on the total scoi@leinrichs et al., 1984 The QLS also demonstrates
significant convergent validity with tHeehman Quality of Life Interview, another
commonly used measure of quality of life in those with severe mental health

difficulties (Lehman, Postrado, & Rachuba, 1993)

3.5 Plan for data analysis

Before analysis, the data were checked for obvious inputting errors. Levels of

missing data were alsmalculated.

3.5.1 Descriptive research questions

To investigate t he dehewdopeppleiwwodhave esear ch (
experienced FEP describe their possible se
experienced FEP refer to mental illnesswhendescrn g t hei r ptllessi bl e s ¢
verbatim descriptions of hoped for, expected and feared possible selves in the dataset
were used to identify the frequencies of possible selves listed in each of the four
categories: possessions, emotional/physical welthenterpersonal relations and

personal development. These descriptions were also used to calculate the percentage

53



of individuals who mentioned their mental health within their hoped for, expected and

feared possible selves.

Additional analyses were a#d out to further explore differences in how

participants described their hoped for and feared possible selvesadfopossible

self generated, participants were asked to
describe you now?6, déedewi meclyowi iln the fut
much would you |ike this to describe you?o

ratings for each of these for the 3 hoped for and 3 feared possible selves for each
participant were summed to create total scofesy discrepancies between hoped for
total scores and feared total scores for each questions were investigated further using

Wilcoxon-Signed rank tests.

These additional analyses did not include data for expected possible selves due to
the difficulty ininterpreting findings because of the mix of positive and negatively

framed possible selves.

3.5.2 Hypothesis onethose with less optimistic possible selves will have

higher levels of negative but not positive symptoms

This hypothesis was explored wittbgp e ar mandés Rank Correl ati
Afoptimism scoreso, calculated from the pos:
positive psychotic symptoms, as assessed by the negative and posisoalssiof
the PANSS. Noiparametric correlations were usaden that none of the measures
were normally distributed and could not be transformed to meet parametric

assumptions.
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3.5.3 Hypothesis twothose with a lack of balance between hoped for and
feared possible selves will have higher levels of negative buitipositive

symptoms.

A Mann-Whitney U test was used to consider whether there were significant
differencesm negative symptoms, as assessed by the negative subscale of the
PANSS, betweehn hose with fAbalancedo or fAnot bal an
possille selvesii B a | a n cacolated assg data from the possible selves
interview. The same analysis was then conducted to explore if there were significant
difference in positive symptoms, as assessed by the positive subscale of the PANSS,
betweenthosewi t h fibal ancedo and Anotpartmettimncedo p
MannWhitney U tests were utilised in both analyses because positive and negative
symptoms were not normally distributed for

bal ancedd possible selves.

3.5.4 Hypothesis threethose with less optimistic possible selves will

demonstrate poorer functioning

In order to explore this hypothesis,arm@ar amet ri ¢ Spear mands F
Correlation was carried out between total score on the QLS, used as a measure of
functi oning, and Aoptimi smo scores derived f
nonparametric Spearmandés correlation was cart
normally distributed. To further explore this relationship, a partial correlation was

carried ait between the above variables whilst controlling for depression.

3.5.5 Hypothesis four: those with a lack of balance between hoped for and

feared possible selves will demonstrate poorer functioning
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An independent samplegdst was carried out to expladéferences in
functioning between those with Abalancedo

possible selves. Total QLS scores were used as a measure of functioning.
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4. Phase One: Quantitative Results

4.1 Overview

This section begins with an egplation regarding missing data and a
description of the procedures utilised, prior to data analysis, in the testing of statistical
assumptions. This is followed by a description of the research sample and an
overview of the main study measures, includangjscussion of differences within the
populationand between this sample and previous research sargples research
guestion and hypothesis is then considered in turn followed by a summary of all the

findings from the dataset.

4.2 Data screening and asumption testing

4.2.1 Missing data

On screening the existing dataset for missing data, it became apparent that
there was variation in how many of ttheeehoped forthreeexpected anthree
feared possible selves participants had been able to geimetfagepossible selves
interview. Data were also not complete for another main study measure, the
Heinrichs Quality of Life Scale (QLSTonsequently, not all the participants in the
dataset could be included in all of the analyses and pairwise delettonsed. Every
effort was made to retain as much data as possible at each stage of the analysis. A
description of the data available for each research question and hypothesis is given as

each are considered.
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4.2.2 Assumption testing

Assumption testig is detailed for each hypothesis due to the different number
of participants included in each analysis. If variables were found not to be normally
distributed any outliers were first removed to ascertain if this rectified the issue. If
this was not su@ssful, square root data transformations were applied. For all
analyses where this process was necessary, it did not result in normally distributed

variablesandas such noiparametric statistics were used.

4.3 Descriptive data

4.3.1 Description of theresearch sample

In total, 80 participants took part in the possible selves interview and were
included in the dataset. The demographic characteristics and diagnoses of such

participants are summarised in Table 1.
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Table 1

Summary Data for Demograj Variables and Diagnoses (n=80)

N % M SD  Range
Age (years) andGender
Full sample 22.33 4.69 1536
Female 24 30 20.83 441 1530
Male 56 70 22.96 470 17-36
Ethnicity
British 75 93.80
Other white background 2 2.50
African 2.50
Prefer not to say 1 1.30
Primary DSM diagnosis (OPCRIT)
Schizophrenia 21 26.30
Schizophreniform disorder 8 10.09
Depression with gychosis 8.80
Atypical psychosis 12 15.00
Probable schizoaffective/depressed ¢ 7 8.80
depression with psychosis
Bipolar with psychosis 14 17.50
Bp disorder 1 1.30
Mania with psychosis 2 2.50
Major depression 1 1.30
Delusional Disorder 6 7.50
Schizoaffective mania 1 1.30

The gender differencen the currenstudy isin line with other studies where

the incidence of FEP has been found to be higher in men than in wiimidoride et

al., 2006; Ochoa, Usall, Cobo, Labad, & Kulkarni, 2012h epidemiological study
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of first episode psychosis in East Aragfound a comparable gender split to that
observed here: over the first 18 months of data collection 66.2% of individuals
entering Early Intervention Services were male and 34.8% were feiiedbr{de,
Stubbins& Jones 2012)

Participants in this sample ranged in age from 15 to 36 years old. This is line
with the fact that Early Intervention in Psychosis Services, from which the sample
were recruited, are commissioned to work with those aged betwegh 14
(Departnent of Health, 2001). The mean age of the 56 men who took part in the
research is higher than the mean age of the 24 women however this difference is not
significant U = 492, z =1.90,p =.057, twatailed). Other research in this population
has consistaly found a later age of onset of psychosis among females compared to
males Thorup et al., 2014)However, in entire adult onset samples, data may be
skewed by a secondary peak of psychosis close to the time of the menopause in
females Kirkbride et al., 2012) When only considering an early intervention sample,

Kirkbride et al. (2012found age of onset to be similar for both males and females.

The samfe recruited lacked ethnic diversity with the majority of participants
describing themselves as White British. This is in line with data from the Office for
National Statistics for the East of England ae=stimating that 88% of the population
is made upf people describing themselves as White BrifiSbrke & Wood, 2009)

It should be not&, however, that in samples from more ethnically diverse areas the
incidence of first episode psychosis has been found to be significantly higher in a

number of black and minority ethnic groug@&rkbride et al., 2008)

As generated by the OPCRIT programme, the sample recruited demonstrated a

range of noraffective and affective psychoses with 11 different diagnoses being

6C



recorded in total. The most common diagnosis was schizophrenia follovizgolotyr

with psychosis. The heterogeneity in diagnoses may reflect the difficulties in making

diagnostic decisions in first presentation psych@Seentre, Blanco, Fontes, &

Power, 2011wi t h some recommending that only a ge

be given at this stag®cGorry, Killackey, & Yung, 2008)

4.3.2 Description of the study measures
A summary of data for each study measure is shown in Table 2 and described

in the relevant sections below.
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Table 2

Summary Data for Study Measures

Measure M Median SD Range Skewness SE of Kurtosis SE of
Skewness Kurtosis

PANSS Negative  13.34 12.00 554 7-31  1.01% 27 76 53
scale (n=80)

PANSS Positive 1290 12.00 5.02 7-28 .80** 27 19 .53
scale (n=80)

QLS Total (n=65)  -r 37 7530 23.97 25124  -13 30 .53 59
Optimism (n=74) ;76 goo0 335 012  -59* 28 .44 55
BDI-Il Total (n=80) 2069 2150 13.54 061 32 27 .28 53

*significantly skewed variable at p < .05 (skewness/SE skewness > 1.96)
** gignificantly skewed variable at p < .01 &skness/SE skewness > 2.58)
*** gignificantly skewed variable at p < .001 (skewness/SE skewness > 3.29)

4.3.2.1 Positive and negative symptoms

Mean scores on the positive subscale of the PAINGiSate that the level of
positive symptoms here smilar to other first episode psychosis sample$®
months after being accepted into an Early Intervention in Psychosis Sergce
Addington, Leriger, & Addngton, 2003)However, negative symptoms appear to be
somewhat lower than in other comparable samplesAddjngton & Addington,

2009)

The mean PANS§gositive scalescore indicates that the majority of
participants had low levels of positive sytoms(Kay et al., 1987and indeed tis
subscale showed a significant positive skew. It should be noted that on converting

scores on this subscale into percentile ranks, as outlined in the PANSS (Kayual
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et al., 1987)four participants scored above theé"%ercentile, categorising their

scores as fAhi(gayeétal.plO87¥ivery hi gho

Similarly, convertinghe scores on the negative subscales to percentile ranks
revealed thathreeparticipants scored above thé™fercentile, again categorising
such scores as [ ayietqh D987 Howdver,ehe majonty aj h o
participants had low levels of negative symptoms, demonstrategt [sygnificant

positive skew of this subscale.

4.3.2.2 Optimism

Optimism scores ranged froml12 but were significantly negatively skewed
with more participants scoring at the higher end.

4.3.2.3 Quality of life

Participants mean total scores on tHeSQ6-12 months after being accepted
into the Early Intervention Service were compared to a large sample in a similar
population. In that sample, the mean score on the QLS after 12 months with the
service was 63.83 (SB20.0). This increased to 74.05 (SI21.2) after3 years
(Addington & Addington, 209). Hence, the participants here scored higher,
indicating better overall functioning. This may be due to the lower levels of negative
symptoms in this sample compared to others.

4.3.2.4 Depression (control variable)

The mean score on the BIDlwould indicate moderate levels of depressions

in the sample. This is similar to other comparable samplesh{vood et al., 2000
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4.3.3 Sumnary of descriptive data

Considering demographic variables, the sample of participants in the dataset is
comparable to other early intervention in FEP samples from the region. However, due
to a lack ofethnicdiversity the sample is not comparable to sa®mpécruited from
other areas in the UK. The sample shows heterogeneity in terms of diagnoses but this

is not unusual in early psychosis samples.

In terms of the main study measures, this sample appears to have lower levels
of negative symptoms and bettevels of functioning than other FEP samples.
However, levels of positive symptoms and depression are in line with other

comparable samples.

4.4 Descriptive research questions

4.4.1 How do people who have experienced FEP describe their possible

selves?

Theverbatim descriptions of hoped f@axpectedind feared possible selves were
coded intdfour domains: possessions, personal development, interpersonal relations
or emotional/physical wellbeing. A summary of the number of hope@*pected
and feared pssible selves in each domain is shown below in Table 3. Each of the 80
participants was asked to generdiieehoped forthreeexpected anthreefeared

possible selves and, as such, there are a total of 240 possible selves for each of these.
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Table 3

Summary of Domains of Hoped f&xpectedind Feared Possible Selves

Hoped for possible  Feared possible Expected possible
selves selves selves

n % n % n %
Personal development 98 40.83 37 15.42 87 36.25
Possessions 45 18.75 33 13.75 29 12.10

Emotional/ physical
27 11.25 78 32.5 44 18.33
well being

Interpersonal relations 62 25.83 64 26.67 55 22.92
Missing 8 3.33 24 10 25 10.42

No category available 0 0 4 1.67 0 0

Total 240 100 240 100 240 100

4.4.1.1 Hoped for possible selves

Regarding missindata for the hoped for possible selaght(3.33%) responses
were missing. Closer inspection of the data revealed that only 74 of the 80
participants generated tktlreehoped for possible selves requested in the possible

selves interview.

It was strikng that the vast majority of hoped for possible selves generated
appeared to be very realistic, achievable and age appropriate goals rather than being
based on idealistic or unlikely outcomes. The most listed domain of hoped for

possi bl e seralesdewaesl dipreearstodo with 98 (40. 839
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possible selves generated being categorised in this way. Such hoped for possible

selves in the dataset tended to relate to
musi ciano, fAbecomiagsainuseebdal idwor Bomas w:
gener al career development fAgraduate from
Al nterper sonal relationso was the second

possible selves with a total of 62 (25.83%) possible selves bethi category.
Specific examples of such were, fAdevelop m

Acl ose to agltléd mates aagarmnmer 0 and fAhave ow

For the fApossessionso category,ated he maj or
to owning property and a car. This was the third most mentioned category with 45
(18.75%) hoped for possible selves. Finally, hoped for possible selves in the category
Aemotional / physical well beingodo were |isted

(11.25%) hoped for possible selves categorised in this way. Possible selves about

general well being, such as, Ahappiness in =
more activeo were |isted alongside possi bl
psychosi s, fAbe without voiceso. 't i s per hg

mentioned category considering the common experience of a recent episode of
psychosis and context of the data collection, i.e. within a specialist mental health

service.

4.4.12 Feared possible selves

The possible selves interview required participants to genératefeared
possible selves but 10% of the responses were missing. Scrutiny of the data set

revealed that only 65 of the 80 participants were able tthlisefeared possible
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selves. Furthermor#jreeof the 80 participants who took part in the interview and
who were able to generate hoped for possible selves were not able to list any feared

possible selves.

For feared possible selves, more were categoriseslag to
Aemotional / physical wel |l bei-agbht¢d32.500%oh any ot
all feared possible selves were in this domain and included many references to

specific fears as a result of experiences

working out with EISo6, ndAstil]l be affected
hospital 6 and Acontinuing to have | ow conf
The second most | isted domain of feared p

rel ati onso wiredypossible s€lvestcatdyarisell asfretating to such. In

selecting examples of such from the data it appeared that some fears in this area were
related to specific traumatic experiences,
and Aboyfrd ema wgd.ll Deah experiences may F
onset of psychosiBgards et al., 2013Yhere were also a number of feapadsible

selves in this category that generally related to the idea of being isolated and alone.

Feared possible selves in the fipersonal d
categories were listed a similar number of times with 37 (15.42%) and 33 (13.75%) of

feared possible selves being categorised as such respectively. A number of feared

possible selves in the Apersonal devel opme
independence (e.g. fAstay at home too |l ongbo
drive/noindpendenceo) . Ot hers related to a | ack
into collegedo and fihaving no job/unempl oya

mentioning Aprisono as a feared possible s
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category, money and bsing appeared to be the two main themes of feared possible
selves, e.g. fbeing homel esso, getting Kkic

Ainot being able to pay rento.

There werdour (1.67%) feared possible selves that could not be categorised in
theaf or ementi oned categories, such as, Aeff

Afinatur al di saster so.

4.4.1.3 Expected possible selves

As with hoped for and feared possible selves, participants were each asked to
generatéhreeexpected possible selves it 25% of these data were found to be
missing. Four participants were not able to list any expected possible selves with 66

out of the 80 generating the complete complimenthifeexpected possible selves.

The additional consideration with expected jdassselves over hoped and feared
possible selves is whether they are positively or negatively framed, i.e. are they more
akin to a hope or a fear. Of the 215 generated expected possible selves, 176 (81.9%)
were coded as being positively framed with 39.1%8) being negatively framed.
This would suggest participants have expectations in terms of possible selves that are
relatively optimistic. Some examples of negatively framed expected possible selves
are; NAN..end up in prisadahoneifigranki ngoaaded
more positive expected possible selves bei

Afexciting year abroado and fAget marriedo.

The mosfrequently reportedact egory of expected possi bl e
devel op me n t.2Zb%)waspomses®ding ¢l Lfied in this way. In this

category participants | isted expected poss
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vocational qualificationo, fAstudy musico,

terms of mucst ter adewell d prasnt al goal s and ai
of homeo, fibe drivingo and figo travellingo
and physical wellbeingo were the next most

and 44 (18.33%) of expectedgsible selves in each of these categories respectively.

AiBe a fathero, fAbeing isolatedo, fAhave a g:
friendso typify the responses in the inter
from the emotional and physicalwebei ng category were dAliver/
cancero, fAbe more active and fAbe confident

expected possible selves was fipossessionso

of responses here related to having aaga¥or a house.

4.4.1.5 Additional analyses

Following thefinding of differencesn how participants described their hoped for
and feared possible selves, other possible differences were investigatedch
possible self generated, participantswere k ed t o rate on a Likert
does this describe you now?06, AHow much wi
AHow much would you |ike this to describe
The ratings for each of these for theeehoped for andhreefeared possible selves
for each participant were summed to create total scores. These are summarised in
Tabl e 4: AHow much would you I|Ii ke this to

is not included as only one participant rated amg but O for this.

These data were not explored for expected possible selves due to the difficulty in
interpreting findings because of the mix of positive and negatively framed possible

selves.
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As to whatparticipantshoughtbestdescribed them noveverall participants
rated their feared possible selves as more accurate descriptions of themselves now as
opposed to their hoped for possible selves. However, this difference was not
significant (Z=1.79, p=.073, twa tailed).

There was an interesgrdiscrepancy between how much participants would like
their hoped for possible selves to describe them and how much they believe that this
will describe them with higher ratings given for the former. This difference was
significant, Z=-5.90, p <.001, te-tailed, indicating aliscrepancyetween hopes

and beliefs
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Table 4

Summary Data for Total Scores for Follow Up Questions

M Median SD Skewness  SE of Range
skewness
Hoped for possible selves
AHow much does thi 332 3.00 3.03 1.05*** 31 0-12
AHow mithihdeseribe youinthe 7.76 8.00 3.35 -.67* 31 0-12
future?o
AiHow much woul d | 11.1 12.00 1.65 -2.10*** 31 512
you?o
Feared possible selves
4.58 4.00 3.54 A7 31 0-12
AHow much does t hi
3.89 3.00 259 1.31*** 31 0-12
AHow much will th
future?o
*significantly skewed variable at p < .05 (skewness/SE skewness > 1.96)
** significantly skewed variablat p < .01 (skewness/SE skewness > 2.58)
*** gignificantly skewed variable at p < .001 (skewness/SE skewness > 3.29)
4.4.2 Do individuals who have experienced FEP refer to mental iliness
when describing their possible selves?
4.4.2.1 Hoped for possibleelves
All 80 participants in the data set described at least one hoped for possible
self. Of thosenineparticipants (11.3%) made referencefteir mental healtin their
hoped for descriptions, for exwmotopl e, nBe

medi cation for

mentioned mental health problems in only one hoped for possible selveseith

V O i
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participant making reference to suchtwo hoped for possible selves. Seven of these
nine paticipants made referentleeir mental healthn the first hoped for possible
selves that they listed. This might suggest that this is particularly salientger the

participants

4.4.2.2 Feared possible selves

Seventyseven participants described atseane feared possible self. Of
these 34 (44.2%) people generated one feared possible self that made reference to
mental health problems. A furthevo participants (2.6%) listed two feared selves
that made reference tearswith oneparticipant mentiomig mental health problems
in all three feared possible selves listed. Twanrig of the 41 (51.2%) total
references to mental health problems in feared possible selves were made in the first
feared self generatedightout of 41 (19.5%) were in the secdiedred self whilst 12

out of 41 (29.3%) were in the third feared possible self listed.

4.4.2.3 Expected possible selves

Of the 80 patrticipants, 76 described at least one expected possible selves. In
total, there were 13 references to mental health prable expected possible selves:
10 participants (13.2%) made one referencethrekparticipants (4.0%) made two
references. As with such references in hoped for and feared possible selves, the
majority of references were made in the first expected dess#ves listedgightout
of the 13 references (61.5%). Also of note is that there was a relatively even split
between positive and negative references to mental health in the expected possible

selvesssevenof the 13 references to mental health hadga@eg | ve outl ook

(e.

up taking too many paracetamol 0, fAexpect
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Asui ci ckcightof wihteh 13 references being more

well 6, Acontinue getting bettero and Adel

4.5 Hypothesis testing

4.5.1 Optimism and negative symptoms (hypothesis one)

It was predicted thahose with less optimistic hoped for possible selves
would have higher levels of negative but not positive symptoms. This relationship
was explored using th@ositive and negative subscales from the PANSS and the
calculated optimism scores. Optimism scores were calculated as follows: participants
were asked torateongdoi nt Li kert scale Ahow much
futureo f or eildecsblvedtieep destribédo These mtings were
summed to create an optimism score, ranging from 0 (not at all optimistic) to 12 (very
optimistic). In order to calculate optimism, participants needed to have generated and
ratedthreehoped for possibleetves. Seventjour of the total 80 participants had

done so and were included in this analysis.

The total scores for PANSS negative subscale and positive subscale were not
normally distributed: they both showed a significant positive skew with more
paricipants scoring at the lower end of the scale. The optimism scores were also not
normally distributed showing a significant negative skew, with more participants
scoring at the higher end (Table 5). Such deviations from normality were supported
by visualinspection of the data and Kolmogos8wmirnov testsD(74) = .147p <
.001 andD>(74) = .143p =.001 for the PANSS negative and PANSS positive
subscales receptively am{74) = .123p = .007 for optimism score$herefore non

parametri c SQ@oeraationawer@ perfdRiaed. k
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Table 5
Summary Data for PANSS Negative and Positive Subscales and Optimism Scores
(n=74)

Measure M Median SD Skewness SE of Kurtosis  SE of Range
Skewness Kurtosis
PANSS 1278 12.00 472 73 ** .28 -.25 .55 7-25

Negative scale

PANSS 12.78 12.00 494 .85* .28 .45 .55 7-28
Positive scale

Optimism 7.76 8.00 3.35 -59* .28 -44 .55 0-12

*significantly skewed variable at p < .05 (skewness/SE skewness > 1.96)
** significantly skewed variald at p < .01 (skewness/SE skewness > 2.58)

No significant association was found between negative symptoms and
optimism ¢s=-.19,p =.057, onetailed,n = 74). This is at odds with what was
predicted. It is possible that there is an association itke small effect size of
.19, the study is underpowered to detect such. Prior to the analyses calculations using
G* power(Faul et al., 2009%evealed that, ith a sample size of 80, a power of 0.80
and significance level 0.05, it would be possibldetect a minimum effect size of
0.27 for the above analysis (Appendix B). This is larger than the effect size here.

As predicted there was no significant association between positive symptoms

and optimismiis = .03,p =0.39, onedailed,n = 74).

4.5.2 Balance and negative symptoms (hypothesis two)
It was hypothesised that those with a

feared possible selves would have higher levels of negative but not positive
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sympt oms. ABal anceo0 wadomanaéncompasseded by
by participantsd6 hoped tmorthreehopedforaedr ed pos s
feared possible selves were in the same domain then the possible selves were said
be fAbal anced®nearhangofean individuals pedifoy and feared
possible selves were in the same domain th
bal ancedd. As such, fAbalanced6 could only b
generatedhreehoped for andhreefeared possible selveSixty-four of the 80
participants generated such. However a furthexeparticipants reported possible
selves that could not be categorised into the specified domain (e.g. fearing global
warming) and so 61 participants were included in the analysis. Table 6 #ow

frequency of participants will AfAbalanceo a

Table 6
Frequency of Participants with ANot Bal anc

(n=61)

Frequency Percent (%)

Not balanced 34 55.7

Balanced 27 44.3
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Table 7
Summary Data for PANSS Positive and Negative Subscalestoh os e wi t h ANot

Bal anc&8d) e@nd nAnBal ancedo (n=27) Possible S

M Median SD Skewness SE of Kurtosis SE of Range

Skewness Kurtosis
PANSS negative subscale
Not balanced 12.06 11.00 4.75 1.04* 40 51 .79 7-24
Balanced 12.70 12.00 444 1.10* .45 .95 .87 7-25
PANSS potive subscale
Not balanced 11.85 10.00 4.57 1.45*** .40 3.05 .79 7-28
Balanced 13.56 13.00 5.30 57 .45 -.058 .87 7-27

*significantly skewed variable at p < .05 (skewness/SE skewness > 1.96)
** gignificantly skewed variable at p < .01 (skewness/SE skewness > 2.58)

*** significantly skewed variable at p < .001 (skewness/SE skewness > 3.29)

The PANSS negative subsealas significantly positively skewed, with more
participants scoring at the | ower end, for
bal ancedo pHKobnegorbvSmirney éests/ftber supported that this
subscale was not normally distributed for thasth balanced possible selvd3(27)
=.23,p=.001). The PANSS positive subscale was significant positively skewed for
those with Anot balanceodo possible selves.
supported by &olmogorovSmirnov testD(34) =.22,p<.001). As such, nen
parametric ManfWhitney U tests were carried out to explore difference in negative

and positive symptoms between those with balanced and not balanced possible selves.
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No significant difference in negative symptoms was fourtd/éen those with
Abal ancedo and fAnot UbkdOR,ar.8FpdkRl, pmald,oneb | e sel
tailed). This is at odds with what was predicted. There was also no significant
difference in positive symptoms between those with balanced and aotédl

possible selved = 385,z =-1.08 p=.14,r = -.11, one tailed).

4.5.3 Optimism and functioning (hypothesis three)

It was hypothesised that those with less optimistic possible selves would
demonstrate poorer functioning. This was explored usie@ptimism scores and
total scores on thideinrichs Quality of Life Scale (QLS). When the data were
scrutinised for missing data, 59 of the total 80 participants had completed the QLS
and generatetihreehoped for possible selves (needed to calculatedptimism

score).

Table 8

Summary Data for Optimism and QLS Total Scores (n=59)

Measure M Median SD  Skewness SE of Kurtosis SE of Range

Skewness Kurtosis
Optimism 7.80 8.00 3.34 -61* 31 -.32 .61 0-12
QLS 77.05 75.70 22.01 -.01 31 -.35 .61 28.7

124.00

*significantly skewed variable at p < .05 (skewness/SE skewness > 1.96)

The QLS scores showed no significant skew and a Kolmognaivnov test
further supported that they were normally distribute(b@) = .059p =.20).

However, the optism scores for this sufet of participants were not normally
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distributed showing a significant negative skew, with more participants scoring at the

higher end. This was supported by visual inspection of the data and a Kolmogorov

Smirnov testD(59) = .12, p=.039 ) As such, a noiparametric correlation

(Spearmands Rank) was carried out. This re:
between optimism and functionitig =.36,p =.002, onetailed,n = 59). This finding

is in agreement with what was preted: that those who are more optimistic about

achieving their hoped for possible selves show better functioning.

QLS scores were significantly negatively correlated with scores on thél BDI
(rs=-.38,p =.003, twaetailed,n = 59). As such, a partiabnparametric correlation
(Spearmands Rank) was carried out between
the effects of depression. As hypothesised, the relationship between functioning and
optimism remained after controlling for depressive symptogrs.83,p =.006, one

tailed,n = 56).

4.5.4 Balance and functioning (hypothesis four)

It was further hypothesised that those with a lack of balance between their
hoped for and feared possible selves would demonstrate poorer functioning. Total
QLS scoresvere used as a measure of functioning and whether participants hoped for
and feared possible selves were fAbalancedo
3.4.2 Fortynine of the total 80 participants had completed the QLS and generated
threehoped forandthreefeared possible selves that could be categorised (needed to
calculate balance). These 49 participants were included in this analysis of who, 27
demonstrated finot balancedo hoped for and

demonstrat ed fobaadfearedpesdide sehep e d
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Table 9

Summary Data for QLS Total Scoresfot hose Partial paoéedowith

(n=27) and ABalancedo (n=22) Hoped for and

M Median SD  Skewness SE of Kurtosis SE of Range

Skewness Kurtosis
Not balanced 77.5 76.0 19.98 -.048 45 =77 .87 38111
Balanced 83.91 79.0 21.31 .32 .49 -.37 .95 41.70
124
Total QLS scores were normally distribu

Abal ancedod possi bl e sel veskewaadkKolshagonarnstr at e
Smirnov tests:D(27) = .10,p =.20 andD(22) = .13,p=. 20 f or those wi't
bal ancedd and fAbalancedd possible selves
samples test (equal variances assumed) was carried out to explore diffeiences

functioning between the two groups. This revealed no significant differences in
functioning between those with An@7® bal anc

=-1.08,p =.15, onetailed). This is at odds with what was predicted.

4.6 Summary ofhypothesis testing

The hypothesis testing revealed only one significant result: that those who are
more optimistic with regard to achieving their hoped for possible selves show better
functioning. This finding remained significant after controlling fopmssive
symptoms. There were no significant relationships between symptomatology (positive

or negative symptoms) and optimism.
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Considering fibalanceo, there were no si
with fAbal ancedo and A mternsd syinmomatadogydo possi bl

(positive or negative symptoms) or functioning.
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5. Phase One: Discussion

5.1 Overview

In the following section, the main findings of phase one will be summarised
alongside how these findings complement previous researeing8ts and
limitations of this phase will then be discussed. The section will conclude by ogtlini
the findings from this phasselected for followup in phase two of this study. Clinical

and theoretical implications of the findings will be considereldfWhg phase two.

5.2 Descriptive research questions

5.2.1 How do people who have experienced FEP describe their possible

selves?

The aralysis revealedifferences in the number of hoped for, expected and
feared possible selves generated in diffedemhains by those who had experienced
FEP: more hoped for and expected possible
than any other category whereas fiemotional .
popul ar category of fearpdrporeal blfel atl vas
the second most mentioned category for all three types of possible selves generated.
Overall, the pattern of responses was more similar for expected and hoped for
possible selves compared to feared possible selves. The majaxyeaxted possible
selves were positively framed (e. g. Al exp

more in line with hopes than fears and implying a relatively optimistic picture of

expectations.
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Previous research founldat the content of possible ge$ is related to
developmentally relevant tasks. Young adults, the age group of the majority of this
sample, have been found to most commonly articulate possible selves focused on
interpersonal goals (e.g. getting married) and on occupational/educédiske(e.g.
go to university) Qyserman & Fryberg, 2006)The hoped for and expected possible
selves generated by this sample would agree with such findings, indicating
similarities with samplesfa@ similar age that have not experienced an episode of
psychosis. This may indicate that experiencing Faly have a limitedmpact on

hoped for and expected possible selves.

AEmoti onal / ph wasthenaost citededbnain ef feared fpossible
selveswhichis consistenwwi t h previ ous research: gener al
possible selves have been found to be cited by all age JiCugss & Markus,

1991) However, both hoped for and feared possible selves in this area are more
frequently generated in later life samples, as health issues become more salient
(Hooke & Kaus, 1994) Although this domain may not be ordinarily prominent for
young adults, a recent episode of psychosis may increase the salience of wellbeing,
particularly emotional wellbeing. This may
wel | bei ngtgenerated ddmain affeased possible selves. Previous research
would support this idea with findings indicating that life events or being diagnosed
with a chronic iliness influence possible selvBarretto and Frazier (2018)und a
positive association between how stressful a life event was perceived to be and the
degree to which thatvent was integrated into an individ@apossible selves: the

highest degree of integration was defined as where an event itself had become a
possible self. Also, in those diagnosed with a chronic illness, the majority of possible

selves domains were foualincorporate the illneg§razier et al., 2003)
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Previous research may afford insight into the differencésarirequency of
domains of hoped for and feared possible selves generated. In theiHoplidkand
Sherrill (2006)observed that hoped for possible selves tended to be optimistic and
rooted in observations of others whilered possible selves tended to be negative and
more likely to reflect personal experience. Results here appsapport thepersonal
experience of mental/emotional distress being incorporated more into feared selves

than hoped for selves.

Thedifferences foundin how participants described their hoped for and feared
possible selves, prompted investigation of other possible differéfoese was an
interesting discrepancy between how much participants would like their hoped for
possible selves to desceilthem andiow much they believed that this will describe
them with higher ratings given for the formdrhis phase of the study does not shed

light onfactors thamayaccount for this discrepancy.

5.2.2 Do individuals who have experienced FEP refer tmental illness

when describing their possible selves?

A higher proportion of participants made reference to mental health problems
in feared possible selves than in hoped for or expected possible selves. More
participants made multiple references to memealth problems in their feared and
expected possible selves than in their hoped for possible selves. Of further note is
that, compared to the number of participants who expressed fears about mental health,
a much smaller proportion expredgsuch feargi.e. as negative references) in their
expected possible selves. As discussed earlier, these findings may suggest that
experiencing an episode of psychosis has

themselves in the future than on their hopesxpectations.
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In line with these findings, the above discussion has already highlighted
research suggesting that possible selves are likely impacted by iliness and stressful
life events and why these such events may impact feared possible selves more than

hoped for possible selves.

Interestingly, there is some support for the idea that health related feared
possible selves may play an important motivational Btdkan etal. (2015)reported
that, in older adults, specificalhealthrelated feared possible selves were associated
with fewer depressive symptoms. The authors suggestelaidatg such possible
selves may motivate individuals to maintain their health aischtlay indirectly

influence their mood.

5.3 Hypotheses

To aid understandindpypotheses one and three will be discussed separately

followed by a combined discussion of hypotheses two and four.

5.3.1 Hypothesis one: those with less optimistic possibldvas will have

higher levels of negative but not positive symptoms

Interventions based on cognitive models of negative symptoms have shown
promise in improving negative symptoms and functioning @tgnt et al., 2012)
These models highlight negative saffpraisals and defeatist beliefs, that prevent
active engagement in meaningful activity, as important components in the
development ahmaintenance of negative sympto(Rector et al., 2005Prevous
research has fourldvels of defeatist beliefs to be significantly associated with
negative symptoms, even after controlling for depresgtwant & Beck, 2009)

Within the possible selves framework, such beliefs may be conceptualised as being
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|l ess optimistic about oneds future sel
behaviours thamove them towards hoped for possible selves and away from feared
selves, i.e. they show lower levels of motivation. It was therefore hypothesised that
those with less optimistic possible selves would have higher levels of negative

symptoms.

In this stud@, no significant association was found between negative symptoms
and optimism, that is, how much participants believed that their hoped for possible
selveswould describe them in the futur&his is at odds with what was predicted. As
predicted there wano significant association between positive symptoms and

optimism.

Previous research has highlighted a number of factors that may have
contributed to this null finding between negative symptoms and optimism. Firstly,
the majority of previous researatto cognitive models of negative symptoms has
been with chronic samples, mainly those with schizophreniaHergn et al., 2010)
whereas the FEP sample in this study were diagnostically diverse and demonstrated
relatively low levels of negative symptoms. The application of cognitivdels of
negative symptoms to such FEP samples is currently unclear and results here may

indicate that such models are not directly applicable to FEP.

The cognitive model of negative symptoms developeRéygtor et al. (2005)
proposes that dysfunctional attitudes, namely, édapectancies for pleasure, success
andacceptance and peeptions of limited resourcedl contribute to the development
and maintenance of negative symptoms. In this study/ikely an individual

believed they were to achieve their hoped for possiliavas anticipated to be

comparabled these dysfunctional attitudes, particularly low expectancies for success.
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It may be that such a way of conceptualising dysfunctional attitudes is too restricted

and that this contributed to the lack of association found here.

Furthermore, it may haveeen that a particular component of negative
symptoms, namely avolitiocpuld berelated to optimism rather than global negative
symptoms. A RCT o&dapted cognitive therapy (CT) targeting skdfeating beliefs
in 6l ow functi oni hrapia@ranteta. R018pundwi t h schi zop
improvements in motivain (measured by thavolition-apathy scale on the Scale for

the Assessment of Negative Symptoms) rather than negative symptoms overall.

In one study, those experiencing FEP were found to have significantly more
dysfunctional attitudes than a control sdengnd that these attitudes were
significantly positively correlated with negative symptofvientura et al., 2014)
One difficulty in this thesis is not being ableascertain if the sample here is
comparable to other psychosis samples, @aerly FEP samples, in terms of
dysfunctional attitudes. The FEP sample here appeared to demonstrate relatively high
levels of optimism about their future possible selves. This may be indicative of having
less dysfunctional attitudes théound inin prevous research antbuldaccount for

the different findings here.

Previous research has suggested that only when possible selves are linked to
realistic plans and strategies that guide an individual toward a hoped for possible
selves (or away from a featself) do they exert a motivational influen@&ince,

2014) In this sample, it may be that participants are relatively optimistic about
achieving their hoped for possible selves but that this does not translate into higher
levels of motivation (lower levels of negative symptoms) becdeepossible selves

are not linked with such strategies.
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In the only previous study to examine the relationship between aspects of
possible selves and psychotic symptomatoldgyrman et al. (2014fpund that
higher levels ohegative symptoms were associated with lower scores on incidences
of current and futurpositive self but unrelated to current or future negative self.
Although this method of measng possible selves is differentttat used irthe
current study, the differential relationship between negative symptoms and positive
self and negative self suggests that the relationship between how individuals feel
about their future possible selvasd negative symptoms may be more complex than
the linear relationship hypothesised. It may be that there are other factors impacting
on the relationship, such as beliefs about self effi¢geytura et al., 2014r
competing beliefs abougred possible selves. This latter point is particularly
pertinent considering differential findings on the motivatianfiience of hoped for

and feared possible selv@doise-Young et al., 2001)

5.3.2 Hypothesis three: those with less optimistic possible selves will

demonstrae poorer functioning

This study found a significant positive correlation between optimism and
functioning i.e. those who are more optimistic about achieving their hoped for
possible selves show better functioning. This is in agreement with what was
predcted. This relationship remained after controlling for depression. This is in line
with findings from the ISREP trial for social recovagented CBT (SRCBT) in FEP
(Fowler et al., 2009)SRCBT focuses on fostering hope about the future asitiyeo
self-esteemThose receiving this therapy increased their weekly constructive activity
by an average of 12 hours compared to T&Owler et al., 2009) Furthermore, the

therapy had a significant positive effect on beliefs about selfhwhere found to
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mediate improvements in activifiiodgekins & Fowler, 2010)Asin the current
researchthis finding indicates a link between positive dmdfiefs and functional
outcomes in FEP and suggests thas¢heeliefs are important in motivating

individuals to engage in constructive activity.

Other research with FEP samples has demonstrated the importance of beliefs
about self in functional outcomes: seteem (a related construct) early in the course
of FEP has beerfound to be associated with functional outcome at six months but not
with remission of symptom@/racotas, lyer, Joober, & Malla, 2012yd more
dysfun¢ i onal attitudes about onebds self have
with global functioningVentura et al., 2014Focusing specifically on positive self
beliefs may be important in facilitating positive functional outcomes for those

experiencing FEP.

Additionally, subjective models of recovery from FEP have emphasised the
importance of holding a positive sense of self and renewing hope in recovery from
FEP(Lam et al., 2011; Romano et al., 2010; Windell & Norman, 20C3)nsidered
with the above fining#& may be that these cangctshelp to fuel motivation to

engage in meaningful activity.

5.3.3 Hypothesis two: those with a lack of balance between hoped for and
feared possible selves will have higher levels of negative but not positive
symptoms and hypothesis four: those witta lack of balance between hoped for

and feared possible selves will demonstrate poorer functioning

Previous research suggests that having

with higher levels of motivation, demonstrated by an increased likelihoodyafemy
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in positive behaviour@yserman & Markus, 1990b Negative symptoms (but not
positive symptoms) have been consistently linked with poorer functional recovery in
FEP with one component of negative symptoms, motivation, being independently
linked tofunctional outcomes in FEfFervaha et al., 2015)Corsidering this, it was
hypothesised that the lower levels of motivation demonstrated by a lack of balance
between hoped for and feared possible selves may be reflected in increased negative
symptoms. It was further hypothesised that those with a lackaidsbetween

hoped for and feared possible selves will also demonstrate poorer functioning.

Contrary to what was hypothesised, this study found no significant difference
in negative symptoms or i n functioning be
balaned 0 possi ble selves. There was no signi
between those with balanced and not balanced possible selves. It should be noted that
some previous studies have found an inconsistent pattern of results with regard to the
motivational impact of holding balanced possible selves @@se-Young et al.,
2001) It has been suggested that this may be due to different methods of measuring
Abal anced across studies andenmpethods.iThisul ar sh
may account for the null findings here and will be discussed further in relation to this

study in section 5.4.3.1.

Additionally, the null findings may be indicative of a more complex
relationship between motivation and possible sehessuggested by previous
research, and that as y#te exact process by which possible selves influence
behaviour, and under what circumstances, is still being debaldédre may be
specific factors in this studylvdasiBaadt mean t

linked to higher levels of motivation but tHadped for offeared possible selvegere
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more influential in guiding behaviour. A discussed previouslyan additional
consideration is whether thgossible selvedield by participants werdinked to
realstic plans and strategies tuide toward a hoped for possible selves (or away

from a feared self)

5.4 Strengths and Limitations

5.4.1 Design

This phase of the study used a crssstional quantitative design. A pre
existing data set was usdtht contained various measures of symptomatology,

functioning and possible selves at a particular time point.

There are a number of strengths and limitations of undertaking secondary data
analysis. Generally, the use of secondary data is an efficiemblisesources such as
time and money: projects are able to be completed and findings disseminated in a
timely manner and, as such, any contribution to new knowledge is accelerated
(Johnston, 2014)The efficiency of secondary data analysis was considered
particularly advantageous for this project considering the constraints on time and
resources of completing a Clinical Psychology Doctoral thesis. This efficiency
allowed for the inclusion of a qualitative aspect (phase two) consequently meaning
that the study provided a more comprehensive contribution to the understanding of

the topic.

Using secondary data has potential limitasidoisually the study population
and/or he measures collected are not exactly what the secondary researcher would
have chose(Smith et al., 2011) In the dataset made available here, the main study

measures were all well known widistablished psychometric properties and the
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research questions wedlesignedvith the measures in mind. Considering the study
population, participants were recruited from a specialist mental health team providing
a service for a very specific group of mduals, i.e. those experiencing FEP. This

was the population of interest here. In addition, the researcher was able to access the
same service to conduct phase two of the stwllich is a strength of the current

research

A further potential disadvaatie of secondary data is that the secondary
researcher was not involved in the processes of collecting, coding and inputting data.
A such, they may not be aware if there were any specific problems with any of the
aforementione@Boslaugh, 2007)In order overcome some of these issues, the
researcher gathered as much information as possible about the collection of the
dataset. This iIis detailed in the relevant
to knowo the dat aset .owhethariswastpresentativeai was gi -
the population it applied to by comparisons of participant demographics and

diagnoses with other data collected in first episode psychosis samples (section 4.3).

The correlational design of this phase only determinggeit are significant
relationship between variables but does not allowdonclusions regarding the
existence or the direction of causal relationshifus example, the study revealed a
significant positive correlations between functioning and optinabout future hoped
for possible selves but cannot explain whether better functioning causes higher levels
of optimism or indeed whether higher & of optimism lead to betté&rnctioning.

As data were collected at one time paing not possible to olesve any changes over

time, such as how individu@al possible selves might change over the course of FEP.
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A patrticular strength of this phase is the use of an-epeled measure of
possible selves. This provides a more detailed picture of how those wio ha
experiencd FEP describe their possible selves compared to the studgrnyan et
al. (2014)where predefined lists of possible selves were usetlisBllows the study
to offer more of aninsightinbow experi encing FEP may i

sense of self and views regarding their future.

5.4.2 Sample

The heterogeneity of this sample in terms of diagnoses is a stréedgth
representative fothe variety of presentations of FEP seen within El services.
Consideringdemographic variables, the sample of participants in the dataset is
comparable to other EI samples from the region but due to a lack of ethic diversity the
sample is not comparaltie samples recruited from other areas in the UK. This could

be seen as a weakness, placing limits on the generalisability of findings.

Sample size calculations recommended a sample size of 80. When the dataset
were screened for missing data, it becaapparenthat there were varying amounts
of missing data across the study variables and this resulsetneanalyses being

underpowered.

5.4.3 Measures

5.4.3.1 Balance

I n this study, an overall measure of
small ample size: balance was calculated across all categories of hoped for and

feared possible selves. A more specific targeted measure of balance between hoped
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for and feared possible selves in one particularly categoryiegnot i onal / physi c
we | | b e betwgen specific possible selves, e.g. those relating to FEP, may have

yielded different results. In research investigating possible selves in academic

achievement, researchers commonly examine balance between academic possible

selves rather than overdlalanceln this area results have consistently found support

for the motivational impact of balanced possible selves.

Quinlan, Jaccard and Blanton (200@)e further highlighted that calculating
balance by counting the number of hoped for possibleselve h at e@d ® Wiynad c h
feared possible seilf the same domain is problematic. This method does not control
for the main effects of hoped for or feared possible selves, nor does it control for the
number of possible selves listed. In this study, paédits were only asked to
generate three hoped for, expected and feared possible selves but it may be that if an
open ended measure had been used that the fourth, fifttossthlp selves listed may

have showmarticipants to have balanced possible selve

5.5 Findings selected for follow up in qualitative phase

5.5.1 Categories of possible selves in those who have experienced FEP

The descriptive analyses revealed differences in how participants describe
their hoped for, expected and feared possiliieesavith regard to the significance of
certain categories of possible selves: hoped for and expected possible selves in the
category of fApersonal developmento feature
menti oned category of oéealreadngpopbydilealsewvel
The overall pattern of responses is more similar for hoped for and expected possible

selves than feared possible selves.
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However, these data do not elucidate anything about how such descriptions
and the emphasis of hopes, egfations and fears might have changed as a result of
experiencing FEP. It could be hypothesised that the increased salience of fears in the
Aemoti onal and physical wel l beingd may be
however it may be that these fearsamehanged by the experience. The similarity
between the categories of hoped for and expected possible selves described here to
other samples of a similar age suggests that they may not have been affected by the
recent episode of psychosis. However, the&s/mot be the case. The qualitative phase

of the study will facilitate exploration of these issues by exploring:

How does experiencing FEP impact on the descriptions of hoped for and

feared possible selves?

Exploration of expected possible selves wasmatided in order to focus on
collecting more in depth information about hoped for and feared possible selves and

in considering what was feasible to explore in one research interview.

5.5.2 References to mental health in possible selves

The analysis nealed that references to mental health difficulties are more
common in feared possible selves than in hoped for or expected possible selves.
Despite many participants holding feared possible selves about mental health, a lesser
proportion described the$ears in their expected possible selves. As indicated
previously, these findings perhaps suggest that experiencing an episode of psychosis
has more of an i mpact on participantsod fea
hopes or expectations. Howeyas the data are cross sectional they are not able to

shed light on the process of potential change to possible selves with reference to
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mental health difficulties, since experiencing FEP. This issue will be explored in the

gualitative phase of the study

How does experiencing FEP impact on hoped for and feared possible selves in

relation to mental health difficulties?

Exploration of expected possible selves was not included for the reasons

discussed above.

5.5.3 Barriers to achieving hoped for possilel selves

The findings indicate a significant discrepancy between how much
participants would like their hoped for possible selves to describe them and how much
they believe that this will describe them. This raises the question about whether there
are speific barriers or beliefs, possibly related to the experience of FEP, that mean
participants do not believe they will achieve their hoped for possible selves. This will

be explored further in the qualitative phase:

What are the barriers to achieving hopedpossible selves in those who have

experienced FEP?

5.5.4 Functioning and possible selves

The hypothesis testing revealed a significant relationship between how
optimistic participants are about their future possible selves and how well they are
functioning. Accordingly, those who are more optimistic about achieving their hoped
for possible selves show better functioning. However, this finding does not illustrate
what factors or experiences may have impacted on the relationships. The qualitative

phasewill be used to explore the question:

9%



What has helped people to remain/be optimistic about achieving hoped for

possible selves in those who have experienced FEP?

5.6 Research questions for the qualitative interview

Consideration of the findings fromehnitial quantitative analysis has guided
the development of the following research questions for the qualitative phase of the

study:

1. How does experiencing FEP impact on the descriptions of hoped for and

feared possible selves?

2. How does experienuy FEP impact on hoped for and feared possible selves

in relation to mental health difficulties?

3. What are the perceived barriers to achieving hoped for possible selves in

those who have experienced FEP?

4. What has helped people to remain/be optimabiout achieving hoped for

possible selves in those who have experienced FEP?
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6. Phase Two: Qualitative method

6.1 Overview

This chapter outlines the method for phase two oéitptanatory sequential
design the qualitative phase. A review of theooeisly described qualitative design
is followed by a rationale for the use of sestructured interviews. The
epistemological perspective of this phase is reviewed and then the sample and
procedure are outlined. A rationale for the analytic approatifeaiatic analysis is
given alongside a description of analytic process. The chapter concludes with a
discussion of how quality and rigour were ensured for this phase of the study and

consideration of ethical and safety issues.

6.2 Design

6.2.1 Review othe qualitative design

The gualitative phase of the study involved ssiniictured interviews with
new participants whdad experienced FEP.hese participants had not taken part in
the first phase of the study but were recruited from the same servitécimthe
guantitative data were collecte8uchinterviews were audivecorded, transcribed

verbatim and analysed using Thematic Anal{Bimaun & Clarke, 2006)

6.2.2 Rationale for semistructured interviews

Semistructured interviews involve the use of a-pgegermined interview
schedule, allowing the researcher to explore areas pertinent to the researongjuesti
However, the use of open ended questions and a flexible approach in administering

the interview schedule, also allows space for participants to raise points not
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anticipated by the research{@&arriball & While, 1994) Semistructured interviews
allow for the collection of rich and detailed information about complex topics,

including the investigation of sensitilgsueqEatough & Smith, 2006)

The use obemistructured interviews in this study was driven by the mixed
methods design with theam to integrate quantitative and qualitative data and the
desire to gain rich data about a relatively unexplored area of research. Semi
structured interviews allow good balance with the researcher having some control
over the data produced, and thus allowing specific areas highlighted in the
guantitative phase to be foll owed up, whil

discussion points and discuss thesiperiences in depth.

6.2.3 Epistemological perspective

The philosophical perspectives adopted for this study were discussed
previously in section 2.3.3. To recap, the worldview adopted for the qualitative aspect
was that of a critical realist. Criticséral i sm assumes that there i:
that exists, independent of observi@aston, 2010) However, it further posits that
this Arealityo is Iimpossible to completely
by investigative interests and so@oltural factordMcEvoy & Richards, 2006)
Adopting ths worldview here allowed the researcher to unpick the reality of
participantsod6 experiences in fWllghering un:

2013)

6.3 Participants

Participants were recruited frogarly Intervention in Psychosis services in

Norwich, a specialist service for young people age@34xperiencing FEP.
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6.3.1 Inclusbn and exclusion criteria

The inclusion and exclusion criteria were as follows.

Inclusion criteria:

1 Aged 1635 years (although this is in line with the age range of the
guantitative data, due to the peak age range for the onset of FEP, it is expected
tha the majority of the sample will fall at the lower end of this range).

1 Males and females

1 A diagnosis of psychosis (e.g. schizophrenia, schizoaffective disorder

delusionaldisorder)

1 Fluentin English (in order to complete the research interview)

Exclusioncriteria:

1 A lack of capacity to consent to take part (as judged by the clinical team)

1 Those experiencing a level of psychosis and/or lack of insight that would
prevent engagement in the interview and where elements of psychosis would
be included withirpossible selves descriptions (as assessed by the referring
clinician)

1 Those who have experienced more than one episode of psychosis

1 Those expressing a significant level of clinical risk (as assessed by the
referring clinician)

6.3.2 Participant characterigics

Basic demographic information regarding each participant is detailed in Table 10
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below. Each participant has been given a pseudonym so they can be referred to in the

results section.

Table 10

Participant Characteristics

Participant number

Gender Age Ethnicity

and pseudonym

PL-fiJenn) F 27 WB
P2 fiRosi i F 26 WB
P3 i Mar k M 34 WB
P4 Angel F 27 WO
P5fATomo M 20 WB
P6nJohn M 20 WB
P-iDavi c M 21 WB
P&EAAndr e M 18 wWB

Note.F = Female, M = Male, WB = British, WO= White Other

6.3.3 Sample size

Within qualitative methods there is an emphasis on the use of small sample
si zes. This allows for in depth explorati:
narat i ves and experiences rather than produc
which may occur with a larger sample size (Eatough & Smith, 2006). The aim here

was to collect sufficient data in order to draw out themes and gainrdapth
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understandig of the research topic, but not too much as to cause data saturation. In
total eight participants were interviewed: this is in line with the recommendation by
Braun & Clarke (2013phat between six and ten interviews will produce sufficient

data for a small scale project.

6.3.4 Recruitment process

The primary researcher (PR) presented the study to service managers and

clinicians. Leaflets about théusly were also made available (Appendix E).

The PR then liaised with clinicians in the team to identify eligible individuals.
Before the PR was provided with any personal details, the relevant
professional/clinician was asked to discuss the study widgnpat participants to
ascertain their interest and provide them with a participant information sheet
(Appendix F and G). The clinicians were also asked to gain verbal consent to be

contacted by the PR. This was documented in a research log.

If service sers consented, the researcher contacted them by telephone to give
more details about the study and answer any questions they had. If they agreed to
participate, an appointment time and place was arranged. Participants were given the
study mobile phone nuiper should they have needed to cancel or rearrange their

appointment.

A minimum time period of 48 hours was allowed between providing the
participant information sheet and a research appointment to allow potential

participants time to consider whethemat they wished to be included in the study.
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6.4 Procedure

6.4.1 Development of topic guide

A topic guide, to inform the participant interview, was developed following
analysis of the prexisting data set and through discussion between the PR and
supensors (Appendix H)Initial questionsasked participants to define their current
hoped and feared possiblevas, which were referred back to throughout the
interview. The following questionia the guide were clustered into sections based on
the reseatt questionsad had the aim afxpanding on specific quantitative findings
(see section 5.5 line with the overalexplanatory sequential desighheguide was
used flexibly in order that participants were involved in directing the interview

content ad discussing their own salient experiences.

The guide was reviewed by INSPIR&) engagement initiative to involve
service users and carers in mental health research in Norfolk and Suffolk NHS
Foundation TrustTheir feedback was used in simplifying tlverding of questions

to ensure they were easily understood.

6.4.2 Interview procedure

Appointments took place at the clinical
the appointment, the participant was reminded about the study information, given the
opportunity to review the participant information sheet, ask any questions and then
asked to confirm whether they still wished to participate in the study. Participants

who agreed to continue were asked to sign a consent form (Appendix | and J).
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Basic demoraphic information (age and gender) was requested at the start of
the interview. The PR conducted all the interviews, which were recorded using a

digital voice recorder.

Following the interview each participant received £10 to thank them for taking
part. They were also requested to complete an end of study sheet (Appendix K) that
asked them whether they would like to review a transcript of their interview and

whether they would like to receive a summary of the study findings.

6.5 Data analysis

6.5.1 Rdionale for thematic analysis

Thematic analysis (TA) was selected as the analytic approach for the
gualitative dataThis involves identifying, analysing and reporting patterns (themes)
within qualitative data(Braun & Clarke, 20060 provide a comprehensive and
complex account. TA was chosen as it is a flexible approach that can be used across a
range of epist@ologies and research questions: it is not wedded to argxstng
theoretical framework like other approaches to qualitative anglykske & Braun,
2013) This is particularly important considering the pragmatic underpinnings of the

study and fitting with the critical realist stance.

6.5.2 Process of conducting the tineatic analysis

There have been criticisms of TA, mainly regarding a lack of clear guidelines,
researcher subjectivity and a lack of rig@dntaki, Billig, Edwards, & Potter, 2003)
These have been | argely rectified by Braun

comprehensive and sbtage guide for conducting TAariliarisation with the data,

10z



initial coding, searching for themes, reviewing themes, defining/naming themes, and
production of the repo(Braun & Clarke, 2006) Such guidelines were followed in

this study.

A number of decisions regarding the TA must be made explicit prior to data
analysis and reflected upon throughout the process of an@yaisn & Clarke,
2006) One such decision is whether themes ar
dowmda) an inductive way (Abottom upo). The
study, where the aim of the qualitative phase is to elaborate on particular concepts
and/or interactions identified in the quantitative data means it is best served by a
deductve approacikiTrahan & Stewart, 2013) That is, the TA was driven by a
particular analytic interest and data coded with the specific research questions in
mi nd. A further decision surrounding the
are reognised, which may be at a semantic level or a latent level. Here, a semantic
approach was used, whereby the themes are identified at the explicit level of what
participants said. It was still crucial for the researcher to be somewhat interpretative in

considering broader meanings and implication of the th¢Retson, 1990)

As previously stated, the analysis was guided by the steps outlined by Braun
andClarke, who emphasis thstieps are used flexibly and adapted in the light of

specific research ain{8raun & Clarke, 2006)

Familiarisation with the data began with the verbatim transcription of two of
the eight research interviews. The remaining six transcripts were transcribed
professionally but all were checked for accuracy against the orrgic@aidings.
Furthermore, all of the transcripts were read multiple times for the sake of

familiarisation. During this process any initial observations regarding the data were
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recorded in a reflective journ@hppendix M).

Data in each transcript relevdotthe research questions was then coded (see
Appendix L for an example section of coded transcript) with the process being
facilitated by the use dhe computer programme NVivo (QSR International Pty Ltd.
Version 9, 2010).The aim of each code was tasmarise and capture the meaning
of the section of dat@Braun & Clarke, 2013)The process involved a number of

decisions, which were again recedin a reflective journalAppendix M).

Visual maps were used to facilitate the exploration and refinement of the
connections between codes and the grouping of codes into potentibkbsugs or
themes. In reviewing and revising candidate themes, thatyalideach was checked
against the coded data extracts (i .e. does

as a whole (i.e. do the themes capture the meaning of the dataset).

6.6 Ensuring Quality and Rigour

6.6.1 Quality criteria

It is not possibléo apply the checks and measures used to establish validity
and reliability in quantitative research to qualitative research and, in fact, there are
ongoing debates about whether it is appropriate to use such terms to evaluate
gualitative researctLong & Jdinson, 2000; Rolfe, 2006 here are several sets of
published guidelines specifically for assessing the quality of qualitative research (e.g.
Elliott, Fischer, & Rennie, 1999; Lincoln & Guba, 1985; Yardley, 2009)r the
gualitative aspect of this study, foomnciples outlined byrardley (2000have been
adhered to whenever possible. Such criteria were chosen because of their flexibility

and theoretical neutraliBraun & Clarke, 2013)making them appropriate for the
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overall pragmatic nature of the study and the critical realist stance taken for this

phase. Yardl ey ds qu alcomteyt, commitnmentiarn | es ar

rigour, transparency and cohece, and impact and importance (8¢pendix N.

6.6.2 Reflexivity

An often cited, and perhaps the most fundamental criticism of qualitative
methods is that the process is biased by the viewsestsevalues, experiences,
prejudices and implicit assumptions of the resear@@un & Clarke, 2013) As it
is acknowledged that it is not podsilbo set such asid&Vebb, 1992)the issues
how to manage the potential downsides of this subjectivity and instead to view this as
an Aopportunityo a(Fohlayal998eCGne way af managme | i
this is by adopting a reflexive approach, that is, a process of carefully considering of
howt he researchersd own values, beliefs
procesgFinlay & Gough, 2003)This acts to make the research process more
transparent and is increasingly considered a key criterion in evaluating qualitative

researcl{Cohen & Crabtree, 2008)

To facilitate this, a reflective log was kept by the PR throughout the research
project. Entries document key methodological decisions alongside a record of the
PRO s as s ump ndinteress,thatwcanle to ¢he fora. Facilitating self
awareness in this way allowed examination of how such factors may have influenced
the decisions made and the interpretation of the(Weilig, 2013). It is widely
recognised that reflective logs enhance reflexigitprrow, 2005) Aspects of the
journal were discusseat a qualitative research forum at UEA to further promote self

awareness.
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6.6.3 Credibility checks

Throughout the analysis credibility checks were included as follows:

1 Independent scrutiny of the analysasfellow Trainee Psychologist, reviewed
an extrat of transcript and initial coding (Appendix Oheirviews and
suggested additions/amendments were discussed in order to aid in verification
or revision of codesLater in the analysis, the same Trainee Psychologist
examined candidate themes againseéetion of data and provided feedback on
whether such themeppeared appropriate and/or whether additional
information within data had been overlooked. This feedback was used in
finalising themesWhilst being independente trainee is presentiytilising
TA as part of their own research projetiheyhave alsaindergone specialist
training in this method and so is well placed to scrutinise the analliges.
analysis was also scrutinised by Dr Sian Coker (primary research supervisor)
and Dr Paul Fishgpanel membeand qualitative research adviserfo
provided feedback and supervision throughout the process.

1 Creating an audit traiMaking use of NVivo for storing and sorting codes
generated an audit trail of this process. Additionally, a reflegiiveal was

used to document decisions throughout the analytic process (see Appendix M).

6.6.4 Researcher position

As described above, acknowledging and managing subjectivity is an important
aspect of conducting qualitative research. Alongside reflgxivit ma ki ng oneds o
position with regard to the research as explicit as possible can aid witRybts,

2003). This disclosure enables readers to con
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in a more informed manner and allows them to reflect on possible alternative
interpretationgBraun & Clarke, 2013) Furthermore, from a critical realist
perspective, i1t is crucial to recognise an:
and interets may influence how information is interpretéedh e PRGOS backgr oun

position is described in Appendix P.

6.7 Health and Safety Issues

6.7.1 Researcher safety issues

When interviews were conducted at part.i
conduckd prior to the visit. Such interviews took place within normal working hours
and utilised the Abuddyodo system, in |ine w

Policy.

6.7.2 Participant safety issues

Participants were informed before the research interthaivthey may take
breaks or stop at any stage, without giving a reason. If participants had become too
tired, distressed or unwell to continue they would have been given the opportunity to
complete the interview on a separate occasion, however atlipantis were able to

complete the interview in one session.

If a participant had indicated they were experiencing a high level of stress or
emotional distress OR they had exhibited behaviour suggestive that the discussion
was too stressful (e.g. unconteal crying) the interview would have been stopped by
the PR. If the participant had been unable to continue, they would have been
encouraged to contact their GP or care coordinator or, with their consent, the PR

would have contacted a member of their ¢agean to request further advice and
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support. A member of the supervisory team would also have been contacted if further
advice was needed. Contact details of local crisis teams and voluntary organisations
(e.g. Samaritans) would have been made availalparticipants if appropriate.

However, none of the participants interviewed showed or reported any signs of

distress and all were able to complete the interviews.

6.8 Ethical considerations

6.8.1 Ethical gproval

Prior to commencing any research actestiethical approval was gained from
an NHS Research Ethics Committee andRbsearch and Development department
of Norfolk and Suffolk NHS Foundation Tru#igpendix Q and R).Theresearch

adhered to ethical requirements set out in conditions gbagp(see appendix)S

The qualitative nature of the research means that the final report contains a
selection of verbatim quotes. As such, full anonymity was not possible but any

personally identifiable details were removed.



7. Phase Two: QualitativeResults

7.1 Overview

A description of the results of the qualitative data analysis is provided in this
chapter. An overview of the four themes and 10thaimnes developed by deductive
thematic analysis is followed by a more detailed description of dablese. Direct
guotations from participants are used to support the existence of the themes within the
data. The aim of this analysis is to answer specific research questions arising from
phase one, the quantitative phase, in line witreitpanatory squential designrhe
research questions will be addressed in the following discussion chapter rather than in

this section.

7.2 Overview ofthemes

Using deductive thematic analysis, four themes and l@hsrbes were
developed from the data. These areinad in Figure 2wvith the four themes being,
Abelief in recoveryo, #Aliving with uncert a
Aconnectedness and social support in promo
important concept within the data with thesociated suthemes describing
different aspects of this in more detail. Selected associated codes for each sub
theme, along with the number of participants that contributed to each theme and sub
theme are dailed in Appendix T The reflective journa(Appendix M) details the
process of theme development and refinement and the rationale for key decisions

made during the process.
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Theme I Belief in
recovery

Theme 2:Living with
uncertainty

Theme 3:Potential
barriers to recovery

Theme 4:
Connectedness and
social support in
promoting recovery

AiNor mal o | i f

€

Hope and optimism

Focussing on new goals

Possibility ofrelapse

| Learning what | can do to

stay well

Hiding away

Stigma

Others believing in my
recovery and me

Feeling undetsod

Having people | can rely on

Figure 2. Themes and corresponding siiiemes developed using thematic asily
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7.2.1 Belief in recovery

It was noticeable, both during the interviews and analysis, that the majority of
participants appeared to share a belief that recovery from FEP was possible. Holding
this belief seemed to alol cawmm dt hheonp et of osre ea bfien
future: it allowed them to think about picking up on life where they had left it before
developing FEP or at least to envisage a future that was not restricted or defined by
their experiences. It further enabled them to feel fubad optimistic about
achieving this Anormal o future. Throughou
spoke about developing new interests and goals and had incorporated these into their

future plans.

Of note is that AMarmkisthdme)lgavealverd not con:
different description of his future to the other seven participants: all his future hopes
related to getting rid of his symptoms and his future self appeared to have become
defined by hi stleéstsevemyeass®idthan theether@adicipants

and alluded to a significant delay in initially receiving treatment for his symptoms.

The subthemes supporting this theme are detailed below.

7.2.1.1 ANormal o | ife interrupted

This subtheme was developed to capture howrttegority of participants
viewed their experience of FEP. The onset of symptoms, at a crucial developmental
stage, l ed to participantsd |ives being di
stays, having to stop work, moving back to live with tipairents or into supported
living and impacting on their social life. However, there was a clear sense that

participants viewed this disruption to | if
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life not restricted or defined by their experiences of Fd6RBId continue @ was

continuing. Tom summed this up by describing his experience of FEP as a hiatus in

his planned progression through | ife: Al m
path if | hadndét been ill déecdd yotkeknhdwm? aS:
behind and catching ogp. 11, lines19-20),wi t h John expl aining: @l

to where | was before | gotp.4lindsl2.Back on t

Not feeling defined or held back by their experiences andviedjehat

recovery was possible appeared to have all.

Il ife continuing. Jennyds description of t
that was now over: Al O6m just whalkditofng t o ge
my |ife. So | (g Uslibe 189.nJohn spoke gbeuttheo n 0

importance of realising that recovery was possibleeing able to move forward:

i él.realised that I'm not stuck like this, so | cannot be Schizophrenic any8wre.

that' s pr g 1QyinestW)e Bom ane David explicitly compared
themselves to their peers in illustrating
David explained that: AEveryone eltse my ag:
t o bdp. 7tlineePBlO),whilstTom articul ated: Alt's just
routine isn't it? That people my age think about them, like have kids and get married

and that sort of t({n6 Ime56).Li ke | want that t

In speaking abut their view of life now, both Rosie and Andrew reflected on
how their future hopes had remained similar to those they recalled before developing
FEP, again suggestive that their experiences had not defined what they hoped for in
the future. Rosie articl at e d : AMy hopes are pretty si mi/l

being a good mum. Ype 14, ,Hines 1P1B). e Ancreavramoke guesso
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specifically about his unchanged career go
the moment | do photograplaynd f i | mi ng and thatods al ways
| want, whet Hpe3lnésdd5).i | I or not o

The idea of fAnormalo |ife interrupted

developmentally appropriate hoped for possible selves that participants auiculate
that is, the content of their possible selves is related to developmentally relevant tasks

for young adults, the age group of the majority of this sample. Six participants listed

a hoped for possible self red atto nlgnitvoe rtshietiy

(David,p.4, line2l),andil hope to find myself a job
wo r k o, p(3Jlioel2p Becoming more independent also featured in the hoped for

possible selves dive participants. David and John alspoke abouthis

independence in terms of housingwi Davi d expl maming: né. .

i ndepen dpe7nline 16), aradokinhoping to progress from living withis
parents, #fAl woda(p.4lind2B) kOthershapedrtoogairethiso u t
independencetorugh | earning to dri ve: (pfAb,linkope

26).

Five participants also listed hoped for possible selves in the domain of

whi

(0]

Arel ationshipso, again very devel opmentall

rel ati onsthoi pb:e Alln haopleovi ng r €p. Htlineolds hi p.

15), whilst Angela spoke about the importance of friendships within her future hopes:
Al would |i ke to have my friends (@ircle
6, lines 2621). Finding a partner was also important for Rosie but there was a sense
that her experience of having mental health difficulties had shaped her ideas about her

priorities in any future relationships:
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iSo my goal nowél dono6t wtavantsomseomdeone who
you know, who gives me everything becau:
rather have love than money. But | want someone that understands mental

healtho (p. 8, lines 58)

Participants also spoke about hoped for possible selves gedatineir future
health: APositivity and happpdleslsd, fils most
just want t o,pbls lineg,al tihéy.or e(allothyn have a stabl
Al 6d | i ke t o s tpabylinei2s). Inteeesingly, moneyobthe( T o m
participants who contributed to this stiteme made explicit reference to symptoms
of FEP within hoped for possible selves ab
Arecoveryo was the only refer ffiouies. t o anyt hi
Again, this indicates that participants ar

themselves in the future.

Feared possible selves formed less of the conversations than hopes, possibly
indicative of the hopeful and optimistic outlook particifsanad (see section 7.2.1.2).
From the fears discussed, it was apparent that these tended to mirror the
developmentally appropriate hoped for possible selves, particularly in the domains of
career and relationships. David expressed fears about his gdrearn : Al think ms
if I dondédt do so well on this comilse t hen
lines 1415) and John acknowledged his concerns about not getting back to his life
before the disruption of adkthphyselffiypah.guess | d
Soé.job not wor Kp. &lomes a0kl TamandfAngelzbott s 0
expressed fears regarding relationships sa

~

(Angela, p. 13, line25a n d né it's |1 ike dstofslkeng | i ke r el
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whet her i todés with my/(Tgm p.1 lines2980). Bpeafic wi t h my
fears relating to their mental health are discussed in a subsequent theme (section

7.2.2.1).

7.2.1.2 Hope and optimism

Alongside hoping for and thinkingaboat A nor mal 06 future beyon
experiences, participants also expressed hope and optimisms about achieving what
they wanted: a belief that a Anormal o | ife
| 6ve had difficulti es Andlbelievelsanhaveltat ust wan:

(p. 6, lines 7-8).

Participants spoke about feeling genera
good about the future. Looking forpvard to |
17,line9) and dAl feeltirwatldd &kewt aintdp.&to t he mo
line 26) . John felt similarly, despite still e
days where I'm still hearing loads of voices and hallucinating still, but generally less
and feel i ng/(pmdimee2?738)o Angelaidasailded her positive and
optimistic feelings about the future whilst acknowledging her role in ensuring that

things remained on track:

iMy new tree has to just grow up and | h
goingtobeallrighand it dés going to grow. |Itds go

have to be positive aboutat(p. 18 lines 6-8)

Andrew too spoke about the importanaf having a positive outlook:
ALIi ke i f you choose to be opti mimsréi c with

opt i mp.édtlinexl3ls).
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Participants acknowledged that they had fears about the future but that they
were focussed more on their hopes and believed these were realistic and achievable:

AWebve tal ked about hopmpegoared dfoavaar ¢ .h alt d u e

fears are there, but it feel sp18jlike€l | am mo
Similarly, John explained: AMaybe | just d:
guess | feel good abou{p.o6nine 2h. dgmelso.spokeh ey ar e
about the Il ikelihood of realising his hope:
hopes that is. They are r eap2ldineslé¢ly. I t hi nk

He was also able to speak about how having clgard goals and knowledge of how
to achieve them was key in remaining hopeful about achieving them in the longer
term, Al Om so fixed on that | want to do t
whether it happens tomorrow or it happens in 10 years, Imeckb t wi (Tbm,happeno

p. 21, lines 22-23).

Rosie clearly articulated that her experiences of FEP had helped her to focus
on her hopes fiike.want to fight harder like, yeah, | have had a mental health
il Il ness, but 1 6m n otpeador witout a mantal healthdlmesst her ,
and lcoulddoajobjustasgoodasthem( p. 2-09) | i heslam7addi ng,
more determined to get to myikhegdgeeah. to be

21, lines 56).

7.2.1.3 Focussing on new goals

Pat i ci pants6 experiences of FEP had | ed
and goals for the future. For some, these were a direct result of their experiences and
for others it was about gaining more of a focus for their futlifeee participants

spoke aboua new goal to work in mental health: to be able to use their experiences to
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help others in a similar situation. Rosi e
ment al heal th or a pee@p4mnespg8gwthTomor ker or

andDavd both articulating similar points. #l
health, like a support worker or assistant practitioner or something like that. I'm

| ooking at doing theptménestt@dlBahdahhethtdegtedy

mentalle al t h nur,piddingds. ( Davi d

Tom further explained that this goal wa:
don't think | would want to work in mental health if I didn't have all that experience of

i t(@9, linel5), whereas for Rosie her periences had shaped an existing interest

in working with people: AMy goal was al way:
ment al health. But thatodos inte(.edneed me si
11-12).

David spoke about struggling to know athio do with his life before FEP and
that he felt that his experiences had helped him to gain more focus on what was
i mportant to him: Al have focus nowé.and t |
(p- 31, lines 23). David recognised this new focusagpositive outcome of his
experiences Al guess it is good. Li keéto b

€. ummmmé g 4pi. 13, &nésdl920). Tom felt similarly:

Altdos | i ke, |l " ve Iearnt so much through
trauma and'Ve been ill and everything, it's just... that's now given me this

huge new goal of what | want to do and | wouldn't change it for the world.

Someone said that they can change it and they take all my trauma and
everything away | wowolldh'nbé meaad!l al | becau:

wouldn't have this new focus(p. 20, lines 12-17)
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John had had to give up a higher education course when he became unwell but
he had al so developed new goals to focus o
changingand notdoingh at anymor e. Likeé.l wasébut nov
new goals and | (g8 line%k Angdiacalgo spokeeabolite t t e r 0
focussing on new goals but, for her, there was a sense that this was not a positive
outcome of her experiences, unlike thther participants that contributed to this-sub
theme: A. .1t is hard to really be dreaming
focussing on s (pmplihes 1R0hlatenagdsd irrega,l Ifiyldo used t o

ambitious. {(phl&tnésslil?).or sur eo

7.2.2 Living with uncertainty

When patrticipants spoke about their futures, there was a prominent sense of
anxiety about the uncertainty of their future mental health, specifically the idea that
they might relapse. This was clearly relatethtr experiences of FEP. The recent
occurrence of these experiences and the fact they were still being seen within mental
health services may have contributed to the salience of this fear. What was also
apparent was that participants were utilising a Inemnof lessons learnt throughout
their experiences of FEP to manage this uncertainty, namely to reduce the risk of
relapse. The data suggest that a degree of fear about the possibility of relapse is
protective in that it may guide behaviours and lifestyieices with the aim of staying
well. However, the data here also suggest that holding such a fear could also limit

partici pant stheméis diseussedb&8lavc h s ub
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7.2.2.1 Possibility of relapse

When asked about their feared possible selvesidgdit participants articulated
a fear about relapsing or their symptoms getting worse. John recognised that this was
the first fear he thought about: A We | | I w
state. So that's pretty much one. | know that. Yke#e. straightway when you said

t hat ét hat éwas just t he (pf5limes2v-29%%t hi ng t hat ca

Davidos fear speci ftitcead Ityo rhed sagilietda It oa goaei
end up bac k.10 lime2s)omvbhgreias Janhyowas concalrgenerally
wi t h: A get(p.i7,ting 13). Toin reeognesed that his fears of relapsing
stemmed from the uncertainty around his fu
about getting ill again and stuff because you don't know, that can také goy a
p oi (p.7,dnes27-28). As opposed to relapsinilark spoke about being worried
about his ment al heal-t hdgedti kgowprseal Ay,
know, | 6m going to get worse(P.&hnds2F he voi ce:
28. Andr ew si mplbyi gsgteastte o :e afrthifiisshe bntygearrisg it al |
l osing it alpl6,linely. Some oftha $ubtle difiérences in
participantsdé specific future fandrons r egar d
their current experience of symptoms. For example, Mark spoke about still struggling
with psychotic symptoms whereas others spoke about being in recovery or managing

residual symptoms well.

Angela specifically linked her future concerns about hentad health to
having had mental health difficultiealso alludingo the idea that such fears may

fade with time but agaithatthere is uncertainty about this
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AUmmmeé. . ébecause of whatdés happened. | t
your mind. | thirk that will always be with me. Maybe it will feel less like a

fear over ti me. But | dom&BtlineklB)ow how | o

Considering whether participants thought of these fears as a barrier to

achieving their goals, Rosie articulated tlilemma she faced:

irfhat | ittle fear that you hold onto tha
then youbére |li ke, Al 6m not going to do
never | eave the house. Youbl lo(pmever é ¢éy
21, lines 1720)

Rosie was aware that holding on too tightly to the fear of becoming unwell
would impact on what she felt able to do and, in essence, prevent her progressing in
i fe. Tom felt that his fears were not a
my mind a bit but it's not enouyml to affec:
lines 1718), andAndrew reflected on how his fears were important in motivating
him: fAltds a hard subject because thereds
respect that |1 6m going to have t henp I  have
6, lines 1311). Conversely, David and Jenny both acknowledged their fear of relapse
as limiting. David saw this fearaslas ght bar ri enotagdbddtmgs j ust t |
andmaybe just abhbttnot (i Bdiaesli®iohwhdstJenny
spoke about how |l iving within | imits had a
staying within limitsthatng ht be di f f er 8mltsupposevt ddeostopef or e é
me from doi ndp. %lme8. ®avid furthér achkngwleaiged being

somewhat preoccupied with becoming unwell
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whenlcoul d be thinking about somethi(mg el se.

16, lines 27-28).

Evidently, participants felt differently about the impact of holding a fear about
relapsing on their lives, varying from it being motivational to being a barrier. It may
be that this variation can be accounted for by the degree of anxietyerudygpation
with the idea of relapse: the more afraid and/or the more preoccupied a person is with
the possibility of relapsing, the more limiting this fear becomes. It may also be related
to the how well participants believe they could cope with futelapses. For some,
having leant that they could cope with their symptoms reduced the anxiety of
rel apses. Angel a explained: A When it hap
those times. Okay(p5IlinesslAl8). Tlom glso gpoke akoitay c al mo

feeling a sense of certainty about being able to cope:

fil've come over it like so many times now that if | do get ill again, then it's
just getting ill, isn't it? Like getting a cold. And now | know what will happen

and what will help. Like whegou get a cold | a u dphlS, Jines@2-24)

7.2.2.2 Learning what | need to do to stay well

Participants spoke about learning a number of lessons from their experiences
of FEP. The majority of these related to learning how to look after their meatti,he
in terms of lifestyle modifications, potential triggers or understating their limits, in
order to prevent or reduce the likelihood of future relapses. Implementing such
lessons seemed to help participants tolerate the uncertainty about theinfeidaé

health.
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John directly recognised that fears about his mental health deteriorating had
taught him something: AYeahéit is a fear.
scary stuff getting worse. | think I've learned my lesson or lessons ot 6f@h6,

lines67),addi ng | ater that Al thinkéevery day I

that will Kke@A2lne 2283).Resie wlked maye about the impact
of her overall experience of HREsRywelfiéitobds Kk
a | i t(p. LOdineb2i2x Both Tom and David felt they had gained important

knowledge about their mena | heal t h hevaoydeahvgth psythbgisuasdt
Il i ke what t o d®om,|lpi2klmes33Baan d ' iml irdl Hkaow mo

what t o do(David, pi&lwnelO)h el p o

Participants discussed learning about specific lifestyle modifications they

could make to help them stay well, recognising that they had some control over and

responsibility for their future meéna | heal t h. John explained t
dondt want it and need to do positive stuf"
lté6s another | esson | earnt. How to stay we

(p. 9 lines 1213). David andJohn spoke specifically about learning about the

importance of reducing their drug use in staying well. David explained that he was

more careful with respect to this sayjfigil ma k & sdwreesndt (@o over th
11, line 2). For Andrew, being mindil of triggers and how to eliminate these was an

i mportant | esson in safeguarding his futur.
all those small things that make me stressed, that make me feel negative, all those

small things Ilutdeaerdtmilniakd .ng ItthGesn,aldearn ho

(p. 4, line 2527).
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Both Jenny and John spoke about how they have learnt to look after

themselves as a result of their experiences, an important lesson in terms of reducing

the likelihood of futurerelapse. John expl ained: f#Aéleaning t
af t er (mi2dimeld).When Jenny spoke about this there was a sense that she

had | earnt what her | imits were and was ic.
AMaybe | amujsustl oo&r effule.r Imyjs e (pf9limen d put m
16-17). Angela also spoke about being mindful of her limits, specifically in terms of

when she should return to work: Altdos |1 mp

(p. 15, line 30.

Andrew used the metaphor of playing music to describe a powerful lesson in
learning what was helpful with regard to his mental health. He explained that, for him,
learning to live in the present moment rather than spending too much time looking

back or worryig about the future had been key in helping him to live:well

fiThe past will hold you back. To move forward to the future you do have to

pause just like when musicis playing.dAn i f youdr e ayoways r ewl
candét actually heamacenhheamaeson, whatudsagoi
the music is playing, you can listen to the moment and enjoy it and take that in

and actually have some sortofsease meani ng of ifwhat 6s goi I
youdre pushing forward, youcGhaes. $oust goi
the best moment is the present moment. The only real moment is the present

mo ment . The future and the past do not
or it has happened. You candt change i
present mment, make the changes you can now while you have the ability

t0.0 (p. 8, lines 2133)
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John and Tom described the importance of learning how and when to ask for
help, again a lesson in knowing what their limits were: what they could cope with on
theirownand t he value of MAoutsidedo help in man
spoke about needing help from his parents:
to spend ti me w(p.tld linesPBI, ahereas Tosn desaribed
seekinghelpfroopr of essi onal s: fiYeah because | Kknow
so as I'm picking up the phone and just saying that | need a bit of extra support right

n o w gm 21, lines8-9).

Underpinning many of the i mportant | ess

expeg i ences of FEP seemed to be how much t he

the process. Participantsod6 viewaewy this as
itds made met 6pomakleowgrow up a | (ot and it2o
24,line13. Tom descri bed the process in terms of

much. So much. Like | said it is like this crazy amount of life experience and you just
have t o (pgle, tnes5-6)mad for John there was also a sense of learning the
valueof | i fe: Al O6ve become so much more refle

being an idiot and taking everything and everyone for granted. You just learn not to

do t(h B3tlies 1-3).

7.2.3 Potential barriers to recovery

During their interviews, péicipants spoke about a variety of things they felt
had held them back during their recovery journeys. In recognising these barriers,
some had been able to overcome them but acknowledged the difficulties in doing so.
An early consequence of developingHrwas becoming socially isolated and

struggling to engage in meaningful activity, such as employment. Participants
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recognised the importance of overcoming this isolation and gaining a sense of

meaning and achievement in life for their recovery. Many s@dout concerns

regarding the stigma of having mental health problems as a barrier to doing just this

and, as such, this was also a potential barrier to recovery. Interestingly, some
participantso6 fears about st iegtocanfideenr e not

others. Each sutheme is discussed below.

7.2.3.1 Hiding away

Participants referred to the social isolation they felt at times: their experiences
of FEP had disrupted their social lives and opportunities to engage in meaningful

activityy, such as wor king. aféawdmi e@mmdaelh,ed t hat :

and Mark described difficulties socialisin
because | hear t(h& ling HiJeneyspokemboum withdrasvimgl 0
whent hi ngs got difficult: Nél suppose so bec

go dqpug ltme §. Whilst this withdrawal was a common experience, participants
recognised this as a barrier to recovery and the importance of overcoming this. In
expla ni ng what had been hel pful for his ment

a day at a time and doi ng(p.A>liees 308l e st uff a

Angela described the importance of socialising in helping her mental health:

fiBecausevhen you are mentally ill, 16&ém feel
candét do anything. Not hing to focus on
meet somebody and just drink a cup of tea and that is ceremonial itself. You

justhearortellasorfo a j oke even though i1itds the

plenty of times... [Ilitkbes ssotmel |k i skiogelmeotdhri i nngp. o
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on a desert island, seeing like a flower growing. You see there is life. There

is potential. There is the hope that it vii# okayo (p. 2Q lines 1521)

John and Mark both had positive experiencessufcalgroup where once
again they recognised the positive impact of social contact on their mental health.
Mark explained the challenge this posed for him but acknowledged ties
hel pf ul : sbdalcd oAndbmeanntlyat scared me to even do that, but
when | get g of(p.ni& line 233)6 Johnaighlightedithgg mpaostance of
the relaxed appr oac groupwhichthisdoeegreatiyefl, fHét her e
|l i ke you can either sit back andp.8r you ca
lines 2022). He further reflected on the general importance of socialising in helping
him make progress, #fl think | dldenied to go

want to go back to what | wused to be and s

(John, p. 9lines 2-4).

AHIi ding awayo in terms of not working w
to recovery. David and John both spoke about the importdmseaoming this for
their mental health. John explained: Al ha
and a half months thereé. I  f @gpudnlides i t real |
11-13). David highlighted the importance of employmenteeling a sense of
achievement: ADefinitely work helps with t
Likeéyou knowéachi evi (@22 linkn78), furtbevaddmg f or war
it makes me f eel kind of 1ike I|ddayeat achi evec

wo r (b.82 lines 1617).

More generally, Andrew spoke about the importance of goal setting in helping

him become more active and move forward:
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il f youdre running around the football p

you playingthegne because thereds no point? | f
goals, if youbve got nowhed(pe2lihes go t her
15-17)

7.2.3.2 Stigma

Participants highlighted concerns about how others might respond to their
mental illness: they woied about being judged negatively and discriminated against.
John explained: @A | guehwothers mightraspondy ou nev e
Andéyou .kKngwess | was a bit worried about

(p. 11, lines 246). Such anieties interfered with recovery in a number of ways.

Angela explained that her concerns had made it difficult for her to seek help
initially: Aébut before, a bit difficult b
understand me because they were really.my mi nd wa ¢.5lieeadél v a mes
17. For Rosi e, it was having an i mpact on <co
getting a job, | wohderhetltélwiththahyclLbVveeb.

then it wil (p.19 lires 3333. oTprh expraessed shmilar concerns:

fAl'm not doing anything with my time or anything I'm just kind of mooching
about and | want a job and everything and it's just like the fear of rejection and
nobodywat i ng you beclzedcsselnbiff ft dpadimdes.i & e &

26-29)

Meanwhile, fear of how others might respond made social inclusion difficult
for Jenny: Al didnot teldl anyb@d$lnteor a | o

18),shel at er added: Al just] Wstdnditd wathtwapreto pp e
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think that | 0(p 1l%Imes R627). 1 Mak hapl pobtslcehés family

about his difficulties, Al haven't told my
got bipolar. So, you know, | would never come clean witt(p. 16, line 28), adding

his reasods abe (B17jligeBaHeo ff uirttoher articul at ed
wants t o be (pslg,tine 3 b gedrmectthat, fordVark, the concern about

how others might respond had prevented fully accepting his difficulties. He
particularly struggled with the term Aschi.

what people think (poif7,lreedldddt schizophrenicbo

Interestingly, those participants who were able to overcome thesrdéar
being judged negatively by others spoke about having positive experiences. John
explained that: A | "'"ve just got used to te
(p- 11, lines 2526). When asked how people had generally responded he
acknowledg d: A No real judgement of(p.18tne ma from
Angel a also reflected on her experiences p:
to accept that mental il I(mE¥Kdmes2B3). one of t h
Although Tom and Rosie had had some negative responses to sharing that they had
ment al health difficulties, both felt they
stigma I've had and stuff is kind of just you take it and then you learn from it sort of
t hi n(p.46lines1718,whi | st Rosi e articulated that:
Because even though people have been so ne:

st r o (pga ling 2526).

7.2.4 Connectedness and social support in promoting recovery

Theimportance of feeling connected to and having support from other people,

including professionals and friends and family, was consistently highlighted as an
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i mportant factor in participantsod recovery
were identifiel as being particularly valued. It became apparent that it was important

for those supporting participants to remain hopeful and positive about the future and

to see beyond the Aillnessodo: to believe in
symptomreduction. Participants identified the importance of feeling understood and

the sense of connectedness that followed this. Contact with other people with mental

health difficulties was key in this. It was also evident that having a dependable

support natork during the most difficult times was an important factor in

participant so r e cthemesrsyppoytimguhis theme sire discubsece s u b

below.

7.2.4.1 Others believing in my recovery and me

Tom articulated the importance of professionals inglthope and remaining

positive in helping with and promoting his recovery:

My C PWhén | was in my lowest point, my last hospital admission, she
always had that hope that I'd get over it and I'd come out and do something
amazing and all this. And shedtivays tell me every time she saw me it was
just that little push that just keeps you going and just knowing that someone

believes in you (p. 13, lines 2327).

David echoed this when spettekaway, about h
y ou k n o wé kale faiho (o 19dines 34). John also spoke about the value
of professionals remaining hopeful about r
people around me beingeop t i mi st i ¢ andk etérnecartmanlg, me éguess

just talking about a normaltfuu r(pe 1@ lines 1517).
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Rosie and Jenny both stressed how much they valued professional support
focussing on wider factors, not just on treating their symptoms. When speaking about

her care ceprdinator, Rosie explained:

fiShe supported me not justwh my ment al heal th, but ev
you know, she believes in me, sheitbelves é. Sheds al ways sai
AYoubre still a really good mum. o6 And s

bit | i ke, oh, you ko{(@mwWM3linessREHHs just been

Jenny gave specific examples of things her support worker had helped her

with that had helped her:

fiRat her than keeping you in a kind of si
i fe. I f | didndét have her tdlpedmel donot
a lot. She helped me. She got me a bus pass. She helped me get out when |

refused to leave the hougép. 8 lines 811)

When Tom described his experiences, he again highlighted the hopeful

approach in planning for the future and also appreclagetdy at the centre of his

care:

AJust everyone has been really supportive and it's like I've always been the
centre of the plan and it's like I've always known what the plan is. And we
have always planned ahead. Planned to stay well and gg€pob2, lines 25

27)

7.2.4.2 Having people | can rely on
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Having people they could rely on for support in the most difficult times was
identified as being important for participants, a sense that people had and would
continue to stick by them. This was sometHimat Jenny highlighted when speaking
about the support of her family: AThey wer.
theyodod fpelllinredaddi ng, AThat was i mportant i
back on my feet. Like in just giving me space and kngwhere was someone
l ooki ng ou 14 lihes §). Jobnihad really valued the positive support
from his parents but also appreciated that that had stuck by him through his
experiences: Al think my mum' dTheyre eal | y po:
both really positive people, so they kind of, you know, sticking by me and I'm kind of

l ear ni(p.@ lineshL&20).0

For Tom and Angela, it was about having friends they could count on. Tom
explained: AAnd it é&®ndoliikke whert!'mal br sametpingc al t hi
we can go weeks without talkin(gldloes t hen |

22-23). Angel ads friendships were a particular/l

she did not have family that lived localfy: I woul d | i ke to have my
the time because 1itos really i(mpbnest ant. Th
20-22).

7.2.4.3 Feeling understood

The i mportance of feeling understood wa:
of helpfu influences during their experience of FEP. For many, feeling understood

tackled the powerful feelings of alienation that often accompany mental iliness.

When speaking about feeling understood, pa

exclusively camérom contact with other people with mental health difficulties and
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that, although they valued support from ot

getting ito or they had a perception that

John and Rosie spoke about their concabmut friends who had not
experienced mental health difficulties failing to understand their difficulties. Rosie
explained that: ABecause none of my other
éeénone of them have everngudbeutedpe(Emléa gaa tnt
16,lines16012).J ohn expressed similar worries: fASo
sometimes | can push their limits. | guess | am a bit of afraid of them not

understanding. | think (@(EHGiihes2380 be hard f o

Both David and Rosie lived in supported accommodation and had daily
contact with other people who had varying experiences of mental healtultig.
As Rosi e ewlpdrae nledamfirfow, theydve al/l got
issues,ppc hosi s, depression, you know. And t he\)
got t h(p. 15laen2587). Davi d had similar thought s:
di fficulties. So people areéjustéchilled a

impactoffeal ng under st ood as(p.2lfiliNedt al one. That i

Jenny mentioned a particularly important relationship for her was with a friend
who had also had mental health difficultie
happened to her. So it was gdodalk to her and that made me realise that | am not
al o (.e lines 1112). Mark reflected on how it was not always about having
explicit conversations with those who had similar difficulties but about just knowing
t hat t hey un dfe tobeaaepund otherfpéople whe arehhaving
difficulties with medication and stuff. | mean, no one ever talks about it. We talk

about other things, | i Kpe2Qtinesal8ls. Bleh you kno
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Tom spoke about the importance of feelimglerstood, he spoke about the role of his
family who had also experienced difficulti
family... because we've all had problems with mental health and stuff. They were

really wunder(pfdalinedd-7ng i n thato

7.3 Additional observations

It should be noted that the narrative o
odds with the rest of the sample but demonstrates what can happen to an individuals
sense of self following FEPMar k6 s sense o fvebgsembngulfedpypy ear ed t
his experiences of psychosis and he struggled to see beyond his symptoms, diagnosis
and the limits that these placed on his life. His hoped for and feared possible selves
mainly related to hoping to find a treatment for his (positiye)fgoms and fearing
not achieving this. His account felt very hopeless. There are a number of factors that
may account for these differences. Mark was the oldest participant and at the upper
age limit of El services. This suggests that he might have eztaitervention at a
later stage of his psychosis and elements of his account would also point to a long
DUP. His account appeared to be much more in line with findings from those with

longerterm mental illness.
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8. Phase Two: Discussion

8.1 Overvien

The quantitative analysis in phase one of this study guided the development
of the research questions for this phase, in line with the oex@lthnatory sequential
mixed methods design. In this section, each of these questions is answered in turn
using the themes and stivemes outlined in the previous chapter. Findings from
phase two are also linked with findings from phase one where approphate.
findings of this phase are then discussed in the context of previous literature. This
section concldes with consideration of strengths and limitations of this phase.

Clinical and theoretical implications and further research are discussed in chapter 9.

8.2 Qualitative research questions

8.2.1 How does experiencing FEP impact on the descriptions of hexpfor

and feared possible selves?

Twosubt hemes, fAnor mal |l ife interruptedo ar

theme, Abelief in recoveryo wil/l be used t.

The analysis suggests that believing in recovery allows participants tddnope
a Anormalo |ife beyond FEP, that is, hoped
developmentally appropriate and not defined or restricted by their experiences of
FEP. Whilst acknowledging that FEP had disrupted their lives, participants spoke
about hoping teick up on life where they had left it before experiencing FEP and

some reflected on how their hopes remained similar throughout their experiences. In
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essence this could be taken to suggest that experiencinm&fidt have a

particularly negative impaan the descriptions of hoped for possible selves.

Participants did acknowledge having new hoped for possible selves as a result
of their experiences, the majority describing this as a positive out&omee had
specific new hoped for possible selves tethto wanting to work in mental health
whereas others now felt the hoped for possible selves were more focused. One
participant, Angela, spoke about having new hopesabed less ambitiouhan
before she developed FEP although it should be notedehabped for possible

selves were very similar to the other participants.

Phase one of this study found similarities between the categories of hoped for
and expected possible selves described and that, as in phase two, these were
developmentally approptie being similar to other samples of a similar age that had
not experienced FEPThe agreement ithe results from both phases of this study
suggestthat FEP does not necessarily have a negative impact on hoped for possible
selves and that, for some, teperience may give new priorities and ideas about

what they hope to achieve.

In the qualitativephaseof this researclfeared possible selves formed less of
the discussions than hoped for possible selves: this may be indicative of the hopeful
and optinistic stance many of the participants had with regard to their future or that
talking about fears made them feel somewhat anxious. It appeared that participants
had very fAnormal o feared possible selves t
appropratehoped for possible selves, as found in phaseRaicipants did
however, appear to have developed specific fears about their mental health as a result

of their experiencedhis is also in line witlthe descripve analyses in phase one
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whichrevealedhat the most mentioned category of feared possible selves was

Aemoti onal and [Fhiswsl beadisdussed éultherbnesectiog &2.2.

8.2.2 How does experiencing FEP impact on hoped for and feared

possible selves in relation to mental heditdifficulties?

This question will mainly be answered by the4ubh e me, Apossi bil ity
relapseo from the theme, Al i ving with unce
thesubt heme HAnor mal l ife interruptedo of the

Experimmci ng FEP appeared to have a signifi
feared possible selves concerning their future mental health: all eight participants
articulated a prominent fear of relapsing or their symptoms getting worse with many
explaining that this as a direct result of their experiences. Holding such a fear
seemed to have a variety of consequences for participants. For some this seemed
protective/motivational, something they were striving to avoid, whereas for others it
placed certain limits on thelife in an attempt to avoid it being realised. It may be
that this discrepancy is related to the level of preoccupation with the fear of relapse or

how equipped participants felt to cope with any future relapse.

The experience of FEP appeared to haatlbss of an impact on hoped for
possible selves in relation to mental health difficulties than on feared possible selves.
When discussing their hopes for a fAnor mal o
health and wellbeing but none of those who cboted tothe sub h e me A nor mal [
interruptedo made specific reference to sy

participant mentioned the general concept
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The analysis here is concordant with findings from phase one of this study, where
again references to mental health difficulties were more common in feared possible

selves than in hoped for or expected possible selves.

When the findings of the above two research questions are considered together, it
suggests that experiencing FEPhesr e of an i mpact on individ
themselves in the future than on their hopes and expectations. Specifically, the
experience of FEP contributes to individuals developing specific fears about their
mental health but their hopes and expectatiensain developmentally appropriate

and do not contain specific reference to their experiences of psychosis.

8.2.3 What are the perceived barriers to achieving hoped for possible selves

in those who have experienced FEP?

Thesust hemes fAhop® amd d&pthiemipomsi bil ity of
themes fAbelief in recoveryo and dAliving wi:
answer this question. Bothsubh e mes of t he t heme fipotenti al

Ahi ding awayo andrafinsoh.i gmao will also be d

In the main, participants felt very hopeful and optimistic about the future: they
were focussed on their future hopes (as opposed to fears) and believed these to be

realistic and achievable.

As discussed previously, some participants identified fears about
relapsing placed certain limits on their life trying to protect themselves against this
happening. It could be conceived that this may then pose a barrier to them achieving
their hoped for possi bl e s socialleisolatediingti di ng a:

engaging in meaningful activity and concer
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potential barriers to recovery. These could also be regardedessipldbarriers to
participantsachieving their hoped for possible selves. When pp#ids were able to
overcome these barriers by beginning to socialise, or gaining employment, or by
sharing their difficulties with others there was a sense of them being able to move

forward with their livestowardstheir future hopes.

This research quasn was developed based on findings from phase one which
revealed a significardtiscrepancy between how much participants would like their
hoped for possible selves to describe them and how much they believe these will
describe themwith higher ratings igen for the former. The discussion has expanded
on this by outlining potential factors that may contribute to those who have
experienced FEP not believing they will achieve their hoped for possible selves.
However, it should be noted that, overall, gaptants in phase two were largely

optimistic about their future.

8.2.4 What has helped people to remain/be optimistic about achieving

hoped for possible selves in those who have experienced FEP?

Allthreesubt hemes of the t hemelsuppprdtimnect edness

promoting recoveryo wil/ be used to answer
believing in my recovery and meo, ffeeling
ono.

Overall, support from others and a sense of connectedness were higtdghted
being important for recovery, that is, crucial in being able to remain optimistic about a
life beyond FEP. Participants described a number of elements of the support that they

had found particularly helpful. Contact and support from other peoplewaittal



health difficulties resulted in participants feeling understood and this helped to reduce

the sense of feeling fialoneo. Participants
optimistic and looked beyond symptom reduction. This was highlighted as the

experience that many had of professional support. Lastly, simple having people who

stuck by them and whom they could call on in difficult times was identified as being

important.

Hypothesis testing in phase one revealed a significant positive comelatio
between how optimistic participants are about their future possible selves and how
well they are functioning. The above discussion, based on the findings of phase two,
expands on this by detailing some of the potential factors or experiences that

contribute to individuals remaining optimistic about their future.

8.3 Discussion ostudy findings in relation to previous research

8.3.1 Belief in recovery

Maintaining a sense of hope and optimism about recovery is at odds with the
narrative of those witlohger psychiatric historidsut is a consistent themetime
literature on recovery from FERomano et al., 2010; Windell et al., 2012)
Employing a focus group desidgoam et al. (2011lso found those who had
experienced FEP to be largely optimistic about their future with 66.6% of them
acknowledging that the experience had been
developing new value, views, relationships and goals. Participants in this study spoke
about a marker of recovery (lmametale20il)ani ng t o
perspective shared by participants hek&aintaining a sense of hope is in line with

recovery orientated services advocated by the mental health strategy for England
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(Department of Health, 2011).

Previous literature suggests a complex relationship betweerntset and
experience of mental iliness and sense of self. In those wititdomgmental illness,
redefining a sense of self has been identified as a central part of the recovery process
(Davidson & Strauss, 1992ith Anthony (1993) explaining that this process
involved fAthe devel opment of new meaning a
beyond the catastrophic ef fnetconsssteravith ment al
findingshere where participants were able to retain possible selves as emerging
adults, building on strengths and values prior to their experiences and think beyond
the Aill nesso. Whil st the initial onset o
of gods, participants described being able testablish hopes and plans to work
towards fulfilling their goals. These findings are in line with qualitative research

investigating subjective recovery from FERcussed below

In a qualitative study blRomano et al. (201@& grounded theory approach
was utilised to develop a model of the recovery process from FEP. A core feature of
this model is the idea of individuals reshaping an enduring sense aflksififig
FEP rather than having to redefineasenseof Beir t i ci pant sé6 sense of
overshadowed or defined by their experience of FEP, they were able to envisage the
future and articulate future goals in line with their developmental stagh,as,
career goals and marriagfgomano et al., 2010)Furthermore, the experience of FEP
appeared to strengthen an individual 6s sen:
Similarly, Connell, Schweitzer, & King (201%pund that those who had experienced
FEP forged a stronger sense of self over the course of their recovery. Findings here

would agree with this, participantsrggally acknowledging the positive impact of
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their experiences on their sgjbals, with many now wanting to help others in similar

situations.

With the onset of FEP typically occurring at an important developmental stage
in terms of sense of self, it@&couraging that, compared to those with longer term
mental health difficulties, FEP appears to have less of an impact on sensdaf self
participants in the current researdPrevious research has suggested that the younger
age of the client group, stter duration of illness and provision of specialist services
El, whichtypically employ an optimistic, recovefgcused attitude towards treatment

(discussed in section 8.3.4) maybe protective with regard to sense of self

8.3.2 Living with uncertainty

Given the frightening, potentially traumatic and disruptive experiences
associated with the onset of FEP, it is perhaps unsurprising that those recovering from
FEP articulated fears of relapsethis study.Uncertainty associated with the
unpredictable aarse of FEP and the fear of relapse is a common feature in the
narratives of those recovering from FERm et al., 2011; Romano et al., 2010)

Previous research has found possible selves to be gensistressful life events and
il Il nesses with these being i n@Baretpdr at ed

Frazier, 2012; Frazier et al., 2003)

A prominent theme in a qualitative study of depression following FEP was
Afear of r elneoppsyehosis aadestrietive led potpartaipants fearing
that if they were placed under too much stress or did not make immediate changes to
their lives, then relapse was inevitafBandhu, Ives, Birchwood, & Upthegrove,

2013) The authorsuggestd that this fear led to social withdrawal which contributed

142



to the experience of pepsychotic depressiaidandhu et al., 2013)Other research

with participants withpsychosis has found that those who feel powerless to prevent

relapse are more likely to develop social anxie@u ml ey, OO0 Gr ady, Power
Schwannauer, 2004nd depressio(Birchwood,Mason, MacMillan, & Healy,

1993)

Gumley et al. (2015)eveloped a measure of fear of recurrence, with good
psychomaic properties, for use with those with schizophrenia. They found that
fears about relapse were associated with increased levels of depression, anxiety,
shame, stigma and positive symptoms suggesting that such a fear may block
emotional recovery. Funcinal recovery may be impaired as a secondary
consequence. They further discovered fear of relapse to be a significant predictor of
time to relapse with greater fears of relapse associated with a shorter time to relapse.
It was hypothesised that a greatarfof relapse is associated with more fearful
appraisals of salient triggers (e.g. perceptual changes similar to a previous episode of
psychosis) which may accelerate the transition to rel@pgmley et al., 2015; White
& Gumley, 2009) Excessive fear of relapse may also acaa internal stressor,

which then increases the probability of relaf®echwood et al., 2009)

This suggests that in those who hold a fear of relapse, more negative
perceptions of the impact of psychosis, excessive fear and more catastrophic
interpretations brelapse and feelings bkeingpowerless to prevent relapse are likely
to be associated with more negative outcomes. Although participants in this study
articulated fears of relapse, overall they also spoke about learning what they could or
needed do ttry and prevent this happening, indicative of them feeling some sense of

control, and they also had optimistic and hopeful attitudes about the future. This
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suggests that holding such fears maynewessarilype detrimental to their recovery.

Reviewingpreviouspossible selvesesearchsomefindings have suggested
thatavoidance goals can have a significant impact on behaviour when people are able
to manage the accompanying thr@&bgers & Prenticdunn, 1997)and so access
the means or resources to avoid such f@@o#an et al., 2015)Those who struggle
to manage the threat may feel trapped by their feared selves which then have a
disorganising effect on behaviofifooker & Kaus, 1994) This is consistent with the
finding that, to be an effectivaotivator, possible selves must be linked with plans
and strategies to attain or avofdyserman et al., 2006As participants here
consistently articulated plans and strategies to avoid their fears of relapse, this further
suggests that holding such fears may positively impact behaviour to help avoid

relapse.

Previouss esearch may afford insight into wh
rather than hoped for possible selves, are directly impacted by their experiences. In
their work,Hoyle and Sherrill (2006)bserved that hoped for possible selwssled
to be optimistic and rooted in observations of others while feared possible selves
tended to be negative and more likely to reflect personal experience. Results here
appear to be in agreement, with the personal experience of FEP being incorporated

more into feared selves than hoped for selves.

8.3.3 Potential barriers to recovery

Stigma is commonly articulated as a potential barrier to recovery in those with
FEP. In a qualitative study blyam et al. (2011participants recovering from FEP

articulated difficulties with subjective internalised feelings of stigma, largely in the
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absence of discrimination. For some, fears assocratadhis posed a barrier to
taking up opportunities or disclosing their difficulties. This is very similar to

responses given in this study.

In a further qualitative study investigating influences on recovery from FEP,
stigma was frequently cited as hagia negative impact, identified as reducing social
participation alongside harming seléteem and confiden€@/indell & Norman,

2013) This study also revealed that not engaging in meaningful activities hindered
recovery. This is in agreement with the research here, where participants also spoke

about o&éhi dbamrigrtoaegaegryd as a

A review of the consequences of internalised stigma for those with mental
illness founda robust negative relationship between internalised stigma and a number
of psychosocial variables including hope, ssdfeem, and empowerméhivingston
& Boyd, 2010) Furthermore, in those with schizophrenia, it has been suggested that
stigma has a adverse effect on functional outcomes due to its adverse impaet on self

esteem and hog&anos, Roe, Markus, & Lysaker, 2008)

Individualswith long-terms psychotic ilinesses have been found to feel
demoralised by stigmgpaniol, Wewiorski, Gagne, & Anthon002)and adopt
stigmatising views of themselves (e.g. self as dange(¥as)ps et al., 2008)
However, in this study participants remained hopeful and maintained a positive self
i mage beyond their #Aillnesso. Stigma appea:
and thidikely benefitted their functional recovery (section 8.3.4 will discuss factors

that likely buffered against the negative impact of stigma).

Participants spoke about Ahiding awayo
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realising this to be the case by beaige to take positive steps to reconnect and get
back to workEngagement in meaningful activities has been found to positively
impact recovery in a number of ways in FEP, including through cultivating strengths,
connecting with others, changing emotiostalites and making meanifical et al.,

2013)

Poorfunctional recovery is often reported in psychosis. In atriédl efo c i a |
recoveryo r i e nt aih thase wb@hadexperienced FEP, increased time spent in
structured activity was associated with changes in positive beliefs about the self
(Hodgekins & Fowler, 2010)This demonstratethe impact that selbeliefs and
cognitions may have on functionalitcomes in FEP. Results okthurrenstudy are
consistentwitt hi s whereby participantsd narrative
possible selves that they felt optimistic about achieving. Such positive images of their
future selves may have been keyoosting motivation and helping them te re
engage with meaningful activitindeed, possible selves research has highlighted that
the number of positive possible selves magtoengly linked to motivationXloise-

Young et al., 200).

8.3.4 Connectedness and social support in promoting recovery

The findings here show that the recovery process from FEP is deeply social
with a range of positive relationships providing benefits for recovery, which
corroborates previous researdh.individuals recoveringrom severe mental iliness,
relationships with family and professional
individuals and others diagnosed with mental health difficulties have all been
implicated in recovery§chon, Denhov, & Topor, 20090 FEP, qualitative studies

have found similafindings,with social support consistently emerging an significant
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factor in fostering recover{Eisenstadt et al., 2012; Lam et al., 2011; Windell &

Norman, 2013)

Peer support has a long history within mental health services: fellow service
uses have always provided each other with invaluable support both informally and
formally (Davidson, Bellamy, Guy, & Miller, 2012)Narratives of those recovering
from mental illness, including FEP, have frequently identified these relationships as
providing adeep level of understanding, empathy and reassurance and offering
affirmation of experiences which helps with feelings of alienation (Faulkner &
Layzell, 2000;Norman et al., 2013)As the value of such relationships has been
recognised, more formal peer support roles have been created in mental health
services. In the UK, the IMROC programme (Implementing Recovery ghrou
Organisational Change) has explicitly recommended the introduction of peer worker
posts. There is a small but growing evidence base that such workers can have
multiple benefits for those providing and receiving services (Repper et al., 2013).
However,more research is required investigating the benefits and nature of informal
peer support in FEP with the findings here suggesting that fostering positive peer

relationships is an importaaspect of El services.

As in other FEP research (eWindell & Norman, 2013)asped of the
professional support received were described as important in recovery:
nonjudgmental, optimistic, encouraging support all helped participants remain
hopeful, determined and engaged in their own recovery. An optimistic and hopeful
approach to tr@gment is frequently identified as a fundamental tenet of El services
(McGorry et al., 2008) Participants here also spoke about valuing professionals

focusing on more than just t hodentatedii | | ness o
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practices which emphasise a holistic, persemredappgoach that focuses on

enabling an individual to live a meaningful and satisfying life, in the presence or
absence of sympton{Erese et al., 2009T his view of recovery has, in recent times,
been adopted as the guiding principle for mental health policy, practice and services,
representing a shift away from a treat antecservicShepherd et al., 2008)

Working in this way also promotes a sense of hope and optimism about recovery and

emphasises opportunity and agency.

Zipursky and CharleSchulz (20025t r ess fAper haps the most
that the field has learned from studying patients in their first episode of schizophrenia
is that of hopeodo (p. 233). It appears tha
experieicing FEP can have a hugely beneficial impact on recovery. This likely
buffers against the potentially negative impact of internalised stfgvaaner, 2009)

and allows individuals to remain optimisti.

The ongoing and reliable support of friends and family identified here is also
recognised in other research as having #nénce on recovery from FEP. The
emphasis here appears to differ slightly in that participants spoke about the
importance of the support being dependable rather than emphasising the importance
of where this support came from, e.g. friends or paremdshel study byVindell and
Norman (2013participants particularly emphasised the importance of parents in their
recovery. Similarly, those interviewed Bysenstadt et al. (201B®)ade reference to
the value of family support. It may be that the support of parents is particularly
important for those who experience FEP at a younger age, whieosasvho have
already achieved some degree of independence when they experience FEP value

friendship morgAddington, 2007)
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The following secthn will provide an overview of thetrengths and

limitations of the qualitative phase

8.4 Strengths and limitations

8.4.1 Design

This phase of the study utilised a srsdble qualitative design. An oft cited
limitation of qualitative research is thatcannot make claims to significance based
on the statistical relationship of the sample to the populéfioitig, 2013). However,
collecting datdrom a small number of individuals allowed for ardepth
understanding of participantsod experiences
contribution to the research topic. Findings may alstvabesferable to similar
settings. It should be noted that some of the areas investigated in this phase replicated
findings of phase one, the quantitative phase, which included a larger sample of FEP

participants.

Understanding how experiencing FEP nrapact on possible selves was
explored through retrospective reflections, that is, asking participants to reflect on
how their possible selves may have changed as a consequence of their experiences.
Investigating change processes in this way is nail i@led may be subject to memory
inaccuracy. However, considering the initial period following FEP is often
overwhelming and chaotic it may be difficult for individuals to engage in research too

soon after this experience.
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8.4.2 Sample

The participantsvere all Caucasian and as such the findings may not represent

the views of those from other ethnic backgrounds.

Participants were initially selected for the study by treating clinicians. It is
probabe that they approached those who were well engagéddtigtservice. This
may mean that the sample does not represent all those who have experienced FEP
given that some individuals may not engage with servie@shermore, it was
ultimately the decision of the service user whether they took part: thosdewsitzd
to participate may differ, in terms of their experiences, mental state and
demographics, from those who chose not to. Though it is not possible to eliminate
such a selection bias from research of this type, it is important to be aware that the

reciited sample may not representative of all those experiencing FEP.

8.4.3 Data collection

Some of the research interviews took pl.
choosing to meet at the El clinic base. Participants were given the choice of location
to facilitate participation and ensure participants felt at ease in their surroundings.
However, conducting the research interviews in the home environment posed a
number of challenges including distractions and, on one occasion, the presence of

other indivduals.

8.4.4 Data analysis

Research questions for this phase of the study were developed to further

expand on and explain specific findings from phase one, in line with the overall
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explanatory sequential desighs such, the research questions were fipextid
necessitated a deductive approach to the analysis of phase two. Whilst successfully
integrating the two phases of the study is a strength, having such speeéicche
guestions for phase tweasalsoexperienced asomewhat limiting.Given the

limited research in this area, broader research questions may have been more
appropriate and the analysis was somewhat constrained by the research questions.
However, the findings of th€A arerelevant, answer the questions generated from
phase one regardy possible selves in FEP and provide additional insights into the

recovery processes from FEP.

The focus of TA is to identify patterns across the dataset. It is acknowledged
that it may therefore fail to highlight contradictions within individual act®@raun
& Clarke, 2013) This caused some difficulty in representing the experiences of one
participant whose experiences seemed largely contraglict@thers. This is

considered in the reflective journal and in section 7.3 to increase transparency.

8.4.5 Quality and rigour

Steps taken to ensure methodological rigour are discus§ipter 6: phase
two was conducted in line with these plansriswee trustworthiness. A particular
strength of this phase was the independent scrutiny of the analysis by a fellow trainee
clinical psychologist and members of the research teasecfion ofa coded

transcript is provided in Appendix K to increase sarency.

It should be noted however that, in line with the critical realistic perspective,
data collection and analysis will have been influenced by the assumptions and

perspectives of the researcBraun & Clarke, 2013)A reflexive approach was
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adopted in order to manage this and is a further strength here. A reflective log,
widely recognised to enhance reflexiv{tylorrow, 2005), was kept thoughout the

research process widxcerps presented in Appendix M.
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9. Overall Discussion

9.1 Overview

In this chapter, key findings are summarised and then strengths and limitations
of the overarching mixed methods design are censdl Theoretical, research and
clinical implications are thediscussedfuture areas for research are identifiedore

an overall conclusiois drawn.

9.2Key findings

The overall findings of this study suggest that experiencingra&mot
necessayl have a negative i mpact on an individ
selves, covering similar domains to thaseividualsof a similar agevhomhave not
experienced FER both phasesThe experience of FEP maytaally serve to give a
new focusto hoped fo possible selves, such as new hopes to behalppeothers
experiencing FEP. Wfthermore, individualgh phase twaemairedrelatively
optimistic about achieving their developmentally appropriategesdfs, aided by the
hopeful and optimistic@roach of professionals, contact and support from others
with mental health difficulties andependable social suppostigma and social
isolation were identified as being potential barriers to achieving hoped for possible
selvesFindings from phase enindicate that this optimism about achieving hoped for

possible selves is positively related to functional outcomes.

Both phases of this study suggested that FEP impacts feared possible selves
with future fears about mental health ankpsing becomingnore salient.
|l ndi vidual s may be tismagpgrentdhem fooyn pissuicgh f ear s

or achieving their hoped for possible selves. However, findings here suggest that
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holdingsuch fearsnay notnecessarilyoe detrimental to recovery, as thgbuthe
experience of FEP individuals had learnt what they could or needed do to try and

prevent relapse.

I n phase one, the hypothesised relation:
possible selves and functioning and negative symptoms were not found. Optimism
about achieving hoped for possible selves was not significantly related to negative

symptoms as predicted

9.3 Strengths and limitations of mixed methods design

9.3.1 Strengths

A strength of the current study was utilising a mixed methods design:
integrating qualitative and quantitative methods resulted in a more comprehensive
understanding of the research topic and included insights that may have been missed
by reliance on a single methoddditionally, bycombining qualitative and
guantitative appraznes, the weaknesses of each approach can be offsetafgriex
within quantitative methods the fAvoiceo of
gualitative approaches all ow individual s f"
sample sizes employed indjitative research can limit the generalisability of findings
and bias can be introduced by interpretations made by the researcher. Such limitations

are not characteristics of quantitative reseg§@reswell & Plano Clark, 2007)

The use of thexplanatory sequential desighowed for succesul
integration of a prexisting data set in phase one with phase two, the qualitative
phasewith a subset of findings from phase one selected for further exploration in

phase two.
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9.3.2 Limitations

The guantitative and qualitative phases of the stuele drawn from different
samples due to restrictions on accesgiagicipants fophase two who had taken part
in phase one. Creswell and Plano Clark (2007) warn that using different samples in
each phase ofnexplanatory sequential desigan threatethe validity of the study if
the participants in the qualitative phase are unlikely to be able to explain the results
from the quantitative phase. However, in this study participants for phase two were
recruited from the same service as phase one, @abgieservice for those
experiencing FEP. As sudihjs possible to suggest thaeymaybe likelyto have

had similar experiences and similar characteristics to the phase one participants.

A further potential limitation of the study relates to eéxganatory sequential
designchosen to be able to develop and expand upon the findings generated from
guantitative analysis. This design meant that the qualitative interviews and analysis
were focused oanswering specificesearch questiongith the poterial cost ofnot

gaining a broader understanding.

9.4 Theoretical and research implications

9.4.1 Possible 8lves theory

This study provides further insight into the sensitivities of possible selves to
developmental context, corroborating previous resgaiatithe content of possible
selves appears to change to reflect developmental proc€ssees & Markus, 1991;
Oyserman & Fryberg, 2006y he hoped for possible selves of participants in this
study were focussed on developmentally appropriate tasks, such as education and

relatiorships. Considering the link between possible selves and behaviour, holding
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developmentally relevant possible selves may play a key role in hahgivgduals to
successfully complete particular developmental tasks and thus be important in

personal growtland in navigating lifespan transitiofMarkus & Wurf, 1987) If, for
whatever reason, an individual 6s possible
relevant tasks it may have a detrimental impact on their progress andtemgyer

outcomes. Prewus researcin an adolescent sample supported this with superior

academic achievement being associated with holding developmentally appropriate

possible selveQyserman et al., 2004)

This indicates that possible selves theory can be utilised to understand why
individuals may be struggling to navigate particular developmental tasks and
trarsitions across the life course and, potentially, as a point of intervention in guiding
individuals to clarify and expand on their
tracko. Further Il ongitudinal research at

required to understand more about formation of possible selves.

This study also suggests that possible selves demonstrate some degree of
flexibility. Individuals were able tadapt their possible selves and develop new hoped
for seltgoals based on new was and interests, namely working in mental health. It
appears that the flexibility of possible selves allows individuatBgengage from
goals that become irrelevant and create new goals that are focused on areas of life

central to current identity anie story(Bolkan et al., 2015)

This studycontributes to the understanding of how possible selves are directly
impacted by life events, again supporting previous research that such events, whether
positveornegt i ve, may come to def (Bareto&n i ndi vi d

Frazier, 2012) In this study, the experience of FEP had a dramatic impact on feared
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possible selves regarding relapse but seemingly not the same impact on hoped for
possible selves. In previous research investigahe impact of stressful life events
and chronic illness on possible selves, such a differential impact on hoped for and
feared possible selves has not been foiadgtto & Frazier, 2012, Frazier et al.,

2003) This represents a novel finding for this study and a potentially fruitful area for
future research. In additiorhe potentiallydisruptive and traumatic onset of FEP and
the specialist EI suppomaysuggest thatEP is fundamentally different to life

events that have been the focus of previous research. It may be there are particular
features of life events or external factorshsas social support, that make them more
likely to be integrated into feared possible selves rather than hoped for possible
selves. Further research on a range of life events, chronic and acute ilinesses is

required to understand more about this.

Previous research has suggested that how well individuals cope with and
adjust to life events may be linked with how the events become incorporated into the
possible selves repertoi(Baretto & Frazier, 2012)No firm conclusions can be
drawn from this study about whether holding feared possible selves, such as fears
regarding relapse, were helpfalterms of motivating individuals to take steps to
protect their mental health or unhelpful in placing limits on what they felt able to do.
It is also unclear how having hoped for possible selves which were not defined by
FEP may be helpful or not in pmg with the experience. Additional research is
required to further understand under what circumstances feared or hoped for possible
selves may guide and motivate behaviour. There is currently no consensus on this
with previous research indicating diféatial findings on the motivational influence
of hoped for and feared possible sel@@®ise-Young et al., 2001Furthermorethe

cross sectional nature of the majority of previous research does not enable
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discrimination of the role of possible selves in the initiation or maartee of related
behaviour. Further longitudinal research is needed to overcome such limitations.
Finally the dearth of possible seluvesearch omental healtipopulations is noted

and recommendation fduture research isncouraged

The presentstudyeghs hi ghl i ghted that the concept
selves is an area that nedddher investigatiormandclarification In the present
researchno support was found for the proposed association between holding
Abal ancedod possi thlevelsofmotivatiers Previous researchthas a s e
also found mixed results in relation to tiWdoise-Young et al., 2001and further
highlights that theexact process by which possible selves influence behaviour, and
under what circumstances, is still being debated and reguoeeresearch.lt seems
that thisresuimnay be due, at | east in part, to a |
measured and potential shortcomings of some of these meQuitdah et al., 2006)
ABal ancedo is an i mportant area for further
this is related tdetter physical and mental outcomes and in motivating current
behaviour(Frazier et al., 2000; Oyserman & Markus, 19%Qwever, an important
task of future research is to develop a standardissskure free of statistical
confoundsSimilarly, there is not a standardised measure of possible selves making it
difficult to synthesise possible selves research and draw compabistween studies.
Developing a&comprehensive and coherent measure israsessary for future

research

9.4.2 Negatie symptoms

Previous research investigating cognitive models of negative symptoms

highlighted negative selppraisals and defeatist beliefs, that prevent active
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engagement in meaningful activity, as important components in the development and
maintenancefmnegative symptomgRector et al., 2005Previous research ifound

levels of defeatist beliefs to be significantly associated with negative symptoms
(Grart & Beck, 2009) In this study, no significant association was found between
negative symptoms and optimighow much participants believed that their hoped

for possible selvewould describe them in the futgreA number of potential
explanations forttis null finding werediscussed isection 5.3including some that

were specific to the sample here, namely low levels of negative symptoms and the
small sample size. This highlights the need for furthesaech with larger, more

representative FEP sampltodetermine whether this relationship exists.

In this study, those participants who were more optimistic about achieving
their hoped for possible selves were functioning better. This suggests that such beliefs
may potentiallyoperate as a b@er toengaging meaningful activity but that such
beliefsmaynot necessarilperelated to overall negative symptoms. The majority of
previous research investigating cognitive models and psychological correlates of
negative symptoms of psychosis heenwith individuals with chronic psychotic
illness, mainly schizophrenia. Findings here suggest more research in required in FEP

to understand more about the applicability of cognitive models with this population.

9.4.3 Models of subjective recovery from FEP

Findingsfrom the currentesearclsuggest that the process of subjective
recovery from FEP differs from models of subjective recovery from-teng mental
illness (e.gRoe & Davidson, 2005) This study has particularly highlighted that FEP
does not appear to impact on sense of self to the same extent-terihomgeatal

illnesses. Participastdi d not appear to become engul fed
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able to continue to hold on to, and remain optimistic abseif;goals and ambitions

as emergent adults. As such, recovery from FEP appears to be much more about
reshaping an enduring sensf self thamecessarilyedefining the self. Further
longitudinal qualitative studies in FEP populations across a range of geographic
locations and with more ethnic diversity would help to gain a border understanding of

sense of self in FEP.

It shoul be noted that one participant in the qualitative phase had a narrative
at odds with other participants, describing a sense of self that had become engulfed by
t hei r Tbhis mdyhedsestdthe older age and londgPf this participant
that meantheir experience weremore akin to those with lorigerm mental illnesses

than FEP. However, it mdye that a proportion of those who experience FEP do

becone 6 engul feddé by their illness and that

thatexplanwlg s ome become 06enguHurtherdedeardsnd ot her s

needed to explore this.

9.5 Clinical implications

This study suggests the concept of possible selves can be applied to those who
have experiencedEP tohelpunderstand how their experiesamay have impacted

their sense of self and particularly whether this has impacted on their developmental

trajectory. Additionally, understanding

clinicians to implement meaningful, person centred, strength basecemiens.

The finding that optimism about achieving hoped for possible selves is
positively related to functional outcomssggests that it would beneficial for

interventions for those experiencing FEP to targettsaliefs, particularly in
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promoting sacial rather than symptomatic recovery. Fostering positivebsdiéfs
about achieving meaningful goals, alongside instilling hope may improve
participation in meaningful activity and turn improve social recovery. ocghe
treatment trials with FEP sangsl have begun to incorporate these factors into
therapeutic interventions (Fowler et al., 2009). It also appears that, subjectively,
individuals who have experienced FEP identify social isolation as a barrier to

recovery, further highlighting the importof interventions that target this.

This study has highlighted a number of factors that are important to consider
in supporting those experiencing FEP, particularly in helping individuals to remain
hopeful about achi SuportrgindigiduélserperirecingFER ut ur e .
requires aharel, realistic hopefulmessage about the future in promoting the view
that recovery from FEP is possible, frequently highlighted as a key component of El
services. It also appeasrucial thatprofessional syport focuses on more than
symptomatic recovery, in line with the recovery movement approBicl experience
of participants in this study was that professionals were able to promote a sense of

hope for recovery from the onset of treatment.

Promoting cordct with other service users seems to be beneficial for those
experiencing FEP, appearing to reduce feelings of alienation by contributing to the
feeling of being Aunderstoodo. The advent
services is likely to in@ase opportunities for formal peer support but findings here
suggest that informal contact with fellow service users is also advantageous. More
generally, it is important for those experiencing FEP to have a dependable social
network around them. Valuirfgmily or friends as this social network is likely to

vary between individuals. An important focus for professionals working with those
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experiencing FEP is helping them to build and maintain a social network and in

educating this network in their role iacovery from FEP.

Clinically, it is also important to pay attention to feelings of stigma as
reducing these is likely to aid in recovery. Media campaigns and messages regarding
recovery from mental health also have an important role in educating society
breaking down stereotypes and reducing the stigma of experiencing mental health

difficulties.

This study suggests that fears of relapse are very salient following FEP.
Whilst this in itself may not be undesirable, it is important for clinicians tawsere
of thisand thatrelapse planning forms part of interventions in a way that encourages a
sense of empowerment about their mental health ratherg¢harlfi ng At r appedo b
fearsof futurerelapse. It may be that interventions targeting the foomatnd

maintenance of fears relating to relapse are also beneficial.

9.6 Conclusion

The aims of this thesis were to apply the concept of possible selves to FEP to
understand more about both the impact of FEP on the developing sense of self and on
mechanims underlying negative symptoms, a tiekaly novel application opossible

selves theory.

Findings demonstrate thREP does natecessariyhave adetrimental impact on
hoped for and expected possible selves with tbegering similar domains to those
individuals of a similar age whom have not experienced FHEs suggests that
recovery from FERs about reshaping an endurisgnse of self tharedefining the

self. The hopeful and optimistic approach of professionals, contact and support from
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otherswith mental health difficulties and dependabbeial support appeto be key

in helping those who have experienced FEP to rematimistic about achieving their
hoped for possible selves and thptimism about achieving hoped for possible selves
was msitively related to functional outcome&igma and social isolation are

potental barriers to achieving hoped for possible selves.

In contrastexperiencing FEP doesppear tompact feared possible selves with
fearsrelatingto mental health and futurelapse becomg prominent. It is notlear
whetherthisis necessarilyletrimental to recoveryndividuals may beome6 t p @ ¢ 6
by sud fearsprevening them from pursuing or achieving their hoped for possible
sdves howeverin certaincircumstancesearedpossible selves magxert a
motivational influence Furthermorethrough the experience of FEP individuals in
this study had learnt what they could or needed do to try and prevent réléqee.
research is required tsmderstand the implications bblding feared possible selves

relating to mental health.

Based on these findings a number of suggestions wereabadgfactors to
consider in supporting those experiencing FEP and where it may be helpful to focus

clinical interventions.

Optimism abat achieving hoped for possible selves was not significantly related
to negative symptoms as predictécthis may be due ta number of limitations of
phase one of this study, such as, the small sample size which limitsecwef in
statistical outcomesa relatively low levels of negative symptomstire sample.
Further research with a largenore representatideEP sample would allow
investigation of whether thielationshipexists and furtheour understanding of

models of negative symptoms in FEP.
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The hypothesised relationships between
functioning and negative symptoms were not fouthis may be du& thewidely
debateddifficultiesi n how to measur e i lsahhtafurtiee 0 . It
research isnealed into the precise manner in which polgsikelves influence
behaviour, particularly irpinpointing the conditions and factors that improve or
hinder their motivational impaand in establishing the relative importance of hoped

for and feared possiblelses in motivating behaviour.
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Appendix A

Steps taken to address potential threats to mixethethods design

1. Assess array of possible quantitative results ltovioup

Quantitative results were reviewed and discussed with the supervisory team in
order to develop a clear understanding of which results would be followed up in the
gualitative phase. Discussions were also had regarding the development of a topic
guide for the qualitative interview to ensure this covered all areas to be followed up.
Foll owing the first qualitative interview,
and the topic guide adjusted further.

2. Determine who can best provide the quaMafiollow up

The guantitative data were collected in 2005 and, as such, it was not possible
to recruit a sample of the same participants for the qualitative phase. However,
recruitment for phase two took place within the same service as the original
guanttative data collection. As this is specialist service for those aged betw&&n 16
experiencing a first episode psychosis, it is likely to be a similar sample to that
recruited for phase one.

3. Make sure the qualitative explain the quantitative

As discused above, the topic guide for the qualitative interview was
developed with the supervisory team and then adjusted after the first qualitative

interview to ensure the appropriate information was being collected.
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Appendix B

G* Power Calculations

Central and noncentral distributions g G Rl ll gL ETEAT J'

critical t = 1.6646
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Appendix C

Possible Selves Interview

Who will you be in the future? Each of us has some image or picture of what we will be like
and what we want to avoid being like in the future.

Hopedfor Possible Selves
Think about what you would ideally like to deing in the future.

1 Inthe lines below, write what you hope you will be like and what you hope to be
doing in the future.

71 Inthe space next to each hogedself, mark NO (X) if you are not currently
working on that goal or doing something about tiggiedfor self and mark YES (X)
if you are currently doing something to get to that hejpedelf.

1 For each hopetbr self that you marked YES, use the space to the right to write what
you are doing to attain that goal.

Am | am doing smething to be thilf yes,
way What | am doing now to be that way in th
NO YES future?

| hope to
be...

For each hopetbr self rate the following:
1 How much does this describe you now?
f  How much will this describe you in the future
1 How muchwould you like this to describe you?
0 =not at all, 1 = a little, 2 = somewhat, 3 = quite a bit, 4 = very much

Expected Possible Selves

Think about what you expect to be doing in the future.

1 Inthe lines below, write what you expect you will beeldnd what you expect to be
doing in the future.

1 Inthe space next to each expected self, mark NO (X) if you are not currently working
on that goal or doing something about that expectation and mark YES (X) if you are
currently doing something to get toat expected self.

1 For each expected self that you marked YES, use the space to the right to write what
you are doing to attain that goal.

Am | am doing something to be |If yes,
that way What | am doing now to be that way in {
NO YES future?

| expect to
be...
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For each expected self rate the following:
1 How much does this describe you now?
f  How much will this describe you in the future
1 How much would you like this to describe you?
0 =not at all, 1 = a little, 2 = somewhat= quite a bit, 4 = very much

Feared Possible Selves

In addition to expectations and expected goals, we all have images or pictures of what we
dondt want to be |i ke; what we donodt want t o
about ways gu would not like to be in the futurethings you are concerned about or want to
avoid being like.
1 Write those concerns or feared possible selves in the lines below.
1 Inthe space next to each concern or feared self, mark NO (X) if you are not currently
working on avoiding that concern ore-avoided self and mark YES (X) if
you are
currently doing something so this will not happen in the future.
1 For each concern or feared self that you marked YES, use the space at the end of each
line to write whayou are doing to reduce the chances that this will describe
you in the future. Use the first space for the first concern, the second space
for the second concern and so on.

Am | am doing something to avoi(lf yes,
this? What | am doing nowo NOT be that way in thg

NO YES future?

fear...

For each feared self rate the following:
1 How much does this describe you now?
1 How much will this describe you in the future
f  How much would you like this to describe you?
0 =not at d| 1 = a little, 2 = somewhat, 3 = quite a bit, 4 = very much
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Appendix D

Possible Selves Coding Framework

0 Not Given

When the participant is not able to respond with any possible self then it is included in this
group.

1 Personal Development
When tle content of the possible self is related to any personal development it is included in
this category. Development can be in any area in which learning or time spent planning or
working is necessary.
Personal development is defined as:

9 Educational refeances either occupationally or for personal interests. (E.g. Hobbies,

college/uni courses, travel.)
9 Occupational references. (E.g. Work, jobs, earning)
1 Independence from services

2 Possessions
When the content of the possible self relates to materiakps®ns it is included in this
category.
Possessions are defined as the following:
1 Ownership/lack of any material object (E.g. Home, car)
9 Financial references (E.g. Money, debt)

3 Emotional/Physical Well Being
When the content of the possible self reddteany physical or mental well being it is
included in this category. This includes emotionally related experiences and specific mental
health concerns.
This category includes the following:
1 Feelings/emotions. (E.g. Being sad, happy, bad, 1pnely
1 Physical health. (Physical iliness, injuries, severe accidents)
1 Mental health references* (Incl. Psychotic symptoms, stress, hospitalisation, suicide
excl. alcohol and drugs selves)
*An additional note should be made when a specific mentlealth reference
occurs.
Place a 616 in the designated column if pre
4 Interpersonal Relations
When the content of the possible self relates to other people it is included in this category. As
well as references to relationships with family andniiiethis also includes being alone.
This includes the following:
1 Family
i Friends.
1 Spending time with others

When rating the possible selves there should be as little subjective decision on the content of
the possible self. Only rate the words, as theyratige possible self.
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If more than one possible self is mentioned (e.g. Save money and get married) the first self is

taken (save money).
I f self does not refer to the 6éselfdgimenbe fu

A balance is found if any of the expected self categories match with any of the feared self
categories after the selves are coded. A self can only be used once therefore the range is 0 (no
same coded selves) to 3 (all selves match).



Who is organising the study?
The study is being organised by Rachel
Clarke, a Trainee Clinical Psychologist at the
University of East Anglia.

Rachel is being supervised by Dr Joanne
Hodegkins.

The study has been granted full ethical
approval by the Research Et&iCommittee

and has also been approved by the local NHS
Research and Development Office.

Appendix E

Leaflet for professionals

Contact details:

Rachel Clarke

Rachel.yates@nsft.nhs.uk
Rachel.yates@uea.ac.uk

07934107691

LEA

University of East Anglia
Norfolk and Suffolk

NHS Foundation Trust

Research study
investigating:

Possible Selves in First
Episode Psychosis

| eaflet for Professionals

(EA

University of East Anglia
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What is the research about?
This study aims to gain an-atepth
understanding of how expericing a first
episode of psychosis impacts on what
individuals hope for and fear about the future.
These hopes and fears are sometimes
described as fApossible
Previous research findings have demonstrated
that possible selves can change behaviour,
increase motivation, and are an important
consideration in how people adapt to an
illness. These concepts are all applicable to
recovery following first episode psychosis
(FEP) but research is needed to understand
more about the significance of possibitves
in FEP.

What will participants be asked to
do?

Once they have consented to take part in the

study, participants will be asked to:

- Meet with the researcher to take partin a

semistructured interview. This involves

guestions abouheir experiene of first

episode of psychosis and how this has

impacted on their hopes and fears for the

future. It is estimated the interview will last

about an hour and can taidkace at their home
or the clinic they normally attend.
-Participants will receive £10 thank them for
taking part.

Who can take part?
People can take part if they:
- Are aged 1635
- Have a diagnosis of psychosis (e.g.
schizophrenia, schizoaffective disorder
delusional disorder)
-Are fluent in English language (in order to
complete the resarch interview)

Unfortunately people are not eligible to take
part if they:

- Lack capacity to consent

- Are experiencing a level of psychaosis and/or
lack of insight that would prevent engagement
in the interview and where elements of
psychosis wouldbe included within possible
selves descriptions

-Have experienced more than one episode of
psychosis

-Are expressing a significant level of clinical
risk

What will | be asked to do as a

mental health professional?
-ldentify any service users who mighe
eligible to take part
- Pass on information sheets about the research
to those who are eligible and interested in
taking part
-Where service users verbally agree to be
contacted about the study, pass on their contact
details to Rachel so she can dissthe study
further.

Rachel will visit the service regularly to
remind you about the study and see if there are
service users eligible to take part.

Please do not hesitate to contact Rachel with
any questions. Many thanks!
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Appendix F

Participant information sheet

I S5\

University of East Anglia
Participant Information Sheet

Project title: Possible Selves in First Episode Psychosis

Researcher: Rachel Clarke (Trainee Clinical Psychologist)
Supervised by: Dr Jo Hodgekins and Dr Sian Coker (Clinical Psychologists)

Doctoral Programman Clinical Psychology, School of Medicine and Health
Sciences,
University of East Anglia

We would like to invite you to take part in a research study. Before you decide, you
need to understand why the research is being done and what it would irorojoe f
Please take time to read the following carefully. Please ask if there is anything that is
not clear or if you would like more information.

Who is conducting the researchMy name is Rachel Clarke and | am a Trainee
Clinical Psychologist at the Ulrersity of East Anglia. This piece of research is part of
my training to become a Clinical PsychologiBhe research is being supervised by

Dr Jo Hodgekins and Dr Sian Coker (Clinical Psychologists).

What is the research about?This study aims to gain amderstanding of how
experiencing a first episode of psychosis impacts on what individuals hope for and

fear about their future. These hopes and f
selvesdo. An example of a hopteod gfeotr ap ojsoshiaob |a
a feared possible selves might be Al fear

This kind of research can help mental health services to understand the needs of
people who have experienced psychosis, and to develop interventions and services
with a focts on enabling individuals to do the things they want to do with their lives.

Why have | been invited to take part in the study? am asking people who have
experienced a first episode of psychosis and who have been involved with an Early
Intervention Serice to take part in this research study.

Do | have to take part?No. It is up to you to decidén making your decision you
may wish to seek advice from a friend, family member or trusted professional.
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What does the research involve¥ou would have themportunity to speak with me

to ask questions about the study and discuss taking part before you agreed to be
involved. If you decide to participate, | would arrange to meet with you at home or at
the clinical base you normally attend.

We would spend timdiscussing your experience of first episode psychosis and how
this has impacted on your hopes and fears for the future. You would be asked to say a
little about how you came into contact with mental health service, and briefly about

the problems you wermxperiencing at the time. We would also ask you about how

the service responded to you and what your main sources of support have been. There
are no right and wrong answers, and you are free to decline to answer any question
you do not feel happy to answerhe interview will last around an hour.

The interview will be audiwecorded. After the interview you will have an

opportunity to ask any questions and raise any concerns you may have. You will
receive £10 to thank you for participating. | will ask if you would like to review a
written transcript of you research interview and whether you would like a summary of
the research findings when the study is complete.

What will happen to the information? | will type out the recording of the interview.
This means the information can be looked at in detail with the aim of uncovering
common themes that are important in understanding the experiences we have
discussed.

The recordings and typed out interviews will be kept at the UEA in a locked storage
fadlity for 5 years after study is complete.

As part of my qualification, | will write up reports of the research some of which may
be published. The reports will include some word for word quotes from the interviews
to illustrate themes that have beerscdissed. Although your name will not be
included in any reports, the direct nature of the quotes means that complete
confidentiality cannot be guaranteed.

Other member of the research team will look at anonymised sections of the
information collected fro the interview in order to assess the quality of this doctoral
research project. This assessment is of me, the researcher, not you as a participant.

What are the possible disadvantages and risks of taking partdome people might
find talking about theiexperiences of psychosis upsetting. Every measure will be
taken to minimise the risk of distress. If you do become upset, you will be given the
option to take a break or stop the interview altogether. Following the interview, | will
remain available taatk to if necessary and will provide of details of where you can
access support.

What are the potential benefits of taking part?It is hoped that by taking part in

this research, you will be providing valuable information that will help improve the
undersanding of the experience of first episode psychosis. This is key in providing
the best support to others who go through this experience in the future.
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What wil |l happen i f | donotoumayrchange o carry

your mind about taking paat any time, before, during or after the interview without
having to give a reason. If you decide you want to withdraw from the study please let
me know by contacting me on the email address or phone number given at the end of
this information sheet. Thiwill not affect any treatment you are receiviligiou

have completed the interview all information relating to this will be destroyed

however this will not be possible once the final report has been written.

Will my taking part in this study be kept confidential? A note confirming your
participation in the study and a copy of the completed consent form will be added to
your clinical notes. Your GP will also be informed of your participation. All other
information that is collected about you durihg tcourse of the research will be kept
confidential. However, if you disclose any information which suggests that either
you, or someone else, is at risk of harm then | would have to tell someone else. |
would always try to discuss this with you first.

What if there is a problem?If you have a concern or complaint about any aspect of
this study, you may contact me in the first instance. Alternatively you can contact my
research supervisors, Dr Jo Hodgekins or Dr Sian Coker (see contact details lbelow).
you remain unhappy and wish to complain formally, you can contact Prof Ken
Laidlaw (Director of the UEA Clinical Psychology Course, 01683076).

Who has reviewed the study?

The study has been reviewed by the Research Ethics Committee (LREC Referenc
15/EE/0188 and the Local Research and Development Department. The study
received a favourable ethical opinion and approval.

Contact Details:

Rachel Clarke

Doctoral Programme in Clinical Psychology
Norwich Medical School

University of East Anglia

NR47TJ

Rachel.yates@uea.ac.uk

07934107691

Dr Jo Hodgekins /Dr Sian Coker

Doctoral Programme in Clinical Psychology

Norwich Medical School

University of East Anglia

NR4 7TJ
j-hodgekins@uea.ac.Ug.coker@uea.ac.ukN1603 593544
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Appendix G

Parent information sheet

| 33N

University of East Anglia
Parent Information Sheet

Assent for par-8 ci pant 6s aged 16
Project title: Possible Selves in First Episode Psychosis
Researcher: Rachel Clarke (Trainee Clinical Psychologist)
Supervised by: Ddo Hodgekins and Dr Sian Coker (Clinical Psychologists)

Doctoral Programme in Clinical Psychology, School of Medicine and Health
Sciences,
University of East Anglia

We would like to invite your child to take part in a research study. Before you decide
if you are happy for you child to take part you need to understand why the research is
being done and what it would involve for you. Please take time to read the following
carefully. Please ask if there is anything that is not clear or if you woulthbike
information. Your child has also been given a participant information sheet.

Who is conducting the researchMy name is Rachel Clarke and | am a Trainee
Clinical Psychologist at the University of East Anglia. This piece of research is part of
my training to become a Clinical Psychologist. The research is being supervised by
Dr Jo Hodgekins and Dr Sian Coker (Clinical Psychologists).

What is the research about?This study aims to gain an understanding of how

experiencing a first episode of psyctsosnpacts on what individuals hope for and

fear about the future. These hopes and fea
selvesdo. This kind of research can help me
of people who have experienced psychosid,tardevelop interventions and services

with a focus on enabling individuals to do the things they want to do with their lives.

Why has my child been invited to take part in the study®e are asking people

who have experienced a first episode of psych@gjed 185, and who have been
involved with an Early Intervention Services to take part in this research study.
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Does my child have to take partNo. Participation is voluntaryEven if you and
your child do agree to take part, your child is akithdraw from the study at any
point following this, without giving a reason, up until the point of information being
analysed.

What does the research involve¥ou and your child would have the opportunity to
speak with the researcher to ask questions abewttidly and discuss taking part
before you agreed to be involvedytur child would like to take part and you are
happy for them to do so, then you will be asked to complete an assent form; your
child will also be asked to complete a consent form tdtsay are happy to take part

We will arrange auitable time to complete the research meeting at your home or at
your nearest clinic site, whichever you and your child prefer.

The research meeting involves a discussion with your child about their experience
first episode of psychosis and how this has impacted on their hopes and fears for the
future. They would be asked to say a little about how they came into contact with
mental health services, and briefly about the problems they were experiencing at the
time. We would also talk about how the service responded to you and what your main
sources of support have been.

There are no right and wrong answers, and your child is free to decline to answer any
guestion they do not feel happy to answer.

The inteview will be audierecorded. After the interview your child will have an
opportunity to ask any questions and raise any concerns they may have. They will
receive £10 to thank them for participating. | will also ask them if they would like to
review a writen transcript of their research interview and whether they would like a
summary of the research findings when the study is complete.

What will happen to the information? | will type out the recording of the interview.
This means the information can lo@ked at in detail with the aim of uncovering
common themes that are important in understanding the experiences we have
discussed.

The recordings and typed out interviews will be kept at the UEAlatked storage
facility for 5 years after study is aaplete.

As part of my qualification, | will write up reports of the research, some of which may
be published. The reports will include some word for word quotes from the interviews
to illustrate themes that havewilnetben di scus:
included in any reports, the direct nature of the quotes means that complete
confidentiality cannot be guaranteed.

Other member of the research team will look at anonymised sections of the
information collected from the interview in orderdssess the quality of this doctoral
research project. This assessment is of me, the researcher, not your child.
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What are the possible disadvantages and risks of my child taking partBome
people might find talking about their experiences of psychosisttipg. Every
measure will be taken to minimise the risk of distress. If your child becomes upset,
they will be given the option to take a break or stop the interview altogether.
Following the interview, | will remain available to talk to if necessany anl

provide of details of where your child can access support.

What are the potential benefits of my child taking part?It is hoped that by taking
part in this research, your child will be providing valuable information that will help
improve the undetanding of the experience of first episode psychosis. This is key in
providing the best support to others who go through this experience in the future.

What will happen if my child does not want to carry on with the studyf, at any

point, your child deides they want to withdraw from the study please let me know by
contacting me on the email address or phone number given at the end of this
information sheet. They will not have to say why they have decided to withdraw. If
your child has completed the émview all information relating to this will be

destroyed however this will not be possible once the data has been analysed and final
report has been written.

Will my taking part in this study be kept confidential? A note confirming your

c hi | d dpatiompiratietstudy and a copy of the completed consent and assent
forms will be added to their clinical notes. Their GP will also be informed of their
participation. All other information which is collected about your child during the
course of the resezh will be kept confidential. However, if your child discloses any
information which suggests that either they, or someone else, is at risk of harm then |
would have to tell someone else. | would always try to discuss this with them first.

What if ther e is a problem?f you have a concern or complaint about any aspect of
this study, you may contact me in the first instance. Alternatively you can contact my
research supervisor, Dr Jo Hodgekins or Dr Sian Coker (see contact details below). If
you remainunhappy and wish to complain formally, you can contact Prof Ken

Laidlaw (Director of the UEA Clinical Psychology Course, 01683076).

Who has reviewed the study?

The study has been reviewed by the Research Ethics Committee (LREC Reference:
15/EE/0188 and the Local Research and Development Department. The study
received a favourable ethical opinion and approval.

Contact Detalils:

Rachel Clarke

Doctoral Programme in Clinical Psychology,
Department of Psychological Sciences
Norwich Medical School

University of East Anglia

Norwich Research Park

NORWICH

NR4 7TJ



Rachel.yates@uea.ac.uk
07934107691

Dr Jo Hodgekins/ Dr Sian Coker

Doctoral Programme in Clinical Psychology,
Department of Psychological Sciences
Norwich Medical School

University of East Anglia

Norwich Research Park

NORWICH

NR4 7TJ
j-hodgekins@uea.ac.ug.coker@uea.ac.uk
01603 593544
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Appendix H

Topic guide

Introductions. Go through participant information sheet. Consent.

How are you feeling abotitis interview? Do you have any final concerns or questions about
the research?

Experience of FEP

Discussion about development of FEP e.g. when did you first start noticing difficulties? How
are things currently?

Exploring possible selves
Explanationof hoped for and feared possible selves with examples: check understanding.

Clarify 3 hoped for and feared PS now (write these down so can refer to them throughout the
interview).

Follow up if difficulty in doing this: what do you think makes thiBatlift to think about
now/today? What would help?

AfHow does experiencing a FEP i mpact on the de
possible selve3 0

Have your possible selves changed at all over the course of experiencing a FEP? If so, how
and why? Dgou have ideas about what your PS might have been before FEP?

Follow up prompts: Are there specific factors that positively/negatively impacted on PS, e.g.
social support, experience of MH services, therapy?

I f content of PS ihowundltkaendgeéd,y owmhatr eali mutacd
Is this something, future hopes and fears, that they have given much thought to?
Why/why not?
AfHow does experiencing aan#feded pasgbke selvesdin hoped
relation to ment al health difficulties?o
If now features. Are there specific factors that you think have contributed to MH difficulties
now being part of your PS? (e.g. 0s, i f needed

services, social support.

Follow up prompts: Why do you think itjisst hoped for PS/or feared PS/or expected that
includes MH problems?



Do you think holding such PS has any impact on you? E.g. influence behaviour, influence
mood

AnWhat are the perceived barriers to achievin
haveeperi enced a FEP?0 and fAWhat has helped pe
achieving hoped for possible selves in those

g
op
w

How likely do you believe it is that you will achieve your hoped for possible selves (scale of
1-10)? b this the same for all hoped for PS?

What do you think is stopping you/will stop you achieving your hoped for PS?
What has/who has helped you to be optimistic about achieving your hoped for PS?

What would have to change/what would help to make if Hikedy you will achieve your
hoped for PS?

Final reflections
| am just wondering how you are feeling now?

Is there anything that you expected me to ask that we have not talked about
today? Is there anything that you wanted to say but haven't been asked?

How have you found taking part in this interview?

Are there any questions that you think might be helpful for me to ask to other participants
when exploring this area?

Go through end of study sheet.
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Appendix |

Participant consent form

| S3N

University of East Anglia
Participant Consent Form

Project title: Possible Selves in First Episode Psychosis
Researcher: Rachel Clarke (Trainee Clinical Psychologist)
Supervised by: Dr Jo Hodgekins and Dr Sian Coker (Clinical Psychologists)

Doctoral Programme in Clinical Psyalbgy, School of Medicine and Health
Sciences,
University of East Anglia

Please initial the boxes if you agree

1. I confirm that | have read the participant information stattd 22/05/15
(version 2)for the above study. | have had the opporturdtgdnsider the
information, ask questions and have had these answered satisfactorily.

2. | understand that my participation is voluntary. | am free to withdraw my
involvement at any time until the final report is written, without giving a reason.

3.l understand that all data collected will remain confidential and that this will be
stored securely.

4. | understand that the researcher may have to speakneftibers of my clinical
team if they have concerns about my own or others safety.

5. I ageed to this interview being audio recorded

6. | agree to parts of my interview being quoted in reports of the research on the
basis that any identifying details are removed.
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7. | agree to mygP beinginformedof my participationin the study

8. | agee to take part in this study.

Signed (Participant): ........ccccceeeeeeeieiieeeeeee e
Print NamMe: . oo

DA et e e————— s

Signed (Researcher): .......ccccceeiiiiiiiieeeeeeeeeeeen

Print nName:. eeeeeeeeeeeceeeeee.

Dat e:
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Appendix J

Parent assent form

Parent Asset Form
Project title: Possible Selves in First Episode Psychosis
Researcher: Rachel Clarke (Trainee Clinical Psychologist)
Supervised by: Dr Jo Hodgekins and Dr Sian Coker (Clinical Psychologists)

Doctoral Programme in Clinical Psychology, School of Medi and Health
Sciences,
University of East Anglia

Please initial the boxes if you agree

1. | agree for mypon/daughter to take part in the above research. | have read the

participant information sheet dated 22/05/15 (version 2). | understand witatmy |
rol e wild be in this research and all of
answered to my satisfaction

2 . I understand that my chil dds takij

are free to withdraw their involvement at anpdi until the final report is written,
without giving a reason

3. l understand that all data collected will remain confidential and that this will be

stored securely

4. | understand that the researcher may have to boeadidentiality if any safety or

risk concerns arise

5. I agreed to my childbés research i1
6 . | agree to parts of my childés i nt
the basis that any identifying details are removed

7.1 agr ee tGPbamginfocntedof titeidparticipationin thestudy
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8. | agree to lemy child to take part in this study

Signed (Parent): ......ooeueeeiiiiiieeieeeeeeeeeeeeee
Print Name: .....ooovviiiiiiei e

"""""""

(D1 1S

Signed (Researcher): .......ccccceeviiiiiiieeeeeeeeeeeee,

Print nName:. eeeeeeeeeeeceeeeee.

Date: ........ .
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Appendix K

End of study sheet

End of study sheet
Project title: Possible Selves in First Episode Psychosis
Researcher: Rachel Clarke (Trainee Clinical Psychologist)
Supervised by: Dr Jo Hgekins and Dr Sian Coker (Clinical Psychologist)

Doctoral Programme in Clinical Psychology, School of Medicine and Health
Sciences,
University of East Anglia

Thank you for taking the time to participate in the study.

Interview transcript

Please deletas appropriate:
1 ' would/ would not like to review a copy of my interview transcript.

1 I'would like mytranscript to be sent via post to the following

rrrrrrrrrrrrrrrrrrrrrrr

OR | would like to collect my transcript from a memberle tlinical team.

Summary of research findings

Please delete as appropriate
1 ' would/would notlike to receive a written summary of the findings on
completion of the research.

1 1'would like the summary to be emailed to the follow

,,,,,,,,
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///////////////

addresséééeéeéeéeée. . ........eeéeeéeeeeeéeée. OR I W |

the summary from a member of the clinical team.

Reimbursement

1 I confirm that | have received £10 as a thank you for taking part

Signed (PartiCipant): ............oe oo
Print NamMe: . oo

(D1 1SR

Signed (Researcher): ......ccoooevviiiii i

Print nName:. eeeeceeeeeeeeeeeee.

Dat e:
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Appendix L

Example section of coded transcript

‘ |Notes

|[Transcript

[Initial Coding

S1

So that's just really helpifto put some conte
because obviously people's experiences of
coming into the service were very different.
So thank you for just kind of going through
that. So what we want to try and do now is
to think aboutéso vy
mo me nt é arewith kind of your hopes
for the future, so what they are at the momg
So for yourself what you'd really hoped to
achieve in the future? What we call your
hoped for possible selves. And it can be sh
term or it could be thinking longer term, itip
to you. So for you are they kind of clear, ki
of future goals?

S2

Struck by how
clear goals are a
how motivated

Yeah there are. Like finding myself a job
which is possibly kitchen work and you kno
like | think just kitchen portering. Being k&b
to paint in a studio because | went to art sc
and | do like painting. So to get a studio. |
still practice drums and stuff like that and
guitar a bit. Yeah, so they're kind of my sh
term, long terms goals. That's pretty much
really.

Hopel for possible selfcareer
Hoped for possible selhobbies
Clear ideas about the future
Keeping on with hobbies
\Wanting to be engaged in
meaningful activities

S1

Oké élooks as they'
aren't they? Which is kind of completely
appropriate for someone in your kind of age
group. | guess that's what people are think
about, future career.

S2

Really feels like
he is empowered
and knows what
he has to do

Yea. Career stuff for sure. That is where my)
focus in right now. Back wheiiéwas before |
got ill. Back on track with life |
guessé.ummm but al s
make friends and stuff, but right now I think
I've still got friends, but I'm not in a kind

of él ' m still trying
and kind of back to howt used to, which king
of, you know, enjoying socialising. And |
started toé. rat he
and being depressed about it. Taking step
back to how | used to be. So, yeah.

Career goals are focus
Getting life back on track

Life disrupted by illness

Keen to make new friends
\Wanting to move forward
Motivated

Getting life back on track
Having to learn how to sociali
again

lliness had an impact on socia
life




Making progress
| S1 || ||So that's kind of like a step by step procesd|
S2 |[Veryreflective. |[Y e s . Beingéyeah, b
Learning all the |working ina kitchen now for XX>¢ . | d
time whatis  lland a half months there. | found it really
figoodo |seful for my mental health. So that's Engaged in meaningful activit
somewhere to go, people to talkatod kind of||Getting back to wdkx helped Mk
you know, it's a new environment where | ||Socialising helped MH
could socialise. So a job and meeting peojj|[Engaging in meaningful activif
Both were so so helpful for me. Like feelingjmade me feel good
good and having meaning again. Not just b||Staying at home not helpful
at home. Learning what is unhelpful for
MH
Learning what is helpful for M
MH difficulties led me to
withdraw
S1 Yeah, definit eégsénseo
meaning and a kind of sense of being and
connecting with other people?
B3 Yeah, def. I |
S1 Definitely. Brillia
you living at home now?
| S2 || |[Yeah, with my parents. | \
| S1 || |And how is that? | \
S2 ||supported 'Well, | would like to move out. | possibly |Hoped for PSliving
housing might move toXXX which is a stepping stonindependently

future broken
down into steps.

\Very similar to
peers.

\Who gave this

him sense that a

Clear plan for the

ideas? Who gave

this was possible

toward towards my owhouse or flat. So,
yeah, that would be ideal. I'd like to have n|
own house one day, but that's kind of far ay
I know that ébut & dgiim
young and none of my friends have their oy
pl ace yetésoéummm n

Moving forward in small steps|
'Wanting own house
(independence)

/Able to think and plan fduture
(housing)

Being realistic about future
goals

Thinkingabout longer term
goals

Comparing position with peers
IAge appropriate goals
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EN

|Kind of one step at a time? |

152 |

|[Yeah. |

S1

So éjust to summar.i
things about your career and wanting to kin
work in a kitchen and kind of with food and
also painting. And kind of carrying on with
your hobbies like drumming and ledr things
around continuing to kind of buHdp
relationships and fee more confident and e
stressed about socialising. And maybe
thinking about kind of moving out from hom
as a stepping stone somewhere that's like
XXX ?

[S2 |

|[veah. |

=N

|Does that soud about right? |

S2

Yeah, that's pretty much where | am, yeah.
Good memory (Laughs).

S1

Brilliant, okay. So the flip side of that is als
we all have fears about what might happen
we probably don't think about them as muc
but for all of us theye there. What we might
call our feared possible selves. And they m
be the kind of flip side of our hopes, but
equally there might be other things that we
in the future. So | wondered if you'd thoug}
much about that or were aware of things th
lyou're more afraid of happening for you or {
you didn't want to happen in terms of your
short or longer term future?

S2

Yeah. Well | wouldn't want to relapse into
like, yeah, the state | was in. So that's pret
much one. | know that. Yeah. Like
straightaway when you said

that éthat éummm j ust

Feared PS (relapse)

MH difficulties left me in a stalf
MH has improved

Fear of relapse came to mind
straightaway

S1

Yeah? So of things becoming difficult agai
terms of your mental hea®hSo your
symptoms becoming as bad as they were?

[S2 |

Yeah. I

S1

That sounds like a fear. And I think that's, Y
know, from the interviews that I've done wit]
people, that certainly features a lot. It's ver,




normal to not want to have something happ
to you that was so horrible.
S2 |{Important to Yeah. Yeahéit is a Relapse is a fear
remember that |pear shaped and all that scary stuff getting ||Pastexpeiences(related to
things were reallj\orse. | think I've learned mydson or MH) were scary
difficult. lessons out of that. So | won't go back to |[Not wanting to go through
, where | was because then I'd have to do it |difficult experienceagain
Motivated not to . . .
4o back to that again or be a d_l ffe Relap_S|_ng would change me
olace. working hard to move forward so it would fg[Rebuilding life after MH
cruel eummél think. difficulties takes effort
Learning lessons
Moving forward is hard work
Wanting to move forward
S1 Yeah. Sure. OkaySo that makes sense.
Anything else at all that you kind of are
worried about not happening or fear not
happening?
S2 Not really. No. | mean, there's fears insidgMy f ear s dono
me, but like they're kinds of things that arer
necessarily r e askindof
| i keé
| s2 || |[Can you say a bit more about that? | \
S2 I dondét know. Maybe
of fears..ummm..but | guess | feel good abg|Not wanting to think about feg
my hopes. They are my focus. Definitely, |[Feeling optimistic
definitely. | guess if | think atut my fears, | |[Wanting to focus on hopes
might not feel so good about the future Thinking about fears would
make me feel less hopeful ab
future
| S1 || lOkay. | understand | \
S2 Yeah. | thinkmaybe it is protection more thg|Not thinking about future fears
anything. | guess | do fear not getting back |is protective
mysel f, yeah. Soé. j |[Fearnotgéingbackto myself
friends but they are no really real because [[MH problems left me not feeli
dondt think they wi |[myself
Feared PS (career)
Feared PS (relationships)
Fears not likely to happen
Feelingoptimisticabout the
future
S1 I guess if you feel that they're..umm..your
hopes are quite realistic things thall Wapper
then you kind of don't have the same fears,
that kind of how you feel?
| s2 || |[Yeah, definitely true, definitely true. Yep. || \
| S1 || |[That's really good. | \
S2 |[Sense that he caBest to look up on reality. Be realist. Yo Future hopes feel realistic

just get on with
his life.

know?
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S1

That's really nice to hear. Definitely. So if y
skip back to, try, kind of like maybe two yes
ago and then you think about all that's
happened to you, has there been much of &
change in what you hope and fehoat the
future?

S2

These things
come out of the
blue. Traumatic
and disruptive.

Yeah, definitely. Because | didn't think |

wasél didn't have a
and then they kind of crept up on me. Or if
did have problems, these were meinder.

/And then like | had to learn about myself to
kind of make them, yeah, easier to cope wi
/And that's what | found, like, the experiencg
after going, you know, crazy.

Wasnot
difficulties
MH difficulties hard to cope
with

MH difficulties hardest thing

| 6ve had to d
Learning to cope with MH
difficulties

Learning lessons about myse
Learning about myself helped
me cope with my difficulties
MH difficulties= going crazy

expect

something about
being manageab

or not a big deal?

S1 And so if that hadn't happened to you, you
if you hadn't had those difficulties, how do y
imagine that your kind of future hopes migh
look different?
S2|fipretty |Well lwouldhave hopefully carried on my ||Had to give up course (job)

horticulture course. And 6 d st i | |

away from home. That's pretty much it, rea
But..well él guess |

the same kind of stuff generally. Job wise g
what ever é. ummm yeah
Yeah.

because of MH dficulties

Had to move back home becg
of MH difficulties

Life disrupted by iliness
Categoriesf hopes not
changed

IAge appropriate future hopes
ANor mal | ifeo
Comparing position with peers

S1 )And is there any part of you that wanted to
back to doing anything in horticulture or yol
kind of decided tha
S2 | think that that wasn't for me. Yeah. It wayg
lot of remembering Latin names and stuff li
that.
| S1 || |Oh, goodness | \
[S2 | [Yeah. I |
| S1 || |[Yeah. That would test me, definigel I \
S2 It was | i ke, ugh. Coming to terms with disruptiq
changing and not do |ftocareer
wasébut now | am n o|Career hopes have changed f
and | think they are better the better
S1 Okay. And what about your fears? So aga
you hadn't become u
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S2

Really saying thg
fears ha
changed more th
how he feels
about the situatig
has changed

dondt know. Not r
worry about not mving out of my parent's
house. Yeah, | think that was probably a fe
of mine. You know if | was being spoilt ang
you know, it was lovely living with my
parents, but it got to a point where we wereg
clashing. So I think | needed to probably n
out ard have my own life.

Fears before illness about not
living independently
IAgeappropriatefears
Clashing with parents before
illness

Hopes about living
independently unchanged

| S1

So has it been okay moving back there? ||

S2

Yeah, completely fine, yeaH.think I've got
more respect for them because they just st
by meéparents and t
Yeah, basically.

Positive change in relationshij
with parents

Respecting people who stick |
you

Family support important

| S1

That's nice. |

S2

A lesson there. There has been a change i
how we get on as they have just been
brillianteé. .|l ikeé.
Sorryé.really supor
closer and | have learnt to appreciate them

Learning lessons

Positive change in relationghi
with parents

\Valuing support from parents

S1

'Yeah, that would be a lesson for all of us tg
learn.

| S2

Yeah, exactly. |

S1 IAnd so the fear that you now have about
relapsing, have you got any sense about h(
that might impact on you?

S2 |[Would he adrtif[No, no . I dondét thi

it was? Would hepositive person, | think and kind of | needeq|Fear of relapse not a barrier
know? go outside and to talk to people and | don't||Feeling positive
_ want to go backawhat | used to be and staj|Learning what is unHpful for
m:tsometh|ng in my room or sIeeping or something. So it MH _
haphpe daes kind of get out an socialise so | don't think || |Learning what to do to stay w
5 mean it will |Wwould relapse as long as | kind of stick to lil|Socialising has helped MH
happen again. |[Peing healthy. MH difficulties made me
withdraw
Feeling that
Relapse not likely
S1 So it sounds a bit like having that fear in a \
i s a motivator t @pek
You know what you need to do to not let it
happen.

S2 |Empowermer? |Basi cal | vy, yeah. | Don6ét want to
positivestuff to avoid it. Yeah. So I guessit|l 6 m i n contro
hel ps me. I t 6 s an o |[Fear of relapse motivator for
stay well and whoat staying well

know? What is bad for you.

Fear ofrelapsehelpful
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Learning lessons
Learning what to do to stay w
Learning what is helpful for M

S1 That's good. Okay. Letgst check where wi
are. Soé. Do you thi
have helped you to hold the hopes and fea
you do?

S2 |iLear ni njlthinkmymum's a really positive person,

mysel foé
my journey of
discovery. Being
open to learning
and trying new
things and
pushing

your sel f

same for my dad. They're both really positi
people, so they kind of, you know, sticking

me and I'm kind of learning that. | getto le
for myself what | need do to socialise and g
make everything go smooth, smoaiwn.

Taking control

Positive support important
Family support important
People have stuck by me
Learning lessons

Socialising is important for MH

judgmentaP?
Normalisng??

S1 So having their support and it being positive
support has been helpful?
| S2 || |[Yeah. Def. | \
S1 That'sreally good. Anything else at all that'
helped?
S2|iniceeénWel |l , voluntary X)K|Professional supportiportant

really good, positive people. They're kind @
like, you know, they're just really nice as wé

Positive support important

[S1]] | Okay. I |
S2 Yeah. Something about people around you
being positive?
| S1 || IThat kind of é | \
S2 |i Awe s 0 me|Yeah, and it's like made me realise that I'm
stuck like this, so | cannot be Schizophreni¢|Not engulfed by iliness
anymore. So th& pretty awesome. Realising that recovery is
possible
lliness is not forever
Positive support helped me
realise that guturebeyond MH
difficulties is possible
Not defined by MH difficulties
S1 So there is a future beyondslblip in your
life?
[s2 || [veah. I |
[S1]] | Okay. I |
S2 |(Once thought thi{lYeah, definitely, yeah. That is so true and s
would defineme’li mport ant to | ear n |Recoveryis possible
Be like this

forever? Sense
that views have

because of people aralime being so

optimistcand treating me

Learning lessons
There is a future beyond MH
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changed.

guess. And just talking about a norriature.

difficulties

Optimisticsupport helps you tq
see future beyond difficulties
Importantto focus on the futur
Important for people to treat
vyvou | i ke a fn
Important for people around
lyou to see past MH difficulties
Focus needs to be on more th
] ust Aill ness
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Appendix M
Excerpts from reflective journal

Interviews

Afterinterview one: | was really struck by how positive she felt about her future,

particularly considering how traumatic and disruptive her difficulties have been over

GKS tfrad o @SINBE® ! NBIf aSyasS 27 Gt AFTS 3.
becaug it seems to have been a puerperal psychosis and so the cause and how to

prevent in the future is more of a certainty than in other cases? Still interesting to

note that relapsing is a very prominent fear but this does not appear to be limiting,

more jug about learning to be sensible and take care of herself (fear of relapse =

important factor in staying well?

After interview three: Everything about this interview felt very different to the

previous ones. We came back to talking about symptoms andigaton and

everything felt hopeless. | feel really disheartened but | have come out of the other

interviews feeling much more positive and inspired. His identity seems to have been

SIGSy dzlJ 08 KAAa WAfTfySaaQ | YRSEA®OOT dzill gzhB5 NB
to note that he is older than the rest of my participants and eluded to a long DUP. |

YySSR G2 0S OFNBTFdzZ y20 G2 2dzad RAavYAaa GKA.
how/if it fits with the rest of my data.

After interview fve: So lovely to hear people talk about wanting to work in MH as a
consequence of their experiences. | wonder how/whether this is being supported?

After interview six: People have generally been very complimentary about the
professional support they ha received, partularly about the team at S&ving a
holistic approach which did not just focus on the psychosis. | think it is probably
important to think about the elements of the support that participants refer to
rather than the general descriptiorts the support.

General reflections on interviews: interesting to think about the people who have

NOT been referred to take part in this study. In general, those | have interviewed

have been well on the road to recovery and seen their symptoms impiidwey are

functioning well, seem to have maintained a sense of self as separate from their
GAftfySaaé FyR KIGS @GSNE ay2N¥IFfé K2LSa | yR
symptoms remission or has this helped symptom remission? Or likely bidirectional.

Coding

L FY GNRAYy3 G2 1SSLI K2fR AY YAYR Y& wvQa O
this analysis is expanding on and explaining specific points raised in my quantitative

analysis. | feel the data show a lot more about recovery from FEP in geodr&d s

difficult not to be drawn into that and widen the scope of the analysis.

It is very difficult to keep track of codes | have already created in order to try and
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attach other bits of data to these codes: this feels important as already it feels like
there are lots of commonalties across the data. | am also finding that | coding many
passages of data with multiple codes.

| am struck again by how different it feels to code interview three and already
O2y OSNYSR I 062dzi (KA Zta 8h#l holv &iafh gding to kocluleK S NI & (
this in my analysis.

It feels quite satisfying that | am noticing lots of similarities within the interviews
(except interview three). However, | am trying to think of each one in isolation at
this point so as not resct my coding.

There seems to be a clear logic to what participants are describing, that they have

been able to see beyond the illness and so what most of them hope and fear for the
FdzidzNBE A& GOSNE Wy2NXIfQod al yeQ2FNIRBT RE ¥
odzi Gl f1 Y2NB 3ISySNItfte lo2dzi WRAFFAOLZ GAS
truly see what has happened or if that is some sort of avoidance. Is it protective?

Particularly as many have talked about the stigma of mental health.

Analysis

| have given up using NVivo. | found it really helpful for coding and keeping track of

my codes by now | feel the need to be able to play around and sort codes in a more
WKIFYyRa 2yQ gteéd L KIOS SELRZNISRUuiKSY G2 62
realise this creates difficulties in being able to audit what | have done but it feels

much easier to manage and like | can really see and connect with my analysis.

I am finding it incredibly difficult to think about the relationship between coaled
the overlap between them. | have decided to go back to the sense | had during

O2RAYy3 | o62dzi GKSNB o0SAy3a | WwWaidl3ISRQ LINROSa
some improvement in symptoms to allow people to gradually get back to doing
Gy 2 N HGfréa (faA S/ R (2 6SAy3a O2yaARSNAY3I | day2N

| am trying to keep my research questions at the forefront of my analysis and am

thinking carefully about whether codes relate to these or not. | have discarded codes

that related to the onset of FEP gelots of stressors and demands) and those

NBfFGSR G2 ayz2y AfftySawayshaddcdnmplifaded tarhily RAy 3 F
life).

L KIFE@S F2dzyR Al KSELJFdz G2 NBFSNI G2 a322R |
0 K S Y Brauh & Glarke, 2013)

| have really struggled with how/whether to include data from participant three, as

GKA&a FSSta a2 RAFTFSNBYyG G2 UGKSiteathh&K SNE | YR
0odzi Y2NB 6AGK (GKS tAGSNI GdzNB 2y NBO2JSNE 7T
decided to include this data as it does say something about the impact on future self

of when an individuals becomes engulfed by their iliness label. Howewer, o
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NEOASeAYyd (GKSaS GKSYSa IyR olaSR FSSRol O
KSEtLIAY3 G2 FyasgSNI Y& NBaSINOK ljdzSadAiazyay G
Fyrtéeaira yR L R2yQi 1y26 Syz2dAK O2yGSEG &
as thiswas not the point of the interview. As such, | am not going to include the

hopes and fears information from participant three in my themes but will write a

section on this participant as part of the analysis.

First draft of themes

Themel: aDSGOAYH20FQStAy3a YeasSt Fe

Subthemes: G wSy A IAYy3I Ay f ATFSE
GLYLINROSYSYy(l Ay aevyLlizyvyaté
G2 FyaAy3 + ay2NXIFf & Fdzi dzNB €

| had this as an initial theme in a first draft. It seem to hang together as a sequential

process of symptom improvement allowseagagementn life which then mean

people can think about a normal future. When | have thought about this further

0K2dzaKXZ L R2y Qi GKAYy|l GKAA KSfLBA G2 FyagSN]

G2 KIF@S 2dzad 3204 F oAlG af 2 aylaéetelingabiolK S RIF G |

recovery more generally. | have therefore decided to shelve this theme.

AaAOAfAGE 2F tAFS 6Se2yR YSyid|
aSS o0Se2yR¢

SS 0Se&2yR¢

Theme?2: a¢KS L&
Subthemes: aL O y Qi
aL Oly a

L glayQi O2y @Ay OSR 0 gempt & hauddpr&ipedt3 y R A0 &I
Peer and supervisor feedback agreed that this was just two ends of the same
concept and not really a theme.

Theme3: a¢KS fF&dGAYy3I AYLIOG 2F Y& SELISNASYyOS
Subthemes: G CSI NJ 2 F NBf I LJASE

Gaeé FdzidzNBE 321 fta KIFIZS OKIy3aSRé

G Saazy fSINyGé

| am trying to capture how FEP has changed people as this felt like a strong in the

data. Thinking about this more it is something about moving forward from here and

GKSNB Aa Ffaz2z a2YSOKAy3 | o2dzi MBSk Saazya
0dzi GKSYy K2¢g R2Sa&a avye TFdzihigMBa? 32t a KIF IS OK

Theme4: G ¢KS Ay ¥FfdzSyOS 2F 20KSNHEE

Subthemes: ¢t NE FS&aaArz2yl f &dzJJ NI ¢
GhUGKSNI LIS2LX S 6A0GK YSydlrf KSIfGK RATF
G{aGAIYLl ¢
G{ 2 OA | £ fandilyandl el



Everyone spoke about the importance of social support and connectedness as being
helpful in terms of their MH and then that stigma or fear of stigma had made things
difficult (e.g. a barrier to telling people). | wonder if at least the name of this them
needs to say a bit more?

Second draft of themes:

Theme 1: G[AFTS 0Se2yR LJae OK2aWaohtribat®)NJ & . St A

Subthemes: GeEDb2NXYEFEE fAFS Ayl SNNHzZII SR ot O
Gl 2LS YR 2LIAYA&YE 6c O2y i NAOdzi
GC20dzaaAy3d 2y tripep 3I21 f &€ op O2y

The majority of participants were in a place where they were able to think about
picking up on life where they had left it before they developed FEP. They spoke
about very normal, realistic, age appropriate hopes and fears about independence,
careers and relationships. There was also a sense of feeling very optimistic that
hopes would be realised. Most appeared to have a very strong belief that recovery
gl a 1LraairofS yR a2 2F O2dz2NES y2¢ GKSe& 02dz
about the paitive influence of their experiences on their hopes for the future,
whether this was about giving them focus generally or that they wanted to use their
experience to help other who were experiencing MH difficulties. These all feel like a
theme about lifebeyond FEP but | wonder if this is life beyond FEP because they
believe recovery is possible and so that is a better name?

Theme2: G[ AGAYy3A ALK dzy OSNII AyGeé¢ ot O2YyiNAOG
Subthemes: dt 2a3aA0Af A0& 2F NBfIFLASE o1t O2y (I NAOdz
Gt NB@Sy GAy 3 riNgge) (PPLTakBG responsibiig?\Sélf
management? Lifestyle modification?)

Based on my reflections on my first draft of themes, there is something about the

fear and uncertainty around future MH difficulties being really apparent (the first PS

fear thateveryone talked about) but that people have learnt lessons from their

experiences that they can use to manage their mental health/lessen the likelihood of

a relapse. | am struggling what to call the ghbme so it captures what | want it to!

Theme3: & dzLILIR2 NI FyR O2yySOGSRySaa Ay LINRY2(A

Subthemes: ¢t NP FS&aaAaz2ylf adzZJdIR2NIié¢ o6p O2y dNARo6dzi S
GhUGKSNI LIS2LX S 6A0GK YSydlrf KSIFfGK RATF
Gk fdzS 2F FLYAfTE@ YR FNASYRAé o6c 02y

L KIFE@S (I Sgdzh afRIAYKAE GKSYS 06SOIdzaS L FS¢ti
idea that this was about things had promoted recovery. I still wonder if the sub
themes need to capture more about the elements of the support that were helpful?

A o oA om

al 808 a02yySO8SRYgIattayBh YR adzyyRSNEGI YR
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2dzRISYSy (¢ odzi L NBFffe glyd G2 OF LI dINBE (K
users was really beneficial.

Theme4: d&. F NNASNAR (2 NBO2OSNEE 6c O2y i NAOdzi
G{GAIYLFE¢ 6p O2YGNROdzi SO
G ARAY3 lwtdé o6n O2yi

There is something about things that have held people back and, at some point in

their recovery journey, have had an impact on their future possible selves. | have
calledonesuli KSYS GKARAY3 | gl &8¢ 0SOldzasS L ¢l yiaSR
and the lack of engagement in meaningful activity (social functioning in general) but |

wonder if thiscouldbetwosuh KSYSa®d L GKAYy]1 Ad YAIKEG FSSf
GKAY1AY3 | 02dz2il 6KSGKSNI GKSNBE A& Sy2daAK RI G|
bdzi GKA& A& [[dZAGS RAFTFAOAZL G LG olayQd G f
0SOlFdzaS> F2NJ yYz2aidsx GKSe gSNByQi aidiNuA3fAy3d
3dzSaax>x A0 RARYyQG F¥SSt NBfSOIyilo



Appendix N

Yardl ey 6s gu &Yardleyy2000)r i nci pl es

T Sensitivity to context is the analysis and interpretation sensitive to the data,
the social contextand the relationshigsom which it emerged?
o What was the nature of researcher's involvefhent
o Does the researcher consider how he or she may hasiécaily
influenced participants' actions?
o Does the researcher consider the balance of power in a situation?
1 Completeness of data collection, analysis and interpretation
o Isthesampleadequate to address the research question?
o Is there transparency asdfficient detail in the author's account
of methods used and analytical and interpretive choices? Is every
aspect of the data collection process, dadapproach to coding and
analysng data discussed? Does the author present excerpts from the
data so tht readers can discern for themselves the patterns identified?
o Is there coherence across the research question, philosophical
perspective, method, and analysis approach?
1 Reflexivity- does the researcher reflect on his or her own perspective and the
motivaions and interests that shaped tbsearch

T Will the researchave practical and theoretical utility?
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Appendix O

Reviewed extract of transcript and initial coding

‘ ‘Notes

|[Transcript

[Initial Coding

S1

So that's just really helpful to put some con
because obviously people's experiences of
coming into the service were very different.
So thank you for just kind of going through
that. So what we want to try and do now is
to think aboutéso vy
moment éwe' | | st a opes
for the future, so what they are at the momg
So for yourself what you'd really hoped to
achieve in the future? What we call your
hoped for possible selves. And it can be sh
term or it could be thinking longer term, it's
to you. So for you re they kind of clear, kind
of future goals?

S2

Struck by how
clear goals are a
how motivated

Yeah there are. Like finding myself a job
which is possibly kitchen work and you kno
like | think just kitchen porteringBeing able
to paint in a studitbecause | went to art sch
and | do like painting. So to get a studio.
still practice drums and stuff like that and
guitar a bit. Yeah, so they're kind of my sh
term, long terms goals. That's pretty much
really.

Hoped for possible sel€areer
Hoped for possible selhobbies
Linking possible self to past
skills / interests?

Clear ideas about the future
Keeping on with hobbies
\Wanting to be engaged in
meaningful activities

S1

Oké él ooks as they'
aren't they? Wich is kind of completely
appropriate for someone in your kind of age
group. | guess that's what people are think
about, future career.

S2

Really feels like
he is empowered
and knows what
he has to do

Yea. Career stuff for sure. That is where m
focus in right now. Back where if was befor
got ill. Back on track with life |
guessé. ummm but al s
make friends and stuff, but right now I think
I've still got friends, but I'm not in a kind
of €l ' m still tryiseg
and kind of back to how it used to, which ki
of, you know, enjoying socialisingAnd |
started toeé. rat he

Career goals are focus
Gettinglife back on track

Life disrupted by illness
Keen to make new friends
\Wanting to move forward
Motivated

Getting life back on track
Having to learn how to sociali
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and being depressed about it. Taking step
back to how | used to b&o, yeah.

again

lliness had an impact on socia
life

Moving away from mental stai
associated withlInes®

Moving back to previous sens
of self?

Making progress

| S1

I

|So that's kind of like a step by step process{

S2

Very reflective.
Learning all the
time what is
fgoodo

Yes. Beingéyeah, b
working ina kitchen now for XXXX>¢ . |
two and a half months there. | found it real
useful for my mental health. So that's
somewhere to go, people to talk to and king
you know, it's a new environment where |
could socialise. So a job and meeting peoj
Both were so so helpful for meike feeling
good and having meaning again. Not just b
at home.

Engaged in meaningful activit
Getting back to work helped N
Socialising helped MH
Engaging in meaningful activi
made me feel good

Staying at home not helpful
Learning what is unHhpful for
MH

Learning what is helpful for M
MH difficulties led me to
withdraw

S1 Yeah, definitelyé.
meaning and a kind of sense of being and
connecting with other people?
| s2 || |[veah, def. | \
S1 Definitely. Brilliant. And i n tern
you living at home now?
| S2 || |[Yeah, with my parents. | \
| S1 || |And how is that? | \
S2 |XXX supported |Well, | would like to move out. possibly Hoped for PSliving

housing.

Clear plan for the
future broken
down into steps.

\Very similar to
peers.

\Who gave this
ideas? Who gave
him sense that a
this was possible

might move to XXXwhich is a stepping ston
toward towards my own house or flat. So,
yeah, that would be ideal. I'd like to have n|
own house one day, but that's kind of far ay
I know uthéautmmm t hat
young and none of my friends have their oy
pl ace yetésoéummm n

independently

Moving forward in small steps|
'Wanting own house
(independence)

/Able to think and plan fduture
(housing)

Beingrealistic about future
goals

Thinkingabout longer term
goals

Comparing position with peers

IAge appropriate goals
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EN

|[Kind of one step at a time? | |

152 |

|[Yeah. |

S1

So éjust to summar.i
things about your career and wanting to ki
work in a kitchen and kind of with food and
also painting. And kind of carrying on with
your hobbies like drumming and either thin
around continuing to kind of buHdp
relationships and fee more confident and e
stressed about socialising. And rbay
thinking about kind of moving out from hom
as a stepping stersomewhere that's like
XXX ?

[S2 |

|[veah. |

=N

|Does that sound about right? |

S2

Yeah, that's pretty much where | am, yeah.
Good memory (Laughs).

S1

Brilliant, okay. So the flip side dhat is also
we all have fears about what might happen
we probably don't think about them as muc
but for all of us they're there. What we migh
call our feared possible selves. And they m
be the kind of flip side of our hopes, but
equally there nght be other things that we fé
in the future. So | wondered if you'd thoug}
much about that or were aware of things th
lyou're more afraid of happening for you or {
you didn't want to happen in terms of your
short or longer term future?

S2

Yeah Well | wouldn't want to relapse into
like, yeah, the state | was in. So that's pret
much one. | know that. Yeah. Like
straightaway when you said

that éthat éummm j ust

Feared PS (relapse)

MH difficulties left me in a stalf
MH has improved

Fear of relapse came to mind
straightaway

S1

Yeah? So of things becoming difficult agai
terms of your mental health? So your
symptoms becoming as bad as they were?

[S2 |

|[veah. I

S1

That sounds like a fear. And I think that's, Y
know, from tle interviews that I've done witl
people, that certainly features a lot. It's ver,
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normal to not want to have something happ
to you that was so horrible.

S2

Important to
remember that

things were really

difficult.

Motivated not to
go back to that
place.

Yeah. Yeahéit is a
pear shaped and all that scary stuff getting
worse. | think I've learned my lesson or
lessons out of that. So | won't go back to
where | was because then I'd have to do it
again or be a different person. Ykoow?! 6
working hard to move forward so it would fg
cr uel & ummé®does thah makeksense

Relapse is a fear
Pastexperiencesgrelated to
MH) were scary

Not wanting to go through
difficult experiencesagain
Relapsing would change me
Rebuilding lifeafter MH
difficulties takes effort
Relapse would undo my
progress / hard work?
Learning lessons

Moving forward is hard work
'Wanting to move forward
Relapsing would feel cruel

S1

Yeah. Sure. Okay. So that makes sense.
Anything else at all that you kinaof are
worried about not happening or fear not
happening?

S2

Not really. No. | mean, there's fears inside
me, but like they're kinds of things that arer
necessarily real or

My fears doné

| i keé

| S2

ICan you say ait more about that? | \

S2

I dondét know. Maybe
of fears..ummm..but | guess | feel good abg
my hopes. They are my focus. Definitely,
definitely. | guess if | think about my fears,
might not feel so good about the future

Notwanting to think about fea
Feeling optimistic

\Wanting to focus on hopes
Thinking about fears would
make me feel less hopeful ab
future

| S1

Okay. |

understand | \

S2

Yeah. | think maybe it is protection more th
anything. | guess | do feaot getting back to
mysel f, yeah. Soé. |
friends but they are no really real because
dondét think they wi

Not thinking about future fears
is protective

Fear not getting back to myse
General insight into what help|
hindas progression to goals?
MH problems left me not feeli
myself

Feared PS (career)

Feared PS (relationships)
Fears not likely to happen
Feelingoptimisticabout the
future

S1

I guess if you feel that they're..umm..your
hopes are quite realistic thindsat will happer
then you kind of don't have the same fears,

that kind of how you feel?
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[ S2 || |[Yeah, definitely true, definitely true. Yep. || |
[ s1]| [That's really good. | |
S2 |[Sense that he caBest to look up on realityBe realis. You Future hopes feel realistic

just get on with
his life.

know?

Taking a realistiapproachis
best?

S1

That's really nice to hear. Definitely. So if y
skip back to, try, kind of like maybe two yes
ago and then you think about all that's
happened to you, has there beercimof a
change in what you hope and fear about th
future?

S2

These things
come out of the
blue. Traumatic
and disruptive.

Yeah, definitely. Because | didn't think |

w a sl didn't have any problems at all, reall
and then they kind of crept up on nfer if |

did have problems, these were much harde
/And then like | had to learn about myself to
kind of make them, yeah, easier to cope wi
And that's what | found, like, the experiencg
after going, you know, crazy.

Wasnot
difficulties
MH difficulties hard to cope
with

MH difficulties / problems wer
unexpected?

MH difficulties hardest thing

| 6ve had to d
Learning to cope with MH
difficulties

Learning lessons about myse
Learning about myself helped
me cope with my difficudts

MH difficulties= going crazy

expect

something about
being manageab

or not a big deal?

S1 And so if that hadn't happened to you, you
if you hadn't had those difficulties, how do y
imagine that your kind of future hopes migh
look different?
S2|fipretty |Well lwould have hopefully carried on my ||Had to give up course (job)

horticulture course
away from home. That's pretty much it, rea
But .. well él guess |
the same kind of stuff generally. Job wise &
wh at e.umanméeah. Just the normal st
Yeah.

IAge appropriate future hopes

because of MH difficulties
Had to move back home beca
of MH difficulties

Life disrupted by illness
Categoriesof hopes not
changed

ANor mal | ilef e o
Comparing position with peer;

S1 /And is there any part of you that wanted to
back to doing anything in horticulture or yol
kind of decided tha
S2 I think that that wasn't for me. Yeah. It wayg
lot of remembering Latin names andfttike
that.
| S1 || |lOh, goodness I \
[S2 | [veah. I |
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| S1 | |[Yeah. That would test me, definitely. | |
S2 It was | i ke, ugh. Coming to terms with disruptig
changing and not do |ftocareer
was ébut n oMowl hagmewmaa|Adjusting goald
and | think they are better Career hopes have changed f
the better
S1 Okay. And what about your fears? So agd
you hadn't become u
S2 ||Really saying thd(|l donot know. Not r

fears ha
changed more th
how hefeels

about the situatig
has changed

worry about not moving out of my parent's
house. Yeah, | think that was probably a fe
of mine. You know if | was being spoilt ang
you know, it was lovely living withmy
parents, but it got to a point where we were
clashing. So I think | needed to probably
out and have my own life.

Fears before illness about not
living independently
IAgeappropriatefears
Clashing with parents before
illness

Hopes about living
independently unchanged

it was? Would he
know?

MH something
that

happe dedgd
0 mean it will
happen again.

| S1 || ||ISo has it been okay moving back there? || \
S2 Yeah, completely fine, yeah. | think I've gojPositive change in relatiohgp
more respect for them because they just st{jwith parents
by meéparents and t |Respectingpeoplewho stick |
Yeah, basically. lyou
Family support important
| S1 || |[That's nice. | \
S2 A lesson there. There has been a change if|Learning lessons
how we get on as they have just been Positive change in relationshij
brillianté. .|l ikeé. with parents
Sor ry é suppertivesb lyhink we are  ||Valuing support from parents
closer and | have learnt to appreciate them
S1 Yeah, that would be a lesson for all of us tg
learn.
| s2 || |[Yeah, exactly. |
S1 And so the fear thatou now have about
relapsing, have you got any sense about hg
that might impact on you?
S2 |[Would he admitiNo, no . I dondét thi

positive person, | think and kind dfneeded tq
go outside and to talk to people and | don't
want to go back to what | used to be and st
in my room or sleeping or somethin§o it's
kind of get out an socialise so | don't think |
would relapse as long agihd of stick to like
being healthy.

Fear of relapse not a barrier
Feeling positive

Learning what is unhelpful for
MH

Learning what to do to stay w
Socialising has helped MH
MH difficulties made me
withdraw
Feeling
Relapse notikely
Pressure on self to keep doin
what is helpful?

t hat

Fear of relapse as motivation
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keep going?

S1

So it sounds a bit like having that fear in a \
i s a motivator to Kk
'You know what you need to do to not let it
happen

- Ahhal

S2

Empowermerit

Basically, yeah. I
positivestuff to avoid it. Yeah. So | guess it
hel ps me. I'tds ano
stay wel|l and what
know? What is bad for you.

Donét waset to
l &m i n contro
Fear of relapse motivator for
staying well

Fear ofrelapsehelpful
Learning lessons

Learning what to do to stay w
Learning what is helpful for M

S1

That's good. Okay. Let's just check where
are. Soé. Do arethingsthat
have helped you to hold the hopes and fea
you do?

S2

ALearni n
my sel f 0¢
my journey of
discovery. Being
open to learning
and trying new
things and
pushing
your sel f

| think my mum's a really positive person,
same for my dadThey're both really positivg
people, so they kind of, you know, sticking
me and I'm kind of learning that. | getto le
for myself what | need do to socialise and g
make everything go smooth, smooth down.

Positive support important
Family supporimportant
People have stuck by me
Learning lessons

Taking control

Socialising is important for Mh

judgmentaP?
Normalising??

S1 So having their support and it being positive
support has been helpful?
| s2 || |[Yeah. Def. | |
S1 That's really good. Anything else at all that
helped®
S2|finiceeenWel | , XXXX, t heal galp |Professional supportimportar|

good, positive people. They're kind of like,
iyou know, they're just really nice as well.

Positive support important
Social connections stid to
build with professionals?
might be a bit of a jump!




[s1]] | Okay. I |
S2 Yeah. Something about people around you
being positive?
| S1 || [That kind ofé | \
S2 ||i Awe s o0 me(Yeah, and it's like made me realise that I'm

stuck like this, so | cannot be Saotphrenic
anymore. So that's pretty awesome.

Not engulfed by illness
Realising that recovery is
possible

lliness is not forever

Positive support helped me
realise that &uturebeyond MH
difficulties is possible

Not defined by MH difficulties

S1 Sothere is a future beyond this blip in your
life?
[S2 | [Yeah. I |
[S1]] |Okay. I |
S2 ||Once thought thi{fYeah, definitely, yeah. That is so true and s
would definemeli mport ant to | ealan [Recoveryis possible
Be like this

forever? Sense
that views have
changed.

because of people around me being so
optimistcand treating me
guess. And just talking about a norriture.

Learning lessons

There is a future beyond MH
difficulties

Optimisticsupport helps you tq
see future beond difficulties
Important to focus on the futu
Future offers hope to view sel
a s O n o futo thange a
a way of becoming normal
again?

Important for people to treat
vyvou | i ke a #fn
Important for people around
lyou to see past MH diffulties
Focus needs to be on more th
j ust Aill ness
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Appendix P

Re s e ar merspectiges

| am a 30yearold white British female currently training to be a Clinical
Psychologist. | carried out the analysis of the quantitative data, conducted the
gualitative interviews and analysed the resulting data. Before beginning this project, |
had no previous experience of carrying out qualitative or mixed methods research.

Prior to starting training, | had a number of jobs working with people with
severeand enduring mental iliness, particularly working within a mental health crisis
team.This work highlighted the devastating impact mental health problems can have
on lives, particularly when people have struggled to access evidence based
psychological tretanents early in the course of their illness and have been subjected to
stigma and pessimistic attitudes regarding recovery. | found this to be a fairly
demoralising work environment to work and felt a huge sadness for the people who
repeatedly returned ierisis. These experiences also followed many years of caring
for a family member with chronic mental health problems where the main focus had
been on trying (and often failing) to medicate symptoms away.

Subsequent employment as a research assist&ropean project
investigating genenvironment interactions in those experiencing a FEP involved
working within Early Intervention in Psychosis (El) teams. This role sparked my
interest in working with this population. | was struck by the more optimistic
environment in terms of longéerm outcomes than in my previous experiences, the
benefits and i mportance of early intervent
emphasising subjective aspects of this alongside treating symptomatology. All of

these refections underpin my interest and enthusiasm for this research project.



Furthermore, | am aware that my contrasting experiences have led me to have a very
positive view of El teams and a sense that they are beneficial for all those
experiencing FEP. In cdacting this research it felt important to be mindful that this

is an idealist view and that, in reality, people have very different experiences and
there are a range of factors that can impact on such and on treatment outcomes.

As this study focuses grossible selves, and how these might be related to or
impacted by the experience of an episode of psychosis, it was important to consider
my own hoped for and feared possible selves. These are very much shaped by my
own life experiences, values and deypshental stage. These are detailed below:

Hoped for possible selves

1 Ihope to have a successful career as a Clinical Psychologist
1 I hope to have children
1 Ihope to have more opportunities to travel the world
Feared possible selves
1 I fear not getting a jpwhen | qualify as a Clinical Psychologist
1T 1 fear | ife becoming too focused
1 I fear not being able to be a good mother to any children | may have

With this research project it was important to hold in mind that participants
may come from a rangs backgrounds, having had a variety of life experiences that
may mean they value and prioritise different things to myself. This is likely to be

reflected in their possible selves.
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Appendix Q

NHS Ethical approval

241



