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Thesis Abstract 

 

This thesis explores psychological interventions for young people experiencing 

psychosis, with a specific focus on group interventions, across three individual papers.  

The first paper presents a systematic review comparing the efficacy of individual and 

group psychological interventions for improving symptoms and functioning in a sample of 

young people experiencing first-episode psychosis (FEP). The findings of 12 studies were 

synthesised narratively, with comparisons of interventions and studies being made. Results 

were inconclusive, with mixed findings for the efficacy of individual and group interventions 

for improving symptoms and functioning. However, there were promising findings that both 

modalities may offer some benefits for functioning. Limitations, clinical implications and areas 

for future research are explored. 

The second paper presents the findings from an empirical study exploring young 

peoples’ experiences of engaging with an outdoor therapy group (OTG) run by an Early 

Intervention in Psychosis Service (EIPS). A total of six interviews were undertaken, and were 

analysed using Thematic Analysis. The analysis identified two main themes: “I was a bit 

nervous to begin with” and “Turn my life around for the better”, which contained six 

subthemes: “We’re all in the same boat”, “My mental health has improved and improved”, “I 

thought I’d have an adventure”, “Makes me wanna change”, “It just brought confidence/I ain’t 

a waste of space” and “I hope it can help other young people”. The findings are promising for 

the benefits of OTGs with EIPS populations. Limitations, clinical implications and areas for 

future research are explored. 

The final paper considers the clinical and theoretical implications arising from both 

papers, and personal reflections of the process are discussed. Recommendations include better 
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quality EIPS group intervention studies, more research with FEP samples and feasibility studies 

of OTGs in EIPS to provide a basis for the development of the intervention within services. 
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Abstract 

 

Purpose. This review sought to systematically review the evidence on the efficacy of 

individual interventions compared to group interventions for the treatment of first-episode 

psychosis (FEP), focusing on symptoms and functioning.   

Methods. Twelve published randomised and non-randomised controlled trials, ranging from 

poor to good quality, were systematically identified through searches of PubMed, PsycINFO, 

Cinahl and Medline and through hand-searches of references of identified papers. A meta-

analysis was not feasible due to heterogeneity of outcomes, measures and lack of useable 

data; the results were therefore synthesized narratively. 

Results. Mixed results were found for the efficacy of group and individual interventions 

improving symptoms and functioning, although within-groups improvements of individual 

and group interventions were noted for both outcomes. Study quality varied, with individual 

intervention studies being rated as better quality. The content and format of individual and 

group interventions varied, although there was a focus on CBT or adapted CBT interventions 

for both. 

Conclusion. There is promising evidence that both intervention modalities could offer 

improvements in functioning and symptoms; however, rigorous, good quality evidence is 

lacking, particularly for group interventions. Undertaking such studies would improve the 

ability to pool studies in meta-analyses.  
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Key Practitioner Message 

• There are promising findings that individual and group interventions may improve 

symptoms and functioning in young people experiencing FEP, however more 

evidence is needed. 

• Both intervention modalities appear to focus on different aspects of functioning, with 

group interventions appearing to improve coping and individual interventions 

appearing to improve social functioning.  

• Offering both individual and group interventions in EIPS may be beneficial to clients’ 

recovery. 

Key words: first episode; early; psychosis; psychological intervention; systematic review 

 

 

 

 

 

 

 

 

 

 

Introduction 
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The age of onset of psychosis varies, with estimates suggesting that symptoms 

typically develop between the ages of 14-35 (Kessler, 2007). Early, intensive input during the 

critical period of the onset of psychosis (≤3 years), suggested as offering a ‘window of 

treatment opportunity’, can prevent prolonged duration of untreated psychosis (DUP; 

Birchwood, 1998), which is associated with disrupted social and interpersonal developmental 

processes, increased psychosis symptomatology, decreased functioning and physical health, 

and poorer long-term outcomes (Nordentoft et al., 2009). Early Intervention in Psychosis 

Services (EIPS) therefore offer biopsychosocial support in the form of individual cognitive-

behaviour therapy (CBT) in conjunction with family therapy and medication (National 

Institute for Health and Care Excellence [NICE]; 2013) to reduce the DUP and improve 

symptoms and functioning. 

Although individual CBT is recommended (NICE, 2013), the evidence-base of its 

efficacy in improving symptoms and functioning remains unclear, with an ongoing debate. 

Reviews and meta-analyses have found mixed results, with some finding medium effects 

(e.g. Zimmerman, Favrod, Trieu & Pomini, 2005) and some finding small to no effect of 

CBT on positive symptoms, an over-emphasis of studies on positive symptom reduction and 

little exploration of the impact on functioning (e.g. Jauhar et al., 2014; Lynch, Laws & 

Mckenna, 2010). Wykes, Steel, Everitt and Tarrier (2008) also concluded that increased study 

rigour leads to a weaker effect of CBT. Further, there is growing evidence that alternative 

therapeutic approaches and modalities can be efficacious in the treatment of FEP, such as 

third-wave therapies (Louise, Fitzpatrick, Strauss, Rossell & Thomas, 2018), with group 

interventions also identified as offering benefits such as social support, normalisation, de-

stigmatisation, and improvements in social functioning (e.g. Louise et al., 2018; Wykes, Parr 

& Landau, 1999). Group interventions could therefore offer important benefits for 

functioning that individual interventions may be unable to provide.  
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However, little is known about whether individual or group interventions are more 

efficacious for the FEP population in improving symptoms and functioning, and there is a 

paucity of research exclusively exploring FEP populations (Lutgens, Gariepy & Malla, 2017).   

A review comparing the efficacy of these modalities for participants with longer-term 

psychosis concluded that individual interventions improved mental and global functioning, 

and group interventions improved life skills and social interaction (Hodgkinson, Evans, 

O'Donnell, Nicholson & Walsh, 2000). An update to this review drew similar conclusions 

(Lockwood, Page & Conroy‐Hiller, 2004); however, both were limited by studies of variable 

quality, and the inability to perform meta-analyses. Furthermore, as both reviews used 

participants with longer-term experiences of psychosis, these findings may not be applicable 

to FEP samples, given that those experiencing FEP are typically younger and are therefore at 

a different developmental stage. Those experiencing FEP are also more likely to have better 

recovery following intervention compared to those experiencing longer-term psychosis (Jager 

et al., 2007), further indicating differences between the groups. It may therefore be useful to 

explore which treatment modality works best for the FEP population in improving symptoms 

of psychosis and functioning, with findings being applicable to clinicians developing 

interventions and researchers identifying potential research gaps.  

To the best of our knowledge, no reviews since Lockwood et al. (2004) have 

compared the effectiveness of individual and group interventions for those experiencing 

psychosis, and none have specifically looked at a FEP sample. The current review therefore 

aimed to compare the efficacy of individual and group interventions in improving functioning 

and reducing the symptoms of psychosis, for this population, as well as the state of the 

evidence and the details of the clinical approaches used by each modality.  
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Method 

Search Strategy  

A systematic search of four databases (PubMed, PsycINFO, Cinahl and Medline) was 

undertaken in October 2018. The following search terms were chosen based on terminology 

used in the literature: (“individual OR group”) AND (“psychosis OR psychotic OR schizo* 

OR hearing voices OR paran* OR delus* OR halluc*) AND (“early OR recent OR first”) 

AND (“therap* OR psychotherap* OR intervention”). In all databases, language parameters 

were restricted to studies published in English; no date parameters were set. Grey literature 

was also considered to account for publication bias. Screening was undertaken by the lead 

author.  

Selection Criteria 

Studies were included in the review if the research: (1) explored the effectiveness of 

face-to-face psychological interventions delivered individually or in a group; (2) was a 

randomised or non-randomised controlled study; (3) included participants experiencing a 

FEP; (4) included participants aged between 14 and 35, in line with estimated age of onset 

(Kessler, 2007) (4) included at least one pre- and post-intervention quantitative measure of 

psychosis symptoms and/or functioning. 

Studies were excluded from the review if: (1) the primary mental health difficulty was 

not psychosis; (2) participants had received a mixture of individual and group interventions 

as part of the main intervention; and (3) participants were identified as being in an at-risk 

mental state (ARMS) rather than FEP. Other systematic reviews were not included.  

Quality Assessment  

The Downs and Black’s (1998; Appendix A) index, rated as a good assessment tool for 

systematic reviews (Deeks et al., 2003), was used to assess the methodological robustness of 
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studies included in this review. The index was developed for healthcare interventions, and 

includes 27 items within five categories: reporting, external validity, internal validity, 

selection bias and power, with a maximum score of 31, and quality ranges of excellent (26-

28); good (20-25); fair (15-19); and poor (14).  

Data Extraction 

Data was extracted systematically by the lead author to ensure relevant aspects of the 

studies were recorded (see Table 1). There were differences in the reporting of effect sizes 

across studies, with some researchers reporting and others not. Effect sizes have been 

reported where possible, with other statistics reported if they are informative.  

Data Synthesis 

Due to the heterogeneity of the final studies including diversity of interventions and 

outcomes, inconsistency in reporting outcomes, lack of useable data and small number of 

studies, a meta-analysis was not feasible; therefore, a narrative synthesis was the most 

appropriate method to summarise this literature (Brown & Richardson, 2017). 

Results 

 

Selection followed the Preferred Reporting Items for Systematic Reviews and Meta-

analyses (PRISMA; Moher, Liberati, Tetzlaff & Altman, 2009). The initial search returned 

5264 records and an additional 14 were identified by a reference list search of the final 

papers. 5216 records were excluded subsequent to screening abstracts in accordance with 

inclusion criteria. In total, 48 articles were read in full and 12 studies met criteria. Figure 1 

illustrates the selection process and reasons for exclusion, in line with the PRISMA (Moher et 

al., 2009). Where insufficient data were reported in the paper to calculate effect sizes, all lead 
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and corresponding authors were contacted three times to obtain this data. Out of nine 

contacted authors, three responded, which made pooling of statistics unfeasible. 

 

 

Fig. 1. PRISMA diagram showing study selection process (Moher et al., 2009) 
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Table 1 

Overview of Included Studies 

Authors 

(Country) 
Participants 

Intervention (I)/Control 

(C) 
Format 

Contact Time 

(hours where 

reported) 

Design 
Drop-out 

rate 

Outcome 

Measures 

(Symptoms/F

unction) 

Main Findings Limitations 
Quality 

Rating 

Fowler et 

al., (2018) 

UK 

N=155 outpatients of 

EIPS, first 12-30 months 
of service engagement; 

experiencing severe and 

persistent social disability. 
Age: Range - 16-35, total 

mean age NR.  

 

I: SRT + TAU (n=76) 

Age: M = 24.84 

(21 – 29) 

25% female, 75% male. 
 

C: TAU (n=79) 

Age: M = 24.15 (22 – 28) 
24% female, 76% male. 

I M = 16.49 

sessions (SD 

8.39; range 0-

37) 

RCT  8% TUS 

SANS 

PANSS 

BHS 
MLQ 

Intervention group 

associated with large 

and clinically 

important increase in 
structured activity of 

8.1 hours compared 

with TAU alone. No 
significant difference 

on any other measures.  

High level of 

missing data for 

secondary outcomes, 

with higher levels in 
the control group 

and therefore 

considered missing 
not at random.  

24 

Jackson et 

al., (2005) 

Australia 

N=91 outpatients of EIPS 
of unclear duration. 

Age: Range – 15-29: total 

mean age NR. 

I: CBT + TAU (n=45) 
Gender M/F: 32/13 

Age: M = 22.49 

 
C: TAU (n=46) 

Gender M/F: 38/8 

Age: M = 22.50 

I Weekly or bi-
weekly 

sessions, range 

1-34 
 

Control 27% BPRS 
SANS 

SOFAS 

QLS 
 

No significant 
differences on any 

measures for either 

condition. 

Not randomised. 
Treatment was not 

standardised for 

TAU, including 
number of sessions, 

duration, frequency 

or order of sessions. 
Many participants 

did not receive all 

the components of 
treatment and 

therefore authors 

suggested that some 
participants received 

incomplete 

treatment.  

22 

Lewis et al. 

(2002) 

UK 

N=309, <3 years of 

engagement in EIPS, 

experiencing symptoms of 
psychosis.  

 

Age: total mean age and 
range NR. 

70% male 

I: CBT + TAU (n=101, 

median age: 29.1 years) 

 
Comparison: SC + TAU 

(n=106, median age: 27.2 

years) 
 

C: TAU (n=102, median 

age 27) 

I 15-20 RCT  4% PANSS (total 

and positive 

subscales) 
PSYRATS 

 

No significant 

improvement on the 

measures for 
intervention in 

comparison to control 

or comparison groups. 
Trend towards CBT 

leading to faster 

remission of 
symptoms than other 

groups as measured by 

PANSS. 

Routine care (TAU) 

was not 

standardised; non-
specific control used 

which had a more 

powerful effect than 
expected.  

Brief therapy (5 

weeks) 

22 
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Penn et al., 

(2011) 

USA 

N=46, ≤ 3 years of EIPS 
engagement, experiencing 

symptoms of psychosis. 

Age: M = 22 years (Range 
18-35).  

61% male 

 
 

 

 
 

I: CBT + TAU (n=23) 
 

C: TAU (n=23) 

 
 

I Up to 36 
weekly sessions 

Pilot 
RCT  

 

 
 

 

4% QLS 
RFS 

MCAS 

PANSS 
 

Analyses were not 
statistically significant 

between groups. 

Significant within-
group improvement on 

extended social 

network subscale of 
RFS and total score, 

and MCAS social 

competence scale, for 
intervention group at 

follow-up compared to 

control group. 
 

Assessors were not 
blind on the MCAS 

and RFS; unclear 

blinding on other 
outcome measures. 

Lack of statistical 

power. 
 

21 

Wykes et 

al., (2007) 
UK 

N=40 in- and outpatients 

of specialist mental health 
services, (≤ 3 years of 

service contact). 

Age: M = 18 (range: 14-
22) 

65% male 

I: CRT + TAU (n=21) 

 
C: TAU (n=19) 

I Minimum of 3 

sessions per 
week for 3 

months 

RCT  24% SBS 

BPRS 
QLS 

No effect of CRT on 

any measures.  

Short follow-up 

Small sample size 
and therefore 

potentially under-

powered. 

21 

Uzenoff, 

Perkins, 

Hamer, 

Wiesen & 

Penn 

(2008) 

USA 

N=24 in- and outpatients 
of general mental health 

services (≤ 12 months of 

engagement in services), 
experiencing symptoms of 

psychosis 

Age: ≥16 years, range and 
mean NR.   

60% male 

I: CBT-based + TAU 
(n=NR) 

 

C: ST + TAU (n=NR) 

I 14 sessions over 
6 months 

(weekly and bi-

weekly) 

Pilot 
RCT  

NR PANSS 
QLS 

Significant within-
group improvement 

for intervention group 

from baseline to post-
treatment on PANSS 

positive and general 

subscales in 
comparison to control 

group. Statistically 

significant within-
group improvement on 

QLS for intervention 

group compared to 
control group.  

Small sample size, 
unclear power. 

Detailed participant 

demographics not 
provided. 

Drop-out rates and 

number of 
participants in each 

condition was not 

reported. 
Intention-to-treat 

analyses were not 

completed 

19 

Power et 

al., (2003) 
Australia 

N=56 outpatients 

experiencing FEP, <1 year 
in EIPS. 

Demographic information 

NR 

I: CT + TAU (n=31)  

C: TAU (n=25) 

I 8-10 RCT 32% BHS 

QLS 

Within-group 

improvements for 
intervention group on 

BHS and QLS in 

comparison to control 

group. 

Participant 

demographics and 
statistical 

information not 

reported. 

Brief intervention. 

 

9 

Pos et al.,  

(2018) 

Holland 

N=50 in- and outpatients 
of EIPS, experiencing 

recent onset psychosis; 

unclear duration of 
symptoms 

I: MCT + TAU (n=NR, M 
= 23.59) 

Gender ratio M/F: 18/7 

 
C: OT + TAU (n=NR, M =  

23.08) 

G 8 RCT  20% PANSS 
 

No significant effect 
on measures. 

 

Control group 
scored worse at 

baseline, and 

experienced higher 
attrition 

23 
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Age: Range 18-35, total 
mean age NR. 

 

 
 

Gender ratio M/F: 22/3 
 

McCay et 

al., (2007) 
Canada 

N=67 outpatients from 

EIPS, ≤ 2 years of 
engagement. No 

antipsychotic medication 8 

weeks prior to engaging in 
the study. 

Age: 18-35; total mean age 

NR.  
 

n=20 dropped out of the 

study and were 
subsequently not described 

in final sample. 

I: Group intervention to 

promote healthy self-
concepts and reduce by 

engulfment, + TAU (n=29) 

Age: M = 25.07 
69% male, 31% female 

 

C: TAU (n=18) 
Age: M=26.17 

77.8% male, 22.2% female 

G 18 RCT  27% SES 

QLS 
MHS 

PANSS 

GAF 

Significant within-

group increase on 
MHS and QLS 

compared with control 

group. No significant 
improvement on other 

measures.  

No intention to treat 

analyses. 
Significant 

differences between 

groups and sites. 
Small sample. 

Lack of power. 

19 

Lecomte et 

al., (2008) 

Canada 

N=129, experiencing 
symptoms of psychosis,  

≤ 2 years of EIPS 

engagement.  
Age: M = 24 years 

73% male 

 
 

I: Group CBTp (n=NR) 
 

Comparison: SKT (n=NR) 

 
C: Waitlist (n=NR) 

 

 

G 24 sessions 
(twice a week 

for 3 months) 

RCT  12% BPRES-E 
CCS 

SPS 

 

No significant between 
groups scores on any 

measures. Significant 

within-group 
improvement for 

intervention group on 

BPRS general 
symptoms sub-scale in 

comparison to control 

and comparison 
groups. Both 

intervention and 

comparison groups 
showed significant 

within-groups 

improvements on 
positive and negative 

sub-scales of BPRS at 

follow-up.  
 

Unclear how many 
participants were in 

each condition. 

Participants were 
excluded if they had 

previously received 

CBT; a common 
treatment for the 

sample. 

Participants were 
excluded if not 

receiving 

medication. 

17 

Macdougal

l et al., 

(2018) 

Canada 

N=21 outpatients from an 

EIPS, ≤ 3 years of 

engagement. 

76.5% male 

 
n=3 dropped out, and were 

therefore not described in 

the final sample. 
 

I: MAP+TAU (n=9) 

 

C: TAU (n=8) 

G 12 Pilot 

RCT  

18% POMS 

SAPS 

SANS 

SFS 

Ancillary outcomes: 

participants in 

intervention group 

reported significantly 

lower fatigue 
compared to controls 

at follow-up based on 

lack of overlap of 
confidence intervals 

on POMS. 

Small sample 

(however this was a 

pilot study). 

No intention-to-treat 

analyses. 

14 
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Newton et 

al., (2005) 

UK 

N=22 in- and outpatients 
experiencing auditory 

hallucinations (≤ 3 years) 

with onset before the age 
of 18. Unclear service 

Age: M = 17, range: 15-21 

23% male 
 

I: Group CBT + TAU 
(n=NR) 

 

C: Waitlist (n=NR) 

G 7 Control 24% PSYRATS 
PANSS 

CQ 

Significant within-
group reduction scores 

on the PSYRATS in 

comparison to control; 
no significant 

differences on any 

other measure.  

Unclear how many 
participants were in 

each condition. 

Small sample and 
lacked power. 

Participants were not 

randomised to 
conditions. 

Unclear setting and 

service. 

13 

Note: Age and gender reported where possible. N=number of participants, M=mean age, SD = standard deviation, NR = not reported,  M/F = male/female, EIPS  = Early Interventions in Psychosis Service,  UK=United 

Kingdom,  RCT = randomised controlled trial; CBT = Cognitive Behaviour Therapy, CBTp = Cognitive Behaviour Therapy for Psychosis, CRT = Cognitive Remediation Therapy,  CT = Cognitive Therapy, MAP = 

Mindfulness Ambassador Programme, MCT  = Metacognitive Training, OT = Occupational Therapy, SKT = Skills Training, SRT = Social Recovery Therapy, SC = Supportive Counselling, ST = Supportive Therapy, 

TAU = treatment as usual; BHS = Beck Hopelessness Scale, BPRS/E = Brief Psychiatric Rating Scale/Extended, CCS = Cybernetic Coping Scale, CQ = Coping Questionnaire, GAF = Global Assessment of 

Functioning Scale, MCAS = Multnomah Community Ability Scale, MHS = Miller Hope Scale, MLQ = Meaning in Life Questionnaire, PANSS = Positive and Negative Syndrome Scale, POMS = Profile of Mood 

States, PSYRATS = Psychotic Symptoms Rating Scale, QLS = Quality of Life Scale, RFS = Role Functioning Scale, SAPS/SANS = Scale for the assessment of positive/negative symptoms, SBS = Social Behaviour 

Schedule, SES = Self-Efficacy Scale, SFS = Social Functioning Scale, SOFAS = Social and Occupational Functioning Assessment Scale, SPS = Social Provisions Scale, TUS = Time Use Survey.
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Study and Participant Characteristics 

Descriptive characteristics of each study are outlined in Table 1. In summary, ten 

studies used a randomised controlled trial (RCT) design and two studies were non-

randomised controlled studies. Seven studies evaluated the effectiveness of an individual 

intervention and five studies evaluated the effectiveness of a group intervention. A total of 

1,008 participants were included across all studies, ranging from sample sizes of 21 to 309 

participants (M=84; SD=78.9). Participants had a current or recent diagnosis of non-affective 

psychosis, as outlined by the DSM-III and IV (APA, 1980/1994) and were taking anti-

psychotic medication; however, two studies did not report medication use (Fowler et al., 

2018; Macdougall et al., 2018) and medication use was an exclusion criterion in one study 

(McCay et al., 2007). Due to differences in the reporting of age and gender information 

across studies, it was not possible to calculate a mean age and gender percentage for the 

whole sample; this information has been included in Table 1 for each study. 

Quality Scores 

Studies were rated as fair quality by the Downs and Black’s tool (scores ranging from 

9-24; M=19, SD=4.5), indicating that studies were generally of fair quality (see Table 1 for 

individual scores).  

Outcome Measures 

Outcomes of interest were symptoms of psychosis and functioning; a wide range of 

measures exploring these outcomes were used across the studies as primary, secondary or 

ancillary outcomes. Details of the measures are included in Table 2.
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Table 2 

Outline of Included Measures 

Measure Author/s Description 

Beck Hopelessness Scale Beck, Weissman, Lester & Trexler, 1974 A 20-item self-report inventory (true/false 

scale) measuring three aspects of 

hopelessness: feelings about the future, loss 

of motivation and expectations.  

Brief Psychiatric Rating Scale - Extended Overall & Gorham, 1962 24-item, semi-structured interview, scored 

on a 7-point Likert scale, measuring 

symptoms such as anxiety, hostility and 

hallucinations.  

Cybernetic Coping Scale Edwards & Baglioni Jr., 1993 A 20-item, self-report scale measuring 

coping techniques for managing stress.  

Coping Questionnaire  Wykes et al., 1999 Described as a simple self-report measure of 

coping strategies, devised by Wykes et al. 

(1999) for their study; not described in 

detail and not validated.  

Global Assessment of Functioning Scale Endicott, Spitzer, Fleiss & Cohen, 1976 A clinician-rated scale measuring 

individuals’ functioning in a variety of areas 

such as social and psychological 

functioning, scored from 1 – 100.  

Multnomah Community Ability Scale Dickerson, Origoni, Pater, Friedman & 

Kordonski, 2003 

A 17-item clinician-rated measure of 

functioning assessing a variety of areas such 

as social competence and behavioural 

problems, scored on a 5-point Likert scale. 



  

23 
 

Miller Hope Scale Miller & Powers, 1988 A 40-item, self-report, 6-point Likert scale, 

measuring different aspects of hope, 

including psychological wellbeing, coping 

and meaning in life.  

Meaning in Life Questionnaire Steger, Frazier, Oishi & Kaler, 2006 A 10-item, self-report measure of the 

presence of meaning in life and the search 

for meaning in life, scored on a 7-point 

Likert scale. 

Positive and Negative Syndrome Scale Kay, Fiszbein &Opler, 1987 A clinician-rated measure, scored from 1-7 

for measuring psychosis symptom severity. 

Profile of Mood States Curran, Andrykowski, Studts, 1995 A self-report measuring aspects of mood, 

such as anxiety, hostility and fatigue; scored 

on a 5-point Likert scale. 

Psychotic Symptoms Rating Scale Haddock, McCarron, Tarrier & Faragher, 

1999, 

A 17-item clinician-rated measure of the 

severity of delusions and hallucinations, 

scored on a 4-point scale.  
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Quality of Life Scale Heinrichs, Hanlon & Carpenter, 1984 A 21-item, semi-structured interview scored 

on a 7-point Likert scale, measuring 

symptoms and functioning in those 

diagnosed with Schizophrenia. 

Role Functioning Scale Goodman, Sewell, Cooley & Leavitt, 1993 A semi-structured interview measuring 

functioning in various areas of everyday 

life, such as work, independent living and 

social networks, with scores ranging from 

one to seven, with seven being an optimal 

level of functioning.  

Scale for the Assessment of 

Positive/Negative Symptoms 

Andreason, 1983 Two clinician-rated measures; one of 

positive symptom-severity and one of 

negative-symptom severity. Measured on a 

7-point scale.  

Social Behaviour Schedule Wykes & Sturt, 1986 A 20-item, clinician-rated measure 

assessing social behaviour in clinical 

populations rated from 1-4, with 0 

indicating acceptable behaviour. 

Self-Efficacy Scale Sherer et al., 1982 A self-report, 23-item measure of general 

and social self-efficacy.   

Social Functioning Scale Birchwood, Smith, Cochrane, Wetton, 

Copestake, 1990 

A semi-structured interview measuring 

areas of functioning such as interpersonal 

functioning and pro-social activities.  

Social and Occupational Functioning 

Assessment Scale 

American Psychological Association 

(APA), 1994 

A clinician-rated scale measuring global 

functioning, on a scale from 0-100 with 

lower scores representing lower 

functioning.  

Social Provisions Scale Cultrona & Russell, 1987 A 24-item, self-report scale measuring the 

availability of social support, e.g. emotional 
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support or attachment and social integration. 

Scored on a 4-point Likert scale. 

Time Use Survey Hodgekins et al., 2015 

 

A semi-structured interview exploring time 

spent in structured activity, such as work, 

education and voluntary work.  
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Individual Interventions 

Participant demographics. A total of 719 participants were included in the studies at 

baseline (M=102.71; SD=93.33; range=24-309). Clinical samples recruited from EIPS and 

community mental health services were included, and included inpatient and/or outpatients; 

demographic information was not reported in one study (Power et al., 2003). All participants 

were experiencing ongoing symptoms of psychosis and had been engaging in services for ≤ 3 

years. Ages ranged from 14-35; as studies varied in their reporting of age information, it was 

not possible to calculate a mean age for this sample; more detailed demographic information 

is presented in Table 1. Of the 11 studies that reported gender information, 71% (663 

participants) were male.  

Study design. Studies were RCT’s (n=6) and a non-randomised controlled study 

(n=1). Control conditions were treatment as usual (TAU), described as high standard EIPS 

(n=5), and supportive therapy/counselling as comparison conditions (n=2). Studies were rated 

as good quality by the Downs and Black’s tool (M=20; SD=4.78, range 9-24). 

Intervention format. Interventions varied in their content and focus, and included: 

cognitive therapy (CT) to enhance medication adherence (Uzenoff et al., 2008); CBT for 

positive symptom reduction (Lewis et al., 2002; Penn et al., 2011; Power et al., 2003), CBT 

for functional recovery (Jackson et al., 2005; Fowler et al., 2018) and cognitive remediation 

(Wykes et al., 2007). The intensity and duration of interventions varied, and studies varied on 

how this information was reported (e.g. some studies reported duration in hours, and some 

did not report this, or any, information). In terms of duration, interventions lasted from 5–37 

weeks, and varied from 15-20 hours over five weeks, to 14 sessions offered over six months. 

Interventions were mostly delivered by experienced clinicians (e.g. clinical psychologists; 
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n=6). Therapist information was not reported in one study (Uzenoff et al., 2008). Of those 

that reported the information, drop-out rates from intervention groups ranged from 4% (Penn 

et al., 2011) to 32% (Power et al., 2003).  

Efficacy of individual interventions in reducing symptoms. Six of the seven 

studies examined the effectiveness of individual interventions in reducing symptoms of 

psychosis; two reported an impact of an intervention in comparison to a control group, and 

four reported no impact. One study did not use a measure of symptom severity (Power et al., 

2003).  

Two studies used the PANSS to measure the impact of an intervention in comparison 

to a control (Lewis et al., 2002; Uzenoff et al., 2008). Using the PANSS positive and total 

subscales, Lewis et al. (2002) found that five weeks of CBT and TAU showed a trend 

towards faster improvement of symptoms on the PANSS than TAU alone, although TAU also 

eventually improved over the trial period, and this was not statistically significant. They 

acknowledged that the intervention was short and that not all participants had completed 

treatment, and that TAU was already effective at reducing symptoms. Similarly, Uzenoff et 

al. (2008) reported that an adapted form of CT and TAU, in comparison to TAU alone, led to 

significant within-group improvements from baseline to post-treatment (six months) on the 

PANSS positive (d=-1.19) and general subscales (d=-1.02) for CT, with no significant 

within-group changes in the comparison group of supportive therapy. This study was limited 

by a small sample size (n=24), and it was unclear whether the study was sufficiently powered 

to detect small differences between groups as power statistics were not reported. Although 

both studies outlined were rated as fair-good quality, with positive findings, the findings need 

to be interpreted with caution, as they were not statistically significant between groups.  
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In contrast, four studies reported that there had been no effect of the intervention 

group in comparison to the control group on measures of psychosis symptoms. Using the 

PANSS, Fowler et al. (2018) found no significant difference between the intervention and 

control group when comparing social recovery therapy and TAU with TAU alone. Similarly, 

in a study comparing a CBT-derived intervention focused on managing symptoms of 

psychosis and TAU with TAU only, Penn et al. (2011) found no significant effect of the 

intervention over the control group on the PANSS, although they did report that the 

intervention group had higher effect sizes at follow-up than the control group (d=-0.22). 

When using the BPRS as a measure of symptoms to compare an intervention to a control 

group, Jackson et al. (2005) and Wykes et al. (2007) also reported that there were no 

significant differences between the groups, although both acknowledged that their 

interventions had not been focused on reducing symptoms of psychosis but improving social 

recovery (Jackson et al., 2005) and cognitive functioning (Wykes et al., 2007). The studies 

outlined here were of good quality, suggesting robust findings.  

Overall, evidence of individual interventions reducing symptoms of psychosis were 

unclear, which is in line with the current state of the ‘CBT for psychosis’ evidence-base (e.g. 

Jauhar et al., 2014), and may be explained by the limitations of the studies, as well as the use 

of a well-established, efficacious treatment (EIPS) as TAU, making it difficult to demonstrate 

the efficacy of an adjunctive treatment.  

Efficacy of individual interventions in improving functioning. Six studies used a 

measure of functioning, with a wide variety of measures being used; overall, four studies 

reported improvements in functioning, with two studies reporting improvements in 

functioning in comparison to a control group, and two studies reporting within-group 
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improvements in the intervention group in comparison to a control group. One study did not 

use a measure of functioning (Lewis et al., 2002).  

Using a measure of social functioning, the TUS, Fowler et al. (2018) reported that 

social recovery therapy in addition to TAU led to a significant increase in structured activity 

of 8.1 hours (95% CI 2·5–13·7; p=0·005) compared with TAU alone. Similarly, Penn et al. 

(2011) reported that participants receiving an adapted form of CBT showed significantly 

greater within-group improvements on the extended social network subscale of the RFS in 

comparison to the control group at follow up (d=0.78) and total score (d=0.59), and on the 

MCAS social competence scale in comparison to TAU (d=0.53), although these findings 

were not statistically significant between groups. Although this study had a low drop-out rate, 

indicating a well-tolerated intervention, findings were limited by the sample being 

underpowered (n=46). Uzenoff et al. (2008) also reported improvements in functioning; using 

the QLS as a measure of functioning, they reported that CT had a medium effect (d=0.49) on 

the QLS for the intervention group which was not demonstrated in the control group (TAU). 

Both studies discussed were of good quality, suggesting robust findings. Finally, in a study of 

the impact of a suicide prevention strategy in conjunction with TAU in comparison to TAU 

alone, Power et al. (2003) found that the intervention group improved on the BHS and QLS at 

10 weeks and six months follow-up in comparison to the control group. However, these 

findings were not statistically significant and need to be interpreted with caution due to the 

study’s poor quality as rated by the Downs and Black’s tool (9/31), characterised by a lack of 

information regarding participants, participant and rater blinding, randomisation methods and 

statistical methods employed, making it difficult to interpret the quality of the findings.  
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In contrast, Jackson et al. (2005) and Wykes et al. (2007) reported that their 

interventions did not have an effect on measures of functioning (SANS; SOFAS), with 

Wykes et al. (2007) highlighting that functioning had not been directly targeted with their 

intervention. 

Overall, the studies described provide some support for individual interventions 

improving functioning, with studies reporting medium effect sizes. However, the findings do 

need to be interpreted with caution due to the reasons outlined.  

Group Interventions 

Participant demographics. A total of 289 participants were included in the studies at 

baseline (M=57.8; SD=39.63; range=21-129). Clinical samples were recruited from EIPS; 

recruitment location was unclear in one study (Newton et al., 2005). Participants were 

experiencing ongoing symptoms of psychosis and had been engaging in services for ≤3 years. 

Ages ranged from 15-35; as studies varied in their reporting of age information, it was not 

possible to calculate a mean age for the sample as a whole; Table 1 presents more detailed 

information. Of the papers that reported baseline gender demographics, 67% were male. 

Interestingly, participants in one study were 77% female (Newton et al., 2005).  

Study design. All studies included control conditions: RCT’s (n=4) and a non-

randomised controlled study (Newton et al., 2005). Control conditions were TAU (n=2); 

waitlist control (n=1); “comparable” TAU, described as a social skills training group (n=1) 

and occupational therapy as an additional comparison (n=1). Studies were of fair quality, as 

rated by the Downs and Black’s tool (M=17; SD=3.6, range-13-23).  

Intervention format. Interventions varied in their content and focus and included: 

group CBT for positive symptom reduction (Lecomte et al., 2008; Pos et al., 2018; Newton et 
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al., 2005), and groups utilising group processes to improve emotional and social functioning 

(Macdougall et al., 2018; McCay et al., 2007). Of the two studies that reported therapist 

information, one involved therapists with clinical experience of working with psychosis and 

no experience of delivering interventions (Lecomte et al., 2008); the other reported that the 

group facilitators were experienced EIPS clinicians (McCay et al., 2007). Three studies did 

not report information about the therapists involved in the delivery of the intervention 

(Macdougall et al., 2018; Pos et al., 2018; Newton et al., 2005). Group interventions sessions 

were structured; session duration ranged from 7-12 weeks, and from one 1-hour session per 

week to two 1-hour sessions per week. Drop-out rates from intervention groups ranged from 

12% (Lecomte et al., 2008) to 27% (McCay et al., 2007).  

Efficacy of group interventions in reducing symptoms. Of the five studies, two 

reported symptom improvement in comparison to a control group, and two reported no 

significant difference in between-groups improvements. One study did not report symptom 

measure scores as they reported that the scores were significantly correlated with a measure 

of functioning (McCay et al., 2007). 

Lecomte et al. (2008) reported that there were no significant differences between the 

intervention (CBT), comparison (social skills training) or control (TAU) at any of the 

assessment times on any of the outcome measures. However, they demonstrated that CBT 

resulted in a significant change in general symptoms on the BPRS from T0 and T1 (d=0.54) 

in comparison to the control and comparison groups, which did not have this effect. They 

also reported that both intervention and comparison conditions showed significant 

improvements compared with the control group at six month follow-up on the negative and 

positive symptoms subscales of the BPRS. Finally, they reported that all calculated effect 
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sizes from means revealed small to medium effect sizes (from 0.25 to 0.54), with this study 

being rated as fair quality. Similarly, Newton et al. (2005) reported a significant reduction in 

scores on the PSYRATS in comparison to a waitlist control (95% CI, 3.7–13.1; p<0.001), 

although this study had a small sample size (n=17) and was rated as poor quality as a result of 

a lack of randomisation and blinding, and difficulty ascertaining the details of the quality of 

the recruitment and statistical methods employed. The results of both studies also need to be 

interpreted with caution, as they were not statistically significant between groups. In contrast, 

Pos et al. (2018) and Macdougall et al. (2018) reported that there had been no significant 

differences between either intervention or control group on measures of symptoms (SAPS; 

SANS; PANSS) in their studies, with their quality scores ranging from poor (Macdougall et 

al., 2018) to good (Pos et al., 2018). However, Macdougall et al. (2018) was a pilot study 

assessing the acceptability of the intervention, and the authors acknowledged that the study 

was underpowered to detect statistically significant differences. Pos et al. (2018) was limited 

by a small sample size, making it more difficult to detect significant effects.  

Overall, the findings offer mixed results for group interventions reducing symptoms 

of psychosis, with small-medium effects being reported in one study. Although the findings 

are similar to Lockwood (2004), who found that short-term interventions (of approximately 

eight weeks duration) were not effective at improving symptoms, the findings of that review 

and the current review are based on a small number of poor-quality studies, and so findings 

remain unclear.  

Efficacy of group interventions on improving functioning. Of the five studies, two 

reported improvements in functioning; one study did not use a measure of functioning (Pos et 

al., 2018).  
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Using the QLS and MHS as measures of functioning, McCay et al. (2007) reported 

increased scores on both measures for their group aimed at reducing engulfment and 

improving self-concept, compared to TAU, indicating improved quality of life and feelings of 

hope for group participants. However, these scores were not significant between groups and 

findings were limited by being underpowered, with a relatively high drop-out rate from the 

intervention group of 27%. Similarly, using a range of measures of functioning, Lecomte et 

al. (2008) reported improvements in coping skills, as measured by the CCS, and the 

attachment subscale of the SPS, indicating improved social relationships at follow-up for the 

intervention group only, in comparison to the control and comparison conditions, although 

these findings were not significant between groups. In contrast, Newton et al. (2005) reported 

that there were no significant changes in functioning in comparison to the waitlist control 

based on the CQ. Finally, as part of a feasibility pilot, Macdougall et al. (2018) reported 

functioning outcomes as ancillary outcomes, and reported CI’s based on their findings; they 

found that the intervention group had reported lower fatigue scores on the POMS fatigue 

subscale compared to controls at follow-up, based on a lack of overlap between confidence 

intervals (95% CI, 2.1 – 5.2; p value NR). However, they cautioned against this as an 

interpretation of a significant finding, as they suggested that lack of CI overlap cannot be 

used to infer a significant result (Sedgwick, 2014). Overall, the findings discussed offer 

mixed results for the impact of group interventions on functioning, within the context of 

studies of lower quality. 
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Discussion 

 

This review aimed to compare the efficacy of individual interventions to group 

interventions in reducing symptoms of psychosis and improving functioning in young people 

experiencing FEP. The results of the search found 12 studies meeting inclusion criteria. Due 

to the heterogeneity of the studies and the lack of useable data, pooling findings in a meta-

analysis was not possible; a narrative synthesis of the findings was therefore undertaken. 

Firm conclusions cannot be drawn from this review regarding the effectiveness of individual 

interventions in comparison to group interventions, however it has been useful in clarifying 

the state of the evidence and identifying differences in characteristics of both modalities. 

Individual versus Group Interventions: General Comparison 

Individual interventions were of varying lengths and intensities, and appeared to be 

more flexible in duration and intensity, with a focus on CBT, CT or CBT adaptations. Group 

interventions tended to be more structured in terms of weekly sessions for a set amount of 

time, up to 12 weeks, in line with Lockwood’s (2004) findings of group duration and 

intensity. Group interventions also used CBT, as well as mindfulness and a specially 

designed intervention focused on reducing engulfment and improving self-concepts. 

Therapists for individual interventions tended to be more experienced; one group intervention 

study chose to use less experienced facilitators to reflect intervention delivery in practice 

(Lecomte et al., 2008). Although the authors suggested that this did not impact on results, 

therapists’ experience levels are important to consider in clinical practice.  

Interestingly, only two of the five group interventions directly referenced using group 

processes to enable change, which may reflect the therapeutic approach of these groups 

(mindfulness-based, and a more novel intervention focused on improving self-concept; 

Macdougall et al., 2018; McCay et al., 2007). Drop-out rates were similar across 
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interventions, and quality scores were higher for individual intervention studies (M=20) 

compared to group intervention studies (M=17), indicating the former were of better quality 

as rated by the Downs and Black’s tool.  

Individual versus Group Interventions: Symptoms 

Results were mixed; for studies that reported significant effects, these were mostly 

within-group effects, indicating a lack of clarity around whether the intervention was 

effective at improving symptoms in comparison to another treatment. However, it is 

important to note that individual interventions tended to focus on improving symptoms as a 

primary outcome, and group interventions tended to focus on improving functioning and 

symptoms. Further, group intervention studies tended to be of poorer quality than studies 

exploring individual interventions, and so a firm conclusion and comparison is difficult to 

make. These findings are in contrast with previous research, such as the meta-analyses 

outlined previously (Jauhar et al., 2014; Wykes et al., 2008), which found that both group and 

individual CBT interventions had a small effect on reducing psychosis symptoms. The 

difference in results could be explained by the studies in this review being of poorer quality.  

Individual versus Group: Functioning 

Results were mixed; however, both modalities appeared to have some impact on 

improving participants’ quality of life and feelings of hope, with individual interventions also 

appearing to improve engagement in structured social activities, perceptions of role 

functioning and extended social networks, and group interventions appearing to improve 

coping skills and attachment (emotional closeness to others). However, this may be a 

reflection of the studies included in this review.  

It is also important to note that many of the results discussed were within-group rather 

than between-group differences, which limits their usefulness, as it is unclear whether the 
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improvement was related to the intervention or to natural improvement. These findings 

slightly contrast with previous meta-analyses, which found that both group and individual 

interventions did not appear to improve functioning in participants with longer-term 

psychosis (Jauhar et al., 2014) and those considered in an ARMS (Devoe, Farris, Townes & 

Addington, 2018).  

Generally, the mixed results could be explained by many factors. As previously 

discussed, an important point of note is that many studies used a well-established intervention 

as TAU, potentially making it harder to establish an effect of the new intervention. Further, 

TAU were often complex, multi-faceted interventions, including family therapy and 

medication, again making comparisons between the two interventions difficult. Further, due 

to drop-out rates and variable use of intention-to-treat (ITT) analyses, some studies were 

underpowered, which can make it difficult to find an effect and makes it difficult to reach a 

conclusion based on significance. It should also be noted that for some individual 

interventions an improvement in functioning was not the aim, which was sometimes a 

secondary or ancillary outcome. Therefore, these studies would not have focused on 

improving functioning directly and may have impacted on their results.  

Strengths and Limitations 

This is an up-to-date comparison of the efficacy of individual and group interventions 

for improving symptoms and functioning in young people experiencing a FEP, which is 

significant given the lack of research focusing on this population.  

However, the review was limited by a number of factors. The small number of studies 

that met inclusion criteria, as well as the inability to perform a meta-analysis, makes it 

difficult to draw firm conclusions. Further, systematic reviews can be associated with 
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publication bias, as studies with positive results can be more likely to be published than 

studies with negative or null results (Dalton, Bolen & Mascha, 2016). However, many of the 

reviewed studies did report null results, suggesting this bias was reduced to some degree. 

Related to this is the lack of grey literature in the review; although this was not an exclusion 

criterion, due to the requirement of the studies being controlled, it was less likely that grey 

literature would be available, which may have also led to publication bias (Dalton et al., 

2016). Another limitation was the inclusion of English-only papers, which limits the 

generalisability of the findings.  

           Functioning was defined and measured in multiple ways by the studies, with a range of 

measures of functioning being used, making it difficult to produce a useful comparison of 

findings. For example, the QLS is a self-report measure exploring life satisfaction and social 

functioning, and was used as a measure of functioning by studies, while the RFS is an 

informant-based measure exploring informant’s perceptions of the participant’s daily 

functioning in areas such as work, independent living and social relationships. Although both 

were used as measures of functioning, functioning itself has been defined and measured 

differently by the measures, and therefore does not offer strictly comparable information. 

Future studies would benefit from a consensus on which measures best reflect functioning as 

defined by service users of this population, which would enable a careful comparison of 

results and add to theoretical understanding.  

            Studies ranged in quality, with studies frequently not reporting effect sizes, as well as 

means, standard deviations and condition sizes which would enable effect sizes to be 

calculated, which compromises confidence in the studies. Further, some studies were 

underpowered due to attrition; although difficulty engaging this population is common and 
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expected in both research and clinical practice, not reporting power statistics is a violation of 

reporting standards (Moher, Schulz & Altman, 2001). Many study authors were also involved 

in delivering, or supervising the delivery of the intervention, as well as creating the manual 

for the intervention, introducing another risk of bias (researcher allegiance) of researchers 

potentially finding positive treatment effects of their intervention (Munder, Brutsch, 

Leonhart, Gerger & Barth, 2013).   

         Another important consideration is the well-documented limitations of using RCTs in 

establishing efficacy of psychotherapeutic interventions (Mulder et al., 2017; Shean, 2014). 

This includes issues of blinding assessors to the intervention received, with assessors often 

able to guess the intervention that participants have received, even when blinded (Friedberg, 

Lipsitz & Natarajan, 2010), limiting the effectiveness of blinding and increasing the risk of 

biased results; the difficulty in controlling for the non-specific elements of psychotherapy, 

established as the “main therapeutic ingredient” of interventions (Klein, 1997), again 

introducing a risk of bias and making it difficult to establish whether an intervention has been 

effective; and the difficulty in standardising complex, long-term, flexible interventions 

offered to complex clients, as used in EIPS, for RCT’s (Pawson, Greenhalgh, Harvey & 

Walshe, 2004). These difficulties may be more prevalent in group intervention studies due to 

its format, making it difficult to evaluate such studies based on a research design that was not 

designed for psychotherapeutic interventions.  

            Finally, males were disproportionately represented across all but one study (Newton 

et al. (2005) which affects the generalisability to females. However, this reflects the 

demographics of clients typically seen within EIPS, and the overrepresentation of males is a 
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common problem both clinically and within research (Ochoa, Usall, Cobo, Labad & 

Kulkarni, 2012). 

Clinical Implications 

The findings have a number of implications and questions to be explored further. 

Services are increasingly focusing on improvements in functioning as an important outcome 

in response to service-user perspectives (Farkas, 2007). As has been discussed, functioning 

can be defined in various ways, and it would be useful to continue to compare which aspects 

of functioning individual and group interventions work best to improve, which could then be 

incorporated into clinical practice. It is also important to continue offering interventions 

focused on improving functioning, however it is defined.  

Research Implications 

The findings of this review offer some suggestion that individual and group 

interventions impact different aspects of functioning, which could be explored through 

further better-quality studies, whilst acknowledging the limitations of RCTs. Individual and 

group interventions offered in conjunction may also offer benefits, which could also be 

explored in future research, with reporting following Consolidated Standards of Reporting 

Trials guidelines (CONSORT; Moher et al., 2001) to improve quality of reporting. This 

would ensure clear descriptions of interventions and results, enabling improved 

interpretations. Research could also explore potential moderators of interventions, such as 

impact of treatment duration, intensity, therapist, and treatment modality to establish what 

works best for this population, as well as the qualitative experience of engaging with group 

interventions for those experiencing FEP, which is currently lacking and would provide 

valuable insights. 
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Conclusions 

This systematic review indicates mixed findings for the efficacy of individual and group 

interventions improving symptoms and functioning in FEP; it was limited by poor quality 

studies and an inability to perform a meta-analysis. However, it was able to provide an 

overview of the available research for the FEP population, finding that group interventions 

were rated as poorer quality than individual studies. Individual interventions were offered 

more flexibly and for longer durations than group interventions, which tended to be shorter 

term and more structured. Better quality studies exploring the active therapeutic ingredients 

of both interventions could be undertaken; however, research design issues may limit this 

comparison.  
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Abstract 

 

Objectives: An Early Interventions in Psychosis Service (EIPS) offers talking therapy in 

conjunction with family therapy and medication to improve symptoms and functioning. 

Research with young people experiencing mental health difficulties suggests that outdoor 

therapy can be an effective intervention, and there is emerging evidence that it may be a 

useful adjunct to EIPS. In the absence of existing literature, the aim of the present study was 

to explore young people’s experiences of engaging with a therapeutic outdoor therapy group 

(OTG) alongside their routine clinical care within an EIPS.  

Design: A qualitative study was undertaken, using semi-structured interviews for data 

collection.  

Methods: Six participants who had engaged with an OTG in a rural EIPS were recruited; 

their experiences of the group were explored using thematic analysis (TA).  

Results: The analysis identified two main themes: “I was a bit nervous to begin with” and     

“Turn my life around for the better”, which contained six subthemes: “We’re all in the same 

boat”, “My mental health has improved and improved”, “I thought I’d have an adventure”, 

“Makes me wanna change”, “It just brought confidence/I ain’t a waste of space” and “I hope 

it can help other young people”. 

Conclusions: Participants were initially anxious about engaging with the group, but once 

they overcame their anxiety, they felt that the group provided them with new experiences, a 

space to connect with others with shared experiences. They reported improved confidence, 

improved mental wellbeing, a desire for lifestyle change and a desire to help others with 

shared experiences.  
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Key Practitioner Points 

• Participants valued the experience of engaging in new experiences in an outdoor 

group environment with others with shared experiences.  

• Highlights the potential benefits of this approach as an adjunct to routine care 

provided through EIPS. 

• More research is needed to establish its feasibility and acceptability within EIPS, 

however the current findings are promising.  

Keywords: first-episode; early; outdoor; adventure; group 
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Introduction 

 

Symptoms of psychosis typically develop between the ages of 14-35 (Kessler et al., 2007) 

and can have an adverse impact on psychological, cognitive, social and educational 

development, functioning (National Institute for Health and Care Excellence [NICE]; 2013), 

and confidence (Lloyd, Bassett & Samra, 2000). The stigma associated with psychosis can also 

significantly impact on wellbeing (Lloyd et al., 2000) and can often result in feelings of 

disconnection, impacting on recovery (Voruganti et al., 2006).  

Early Interventions in Psychosis Services (EIPS) have therefore been developed to 

provide intensive biopsychosocial interventions (e.g. individual therapy, family therapy) to 

improve symptoms and functioning. However, engagement can be poor, with suggested rates 

of disengagement of around 70-80% (Turner; Smith-Hamel, & Mulder, 2007), which is often 

predicted by substance misuse, young age, male gender, low social functioning and adverse 

social environments, reflecting the demographics of many EIPS clients (Turner et al., 2007). 

Further, the service-user recovery movement defines recovery as social inclusion and leading 

a meaningful life, rather than remission of symptoms (Fowler et al., 2018); however, 

interventions aimed at these areas is often limited within EIPS (Voruganti et al., 2006). 

Therefore, adjunctive interventions that focus on improving functioning more broadly, and 

supporting clients to develop social networks, a sense of purpose, routine and hope for the 

future (Lloyd et al., 2000), which can improve outcomes (Fowler et al., 2018), are important.   

Outdoor Therapy 

Under the umbrella term of adventure therapy, outdoor therapies are group-based 

interventions integrating challenging, experiential learning activities with structured 

therapeutic work (e.g. Cognitive Behavioural Therapy, CBT) in outdoor environments (Gass, 
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Gillis & Russell, 2012). Detailed approaches and philosophies have been described elsewhere 

(e.g. Gass et al., 2012; Fernee, Gabrielsen, Andersen, & Mesel, 2017); however, in brief, the 

theoretical underpinning is experiential learning to encourage the transference of learning 

experiences to other life areas (Gillis & Thomsen, 1996), with the aim of effecting 

“psychological and/or behavioural change” (Gass et al., 2012). Further aims include 

empowering individuals, social development, providing peer group membership (Bowen, Neil 

& Crisp, 2016), and supporting the recognition and adaptation of maladaptive life patterns 

(Richards & Peel, 2005). A key strength of the approach is the ability for facilitators to offer 

in-vivo support whenever maladaptive behaviours arise (Fernee, Gabrielson, Andersen & 

Mesel, 2015). 

The approach is practised world-wide (Fernee et al., 2015), with increasing recognition 

within the mental health field (Bowen & Neill, 2013). A growing evidence-base supports its 

efficacy in creating short- and long-term therapeutic change with a range of populations, 

particularly adolescents described as experiencing psychological difficulties (e.g. Bowen et al., 

2016). There is also emerging evidence of its usefulness as an adjunct to EIPS (Girard & Dube, 

2017); in their small-scale quantitative study with a small qualitative element using a sample 

of participants aged between 19-27, Girard found that participants developed new interests, 

connected with others and experienced the group as fun. However, as this was a brief 

conference paper, detailed explanations of the study are not reported, and it is unclear on the 

detailed qualitative methods employed. 

Group interventions can be an important part of EIPS (Lloyd, Sullivan & Williams, 

2005), and outdoor therapies in particular may be useful for this client group, with 

recreationally-based forms of intervention often being better received by clients than 
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traditional forms of psychological interventions (Fernee et al., 2015). Further, outdoor 

therapies target functioning in a variety of areas, a key concern for the recovery movement, 

and can provide a distraction from difficulties and adverse environments, and improve quality 

of life (Frances, 2006).  

Much of the literature has centred on outcomes-based research, with few qualitative 

studies of participants’ experiences being undertaken. An Interpretative Phenomenological 

Analysis study exploring the experiences of students with anxiety engaging in an OTG 

alongside their individual therapy, found that the group enhanced intra- and interpersonal 

relationships and enabled therapeutic change (Kyriakopoulos, 2010). Another qualitative study 

exploring the experiences of adolescent inpatients undertaking an OTG, found that the group 

improved participants’ trust in themselves and others, led to empowerment, teamwork and 

enabled participants to recognise their personal values (Autry, 2001).  

Despite the positive outcomes, and the experiences outlined, much of the research has 

not been explored with FEP samples, and evidence of how this type of intervention might be 

experienced by this population is scarce. Further, no such studies have been undertaken in the 

United Kingdom, with most research focusing on the United States and Australia. The current 

study therefore aims to explore the experiences of an EIPS sample of young people of 

engaging with an OTG in the United Kingdom; the research question is “what are young 

people’s experiences of engaging with an OTG as an adjunct to their EIPS”. 
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Method 

 

Design 

Semi-structured interviews were undertaken for data collection; the initial framework 

and analysis chosen was Interpretative Phenomenological Analysis (IPA), to enable an in-depth 

exploration of participants’ lived experiences. IPA focuses on understanding people’s lived 

experience, in great detail, requiring the ability of participants to be verbally expressive and 

articulate about their experiences (Willig, 2013, pg. 283).  

Through the process of data collection, it was felt that participants struggled to 

articulate and verbalise their experiences of the group to an appropriate level for an IPA 

analysis. The data was therefore analysed using thematic analysis (TA), chosen for its 

flexibility in approach and assumptions, and in line with Braun and Clarke’s (2006) assertion 

that analysis choice can and should change depending on the type of data available. Further, 

TA is able to provide a detailed account of a range of data (Braun & Clarke, 2006). The aim of 

the chosen analysis was to provide a rich and detailed description of the entire dataset, 

particularly useful in under-researched areas (Braun & Clarke, 2006), as an initial exploration 

of the experiences of young people in an EIPS of engaging in an OTG.  

Intervention 

An open, rolling, OTG was set up independently of this study in a rural EIPS in Wales 

in March 2018, and was offered alongside routine EIPS on a fortnightly basis. In line with 

outdoor therapy philosophies, the aim was to integrate therapy and the outdoors to build 

psychological resilience through a programme of activities of increasing difficulty and 

exposure.  
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The group was underpinned by principles of CBT adapted for psychosis (CBTp), and 

sessions typically lasted around four hours. Facilitators were specialist EIP practitioners who 

provided support as needed throughout sessions. The group was ongoing at the time of this 

study. See Table 1 for sample activities and associated challenges.  

Table 1.  

Sample Activities and Associated Challenges 

Activity Challenges 

Paddle Boarding ▪ Physical exertion 

▪ Social skills 

▪ Following instructions 

▪ Managing emotions in a potentially frightening environment 

▪ New activity  

▪ Overcoming fears 

Mountain walks  ▪ Physical exertion 

▪ Social skills 

▪ Following orders 

▪ Managing emotions in a confined environment 

▪ Overcoming fears 

▪ New activity 

5-day sailing trip ▪ Physical exertion 

▪ Social skills 

▪ Following orders 

▪ Managing emotions in a confined environment 

▪ Working as a team 

▪ New activity  

▪ Overcoming fears 

▪ Being away from home environment for an extended period 

▪ Managing emotions and conflict in a confined environment, for 

an extended period of time 

 

Participants 

In accordance with qualitative methodology, the aim was to find a small homogenous 

sample (Lyons & Coyle, 2007). A purposive sample of six participants who were currently 

engaged in the EIPS OTG were recruited. Eligible participants were aged 16 and over, were 

English-speaking and could give informed consent. Group members had been screened for 
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appropriateness by their clinicians prior to group engagement based on their clinical 

presentation. Diagnoses were not specified as inclusion criteria as young people are often not 

given a diagnosis for some time following symptom onset (Lieberman & Fenton, 2000). 

Participant information is presented in Table 2. All participants were male and White British 

(four Welsh, two English); five were receiving benefits and one was a middle-class university 

student. A mean of 13 sessions of the activity group had been attended (SD=4.8, range 5-20 

sessions). 

Table 2.  

Clinical and Demographic Information 

Participant ID 

and 

pseudonym 

Age 

At-Risk Mental State 

(ARMS) or First-

Episode Psychosis 

(FEP) 

Sessions 

attended 

Length of 

time in 

EIPS 

(years) 

Boat 

trip 

P1 Dafydd 16 ARMS 10 
3 

Yes 

P2 Aled 23 FEP 5 
2 

Yes 

P3 Gethin 21 FEP 15 
4 

Yes 

P4 Dylan 23 ARMS 10 
2 

No 

P5 Osian 23 FEP 15 
2 

Yes 

P6 Rhys 23 ARMS 20 
1 

Yes 

 

Procedure 

Ethical approval was granted (appendices B-F). Potential participants were identified 

by group facilitators and provided with participant packs, which included participant 

information sheets (appendix G).  Interested participants were contacted by the first author. 

Braun & Clarke (2006) suggest that sample size guidance is non-specific and based on study 

needs, with 6-10 participants being recommended for smaller projects. From the small number 
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of OTG attendees, seven people expressed an interest and six were recruited, with one 

participant eventually declining due to life circumstances.  

Author Reflexivity Statement 

The first author (CB) is a female final-year Trainee Clinical Psychologist with a keen 

interest in the outdoors and its integration with therapy; participants were informed of this 

during recruitment. CB completed the interviews; she had little experience of undertaking 

qualitative research interviews and researched and practised completing interviews beforehand. 

The second and third authors are both male qualified Clinical Psychologists of over 10 years. 

All authors worked in the EIPS; the first author did not meet the participants until the interviews 

began, whilst the other authors had worked clinically with all participants. Reflexivity was 

enhanced with a reflective diary (Braun & Clarke, 2013), particularly useful in developing 

ideas for the analysis, charting the learning process and staying close to participants’ 

experiences.  

Data Collection 

Semi-structured interviews were undertaken by the first author in January 2019 in 

locations convenient for the participants (i.e. community centre or home). A flexible interview 

guide was developed by the first author in consultation with the second author (Appendix I) 

and piloted on the third author. Questions included “what was going on in your life around the 

time you became involved in the group” and “how does the group fit in with your life”. 

Confidentiality, anonymity and permission for interviews to be recorded was discussed, and 

written informed consent was obtained (Appendix H). Interviews lasted between 34 and 118 

minutes and were audio-recorded; five interviews were undertaken in one session and one 

interview was undertaken across two sessions. Participants had a variable level of articulacy 
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about their experiences; some were able to speak at length and reflect on their experiences, 

whilst others required more prompting, which was managed using interview prompts. 

Participants spoke about their experiences of the group generally, and some also spoke at length 

about their experiences on a five-day sailing trip.  

Data Analysis 

An inductive approach to analysis was taken from a contextualist epistemological 

position, chosen as it would enable the exploration of the reality of participants’ experiences 

of the group, alongside an acknowledgement of the impact of the wider context in shaping their 

meaning making and understandings (Willig, 2008). Coding and theme development were 

primarily at the semantic level, with these choices reflecting the research aim of identifying 

patterns in young people’s experiences and to stay close to these experiences (Braun, Clarke & 

Rance, 2014). This approach also helps to avoid assumptions and biases in the literature being 

perpetuated and limits the influence of researchers’ pre-existing beliefs (Braun & Clarke, 

2006).  

Analysis was undertaken by the first author. Interviews were transcribed verbatim and 

the transcripts read multiple times for data immersion. Braun and Clarke’s (2006) six-step 

approach to TA was chosen to ensure methodological rigour; diverse coding by hand following 

their approach produced 227 initial codes, which were then collapsed into 62 codes throughout 

the analysis process. This included checking for repetition, changing related smaller codes into 

larger ‘key’ codes, and discarding codes and themes which were not directly related to the 

research question (see appendix J and K for example transcript and list of codes). Coding and 

themes were shared throughout with the co-authors and disagreements were resolved through 
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discussion. The analysis process also adhered to the 15-point checklist outlined by Braun, 

Clarke and Rance (2014; Appendix L) which outlines criteria for a good TA process.  

Results 

 

Two main themes and six subthemes were elicited by the analysis (see Table 2). This 

paper focuses on the main theme of “turn my life around for the better”, due to its relevance to 

functioning and recovery, key concerns of the recovery movement and EIPS (Farkas, 2007). A 

description of the patterns in the dataset, followed by interpretations and theorising around their 

broader meaning and implications in the discussion section, as outlined for an inductive TA 

(Braun & Clarke, 2006), is presented.  

Table 3.  

Themes and Subthemes 

Themes Subthemes 

1.“To begin with I was a bit nervous”  

Participants’ experiences of initial anxieties 

of engaging in the group (see appendix M for 

an exploration of this theme) 

 

2.“Turn my life around for the better” 

Participants’ experiences of their journey 

from negative to positive experiences 

(a) “We’re all in the same boat” 

(b) “My mental health has improved and 

improved” 

(c) “I thought I’d have an adventure” 

(d) “Makes me wanna change” 

(e) “It just brought confidence” 

(f) “I hope it can help other young people” 
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“Turn My Life Around for the Better” 

Participants spoke at length about the positive impact the group had in different areas 

of their lives, reflected in the six subthemes that this main theme was broken down into. All 

themes were inter-linked and contributed to participants’ sense of their lives changing 

positively. 

2 (a): “We’re all in the same boat”. This subtheme highlighted the experience of 

disconnection from society prior to the group, to the experience of developing connections with 

other group members. Participants spoke about feeling disconnected from society prior to the 

group because of their unusual experiences; Aled said: “one of the things that I experienced 

with the whole experience of psychosis was like being different and strange”. 

This was contrasted with participants’ experiences of connecting with other group 

members who had similar experiences, with the group enabling them to build friendships and 

connections with others, whilst recognising that they were not alone in their difficulties. 

These experiences are summed up by the following quote from Rhys:  

 It’s made me like I’m not lonely, you know what I mean? There’s other people out there 

suffering the same kind of stuff. And when we were doing the activity group it was like we all 

had our own problems but we all had things in common. And err that basically, well, that’s 

obviously helped me a lot as well 

Dylan also said: “it was really good making friends with all of them people because they 

went through the same stuff as what I went through and I could really relate to them”, with 
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Gethin also highlighting the strong friendships that had been built through the group. When 

talking about his relationship with another group member, Gethin said: “turns out I’m better 

mates with him (now) than my old mates”.  

Participants also spoke about their new experience of being cared for within the group 

and being valued as a person, rather than being judged in relation to their difficulties; Dylan 

said: “it felt like people like actually cared about me yeah and not see me for, not see what’s 

wrong with me, see me as a person”. Dafydd also noted: “none of them judged me for my 

problems because they’ve got problems (too) innit?”.  

 

2 (b): “My mental health has improved and improved”. This subtheme was related to the 

positive impact the group had on participants’ mental wellbeing, which was contrasted with 

their wellbeing prior to engaging with the group. Participants spoke about their difficulties 

before the group: 

Erm I was going through like a rough time. Really like mentally and I hit like quite a bad 

phase at that time and erm I was experiencing like imaginary friends and stuff, so I needed 

help. It was a bit scary at times (Rhys) 

In contrast, participants described that overall, the group had been a joyful experience; 

when talking about mental wellbeing and how the group had played a positive part in this, 

Aled said: “building experiences that are positive, having fun is actually probably the best 

thing you can do”, with some participants noticing changes within the group itself, and for 

others, this was sustained. In relation to the experiences, participants also valued that the 

group allowed them to create positive memories; when talking about the group and mental 
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wellbeing, Aled said: “I think gaining good memories is really important, especially if you’ve 

had something that’s largely negative (psychosis)”. 

Participants also spoke about ways the group had reduced their stress; Gethin said: 

“yeah it was proper nice just being there, not like fucking stressing. Everything stresses me 

really but this was different”, and participants also described the impact the group had on 

their unusual experiences, which had provided an opportunity for participants to leave 

difficult environments and experience feeling calmer and more relaxed. When talking about 

his experiences on the sailing trip, Osian said:  

ahh it was nice…I don’t have any other words for it…it was just really good…it was just 

peaceful and chilled out…and having no worries…there’s like nothing going on…like no 

worries…don’t hear voices and stuff…just nice 

2 (c): “I thought I’d have an adventure”. This subtheme was defined by the new experiences 

that participants had as a result of their group engagement. Participants described their sense 

of life being bleak prior to engaging with the group; when describing his life before, Osian 

said: “I didn’t have anything to look forward to, just like the next week is just, just what comes, 

just the next day and it just goes on and drags a bit, and it just feels like one big day”.   

In contrast, the group was seen as offering a new experience: “I didn’t have anything 

to look forward to but next week (with the group) I’ve got something to do and something to 

look back on” (Osian). Dylan also said of the group: “it made my life more exciting”.  

Participants also spoke about the experience of engaging with different things; Dylan 

said: “I was getting out and seeing things and experiencing things and learning about 

different things, like nature and stuff”.  
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Participants also valued experiencing different environments, which they found 

helped them gain perspective on their lives:  

 

we were in the sea and it was just so sunny and…so calm and I was just…looking out, and I 

was just…open my mind up yeah…like the problems I have at home, they’re not that big. The 

things I worry about I shouldn’t worry as much about (Rhys) 

 

2 (d): “Makes me wanna change”. This subtheme was defined by participants’ motivation to 

make lifestyle changes as a result of their group experiences, which they contrasted with their 

lifestyles prior to the group. When talking about his life before the group, Gethin said that he 

was “smoking loads, doing nothing” and participants generally conveyed a sense that they felt 

their lifestyles were unhealthy before the group. When talking about his mental health, Aled 

said: “too much time spent doing nothing was actually very damaging”, as he felt it encouraged 

him to dwell on difficult thoughts.  

In contrast, by engaging in the group, particularly the sailing trip, the participants found 

that routine and structure had been missing from their lives but was an important experience: 

“because it was like getting up every morning, like, we had routine, we were doing something” 

(Dafydd). 

The group experience, and particularly having routine and structure, lead to a desire for 

participants to make lifestyle changes: “it made me wanna stop smoking yeah” (Gethin). 

Participants had then attempted to make changes in their everyday lives; Osian said: “like I’m 

not gonna have a job soon yeah…but trying to build up to getting a job like trying to wake up 

early and stuff, so just getting into a routine if you know what I mean”. Rhys added: “but after 
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that sailing trip I started erm … boxing, I started running. I started eating well every single 

day”.  

Many participants were aiming for employment, with some already having found 

work, which they attributed to their group experiences: “like going on the boat, actually 

working to do something…if I could do the same outside of the boat then sorted innit? And 

then I ended up getting a job” (Dafydd).  

Participants also spoke about the ways that the group had made them want to change. 

Rhys said: “what that did was open my mind up and make me want to do things with my 

life”.  

2 (e): “It just brought confidence/I ain’t a waste of space”. This subtheme was defined by 

participants’ experiences of how the group had positively impacted on their self-esteem and 

confidence over time, which was contrasted with a perceived lack of confidence prior to the 

group. When discussing their lives prior to the group, participants described themselves in 

negative terms, such as “a waste of space” (Dafydd) and “a bum” (Gethin). They described the 

experience of psychosis as having a profound impact on their self-esteem and confidence: “a 

lot of people had similar experiences in terms of their confidence was knocked considerably 

by what they’d experienced [psychosis]” (Aled). 

Participants also spoke about seeing themselves as unworthy due to their unusual 

experiences. When describing his experiences of hearing voices and his self-perception prior 

to the group, Dylan said: “at first I just thought I was going insane, I thought I was not 

worthy of anything”. 

Further, participants alluded to their understanding of the stigma attached to mental 

health difficulties. Gethin was keen not to be labelled and hadn’t shared his difficulties with 
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his friends for fear of being ridiculed: “I just don’t wanna get labelled, none of my mates 

know I go through shit yeah, hell no they’d take the piss out of me if they knew”.  

This was contrasted by the way participants described themselves after engaging in 

the group, with participants describing feeling more confident and able to do things they had 

previously been unable to do: “like being able to speak to people in the street, being able to 

go to the shop to buy milk, being able to leave the house” (Rhys).  

Participants also acknowledged the process of building confidence as incremental, 

and the transference of building confidence in the group to other areas of life: “not just in the 

group but confidence in like other places and stuff. And it was like over time, obviously it 

hasn’t happened overnight but over time its builded up” (Rhys). 

Often, participants’ self-esteem and confidence improved as a result of feeling 

capable and achieving within the group, which often involved completing new activities and 

tasks: 

I felt good to be honest. Because they’re all like, I think the youngest next to me was 18 and 

that’s still two years difference. But like they’re older than me and I’m still doing the same as 

them [boat activities] (Dafydd) 

Dafydd further illustrated the impact the group had on the way he viewed himself: “it 

was like I changed as a person, I ain’t a waste of space innit”. 

Finally, in line with participants’ experiences of their confidence being affected as a 

result of their experiences, rebuilding confidence was seen as an important part of recovery: 

“I think in terms of elements of recovering from psychosis, because it affects confidence 

largely” (Aled).  
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2 (f): “I hope it can help other young people”. This theme was defined by participants’ desire 

to return the perceived benefits they had received from attending the group, to others who 

shared similar experiences. Participants saw the group as valuable and as an important part of 

their recovery process, and were keen to share the benefits of this with others:  

The way I’ve used the experiences, like the sailing trips and the groups, to turn my life 

around for the better and I just hope that it can help other young people with the same 

problems, or with difficult problems, to encourage them to do the same with their lives. I just 

hope they can gain from that, even just a little of what I’ve gained, it’s helped me so much so 

I just hope other young people will gain as much as I have from it (Rhys). 

Discussion 

This is a preliminary qualitative study exploring the experiences of a sample of EIPS 

participants in engaging with an OTG, which aims to support the development of this novel 

approach within EIPS. It is the first detailed exploration with this client group engaging with 

an OTG, and findings indicate that participants were able to overcome their anxieties and 

engage with the group, which lead to positive change and growth. These findings are in line 

with both outcomes and qualitative research into the benefits of outdoor therapy with other 

samples (e.g. Bowen et al., 2016) and EIPS participants (Girard & Dube, 2017), and 

demonstrates that individuals experiencing psychosis can engage and benefit from this form of 

intervention. The OTG was ongoing at the time of this study, and therefore, the experiences 

discussed represent an ongoing process for participants.  

 “Turn My Life Around for the Better” 

Change and growth was facilitated by the group in a variety of ways, which were all 

inter-linked: by developing connections and having their experiences normalised by their peers, 
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and engaging with and overcoming challenges, participants were able to develop their 

confidence and self-esteem. They developed a new perspective on themselves and their lives 

through engaging with new activities and environments, and led to a desire for lifestyle change 

and a desire to help others with similar experiences. These findings are in line with research, 

indicating that service-users value interventions that improve functioning in a range of areas 

and see improvements in these areas as integral to their recovery (Byrne, Davies & Morrison, 

2010).  

 Participants’ experiences of connecting with others, developing friendships and having 

their difficulties normalised is in line with similar research of OTGs (Girard & Dube, 2017; 

Kyriakopoulos, 2010; Bowen et al., 2016). Their experiences also suggest that they had been 

able to develop social skills as part of the group, which are often negatively impacted in young 

people experiencing psychosis (Lloyd et al., 2000). Further, as psychosis can often be lonely 

and isolating, experiences of belonging and connectedness to a group can be important 

protective factors against declining functioning and other mental health difficulties, with 

research suggesting that social isolation can be a barrier to recovery (Fowler et al., 2018). The 

OTG also appeared to be experienced as safe by participants, as evidenced by their continued 

engagement and ability to develop friendships, an interesting finding given that the group was 

open to new members, and that many people experiencing psychosis often feel unsafe 

(Freeman et al., 2015). Again, this indicates that an important process had taken place within 

the group context, which appears to have been facilitated by shared adversity. These findings 

of connection as part of the OTG are also in line with those from Kyriakopoulos (2010) and 

Girard and Dube (2017), who found that participants felt connected with fellow group members 

in their OTGs.  
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Participants also valued engaging with the new experiences the OTG provided, which 

was in contrast to their everyday lives. Most participants were from lower socioeconomic status 

(SES) backgrounds, with limited abilities to engage with the activities provided by the group; 

research indicates that those from lower SES backgrounds are less physically active than those 

from higher SES backgrounds (Stalsberg & Pedersen, 2010), with high costs of activities a 

barrier to engagement (Hoff & Mitchell, 2007). Therefore, for this sample, engaging with these 

activities may have been more impactful given their low SES. The intervention offered 

participants a different perspective from being in new environments and engaging in new 

activities. As discussed, adverse social environments are a known maintenance factor of 

psychosis, and therefore leaving such environments, even for short periods of time, can be 

useful interventions (Fowler et al., 2018), which normal life and mental health services cannot 

typically provide. Whilst leaving adverse environments is not always possible or feasible, 

providing participants with the opportunity to leave these environments at least once a week 

seemed to provide a positive benefit for this sample, in line with other research on outdoor 

therapies that highlighted that a core component of the approach is its use of new environments 

and experiences to effect change (Gass et al., 2012).  

Participants also described making changes to their daily lives by changing their 

behaviour, particularly referring to routine as a positive and important change; research has 

indicated that unstructured time increases risky behaviours and poor outcomes in young people 

(Fredricks and Simpkins, 2012). Participants associated having a routine with positive 

attributes that could potentially lead to finding employment, indicating an awareness of society 

and the impact that not having a routine could have on their lives, in line with service-user 

research that increased structure had a positive impact (Byrne et al., 2010), and similar findings 

from Fowler et al. (2018) on the importance of structured activity for EIPS clients. These 
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experiences also indicate that participants were able to use experiences from the group and 

apply these to other life areas, in line with research that indicates that such changes can occur 

through OTGs (Gass et al., 2012).  

Participants built their confidence through engaging in the group and seeing themselves 

as capable of completing activities. This increased confidence was reflected in other areas, such 

as the desire to make lifestyle changes, become healthier, find employment, and help other 

people with their difficulties. As iterated by participants, building confidence is an important 

part of recovering from psychosis; again, this is reflected in the literature which indicates that 

OTG’s can improve confidence and self-esteem (Gass et al., 2012). Although this sample did 

not directly talk about overcoming difficult tasks, they alluded to their experience of feelings 

of achievement, suggesting this had taken place as part of the group, which is again consistent 

with the outdoor therapy literature.  

Participants were also keen to share the positive aspects of the group with others with 

similar experiences; similar findings were reported by Kyriakopoulos (2010), who found that 

participants reported enhanced feelings of mutual caretaking whilst engaged in their OTG. 

Fowler et al. (2018) outlines this as an important aspect of social functioning.  

Although participants’ group engagement wasn’t directly explored in this study, the 

current sample were currently engaging with the group, had been doing so for some time, and 

frequently commented on their enjoyment of it. This supports research that suggests that 

recreationally-based forms of interventions may be better received by some clients, 

particularly younger clients (Fernee et al., 2015). Further, this type of intervention could 

potentially be more suitable and beneficial for their developmental stage than more traditional 

“talking therapies”, which require the ability to articulate and reflect on experiences and 
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tolerate close proximity to others. Further, this intervention also links in with clients’ 

perspectives about recovery; social inclusion and functioning improvement, rather than 

symptom reduction (Fowler et al., 2018).   

Strengths and Limitations 

This is the first detailed exploration of EIPS participants and their experiences of 

engaging with an OTG as part of their EIPS. It is a timely piece of research given the growing 

consideration of incorporating the outdoors in mental health interventions, and it was felt that 

TA offered a useful and appropriate method of analysis which matched the aims of the research 

question.  

The authors also acknowledge several limitations with the current study. Although the 

purpose of qualitative studies is not to make generalisations to other populations, the sample is 

skewed towards young White British men, and whilst this reflects the study’s local population 

and EIPS clients, black and minority ethnic (BME) and female clients also engage with EIPS 

and were not represented in this sample. A broader range of diversity when exploring OTGs 

would therefore be beneficial. 

Although challenges were discussed by participants about their initial anxieties of 

engaging with the group, and questions were asked about difficult experiences, most reported 

that they had not encountered any difficulties during the group. Whilst this represents the 

experiences of this particular sample, it contrasts with general research and theory about 

outdoor therapy of its challenging nature and challenging activities, which are of core 

importance. For example, Kyriakopoulos (2010) found that participants valued the challenging 

nature of the outdoor group they engaged with and reflected on this as a core component of 

their growth, and the finding in the current sample may be related to several factors. The level 
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of challenge in the activities may not have been sufficient for participants to experience them 

as challenging; participants may have had difficulty verbalising and discussing their difficult 

experiences; participants may have felt unable to discuss more challenging aspects of the group 

as the research team were also part of the EIPS and one author was particularly involved in the 

group. It is also acknowledged that the interviews were undertaken by a member of the EIPS; 

whilst she had not engaged with the participants prior to the interviews, their responses about 

their group experiences may have been positively biased. Further, all participants were engaged 

in the group to some degree, representing a bias towards those who had benefitted from the 

intervention and therefore continued to engage. It may have been helpful to include participants 

who were no longer engaged in the group to provide a broader range of experiences, and 

potentially use interviewers who were not part of the EIPS to provide more space for 

participants to discuss difficult or challenging experiences. Nevertheless, the findings represent 

an interesting and valuable insight into group experiences in this setting.  

The degree to which participants were able to articulate their experiences varied greatly. 

Participants contributed to all themes, and although efforts were made to ensure a wide range 

of quotes were included from each participant, with an even spread between participants, some 

participants were slightly overrepresented in the included quotes. However, according to Braun 

and Clarke (2006), this is common when writing up qualitative research with participants of 

varying levels of articulation. This may also be reflective of the fact that participants are still 

in the midst of their growth and change, and may have had different opportunities to reflect on 

their experiences prior to interview. 

Due to the first author’s interests and knowledge of outdoor interventions, there was a 

constant tension between maintaining an inductive analysis and bracketing existing knowledge 
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of the evidence-base and theories to steer away from a deductive, theory-driven analysis.  

However, as outlined by Braun and Clarke (2006), the authors acknowledge that researchers 

cannot completely free themselves from pre-existing knowledge and beliefs, and the impact of 

this on the study, particularly the analysis, was frequently reflected upon in supervision.  

Finally, an important point of note is the focus of participants on talking about their 

experiences of the five-day sailing trip. Whilst the interview explored their experiences of the 

group in general, participants spoke at length about their sailing trip experience, and it was 

often difficult to ascertain which part of the intervention had contributed to their experiences.  

Again, whilst this represents this particular sample’s experiences of their OTG, a core part of 

outdoor therapy is engaging in accessible activities that clients can frequently engage in. Whilst 

the current findings are interesting, specific findings, such as the experience of extended routine 

and structure whilst on a boat, will be difficult to replicate in routine clinical practice. However, 

activities that provide an element of these experiences may be replicable, such as a short-term 

wild camping trip, and could be considered as an adjunct to routine EIPS.  

Clinical and Research Implications 

The experiences of participants in this study adds to the developing evidence-base that 

outdoor therapy can be a beneficial adjunct to EIPS, with it also being well-received by the 

current sample. The experiences outlined, such as improvement in wellbeing and confidence 

based on new experiences and meeting others, could provide the basis for developing new 

interventions in EIPS, whether developing OTGs or incorporating the outdoors into existing 

therapies. 

Future research could begin to explore its feasibility and acceptability in other EIPS 

teams, to determine whether this type of intervention would be possible elsewhere in the UK. 
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The current study took place in a rural location, and the traditional outdoor therapy activities 

of hiking and camping may be difficult to arrange, particularly in urban areas; however, 

creativity could make this possible, and it appears that the benefits are worthwhile. 

Theories regarding outdoor therapy have been detailed elsewhere (e.g. Fernee et al., 

2017); however as discussed, these theories may not be applicable to EIPS samples as much of 

the literature has been completed with non-clinical samples. Therefore, future research, such 

as ethnographic studies, based on live observations, could begin to explore the core components 

of the outdoor therapy experience for such a sample and provide a further basis for theory 

developments. 

Future research could also begin to quantitatively explore the outcomes of OTG’s in 

EIPS, using the themes outlined in this study, such as increased confidence and desire for 

lifestyle change, as guidance for outcome measures, to determine its efficacy. Specific 

questions may include questions of whether increased engagement leads to better outcomes 

within the group and whether those who have individual therapy alongside the group are more 

able to incorporate OTG education and skills into their everyday life. Longer-term evaluation 

is also important to track its usefulness over time, and practical difficulties of developing a 

realistic control condition would also need to be considered.  

Samples should, where possible, reflect EIPS populations as much as possible to ensure 

findings are applicable to a range of clients; therefore, including more females, more BME 

clients and those who have struggled or disengaged from the group, would provide important 

insights.  
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Contributions to Theory and Practice 

This thesis explored psychological treatments for young people experiencing first-

episode psychosis (FEP), with a focus on group interventions. The systematic review 

compared the effectiveness of individual and group psychological interventions for 

improving functioning and symptoms of psychosis in young people experiencing a FEP. The 

empirical paper explored young people’s experiences of engaging with an outdoor therapy 

group as an adjunct to their routine care in Early Interventions in Psychosis Service (EIPS). 

The final paper integrates the findings from both papers to consider the implications for 

theory development, future research and clinical practice. Finally, personal reflections on 

conducting the research are included.  

Theoretical Implications and Future Research  

Whilst the findings of the literature review were inconclusive, it broadened our 

understanding of group and individual interventions with a comparison being made between 

the two modalities. The comparison raised the question of whether both interventions are 

effective in improving different aspects of functioning; with individual interventions 

appearing to work well at improving engagement in structured social activities, perceptions 

of role functioning and extended social networks, whilst group interventions appear to 

improve coping skills and attachment (emotional closeness to others). Whilst this may be the 

result of the studies included in the review, it may also represent specific outcomes targeted 

by each intervention; for example, the individual therapy recommended for EIPS, Cognitive 

Behavioural Therapy, often focuses on reducing symptoms as a primary outcome and 

functioning as a secondary outcome (Fowler et al., 2018). However, as outlined by the user-

recovery movement, improvements in functioning, rather than reductions in symptoms, are a 
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main concern (Fowler et al., 2018), and interventions in line with these outcomes should also 

be offered. It is recommended that large-scale studies with larger sample sizes, suitably 

powered to detect effect sizes, as well as smaller-scale research, such as service evaluations, 

are used to explore interventions focusing on improving functioning, which could result in 

beneficial interventions being developed.  

The literature review also highlighted the differences in quality and availability of 

studies for each modality, with individual studies being more common, and tending to be 

larger and better reported. A lack of research related to FEP samples was also noted as part of 

the literature search, with many studies focused on older samples of participants experiencing 

longer-term psychosis and/or diagnosed with Schizophrenia, meaning a small number of 

studies were included in the review. This is an interesting finding, given the development of 

EIPS which focuses on FEP in clinical practice, and the mixed availability of targeted, 

biopsychosocial interventions for those with longer-term psychosis, or diagnoses of 

Schizophrenia, in community mental health teams. These findings highlight the need for 

more studies focused on outcomes of group interventions for EIPS and their clients. The 

findings also highlight the need for more studies focused on samples of FEP individuals, to 

develop a better understanding of the interventions that are most useful for this client group.  

There was a difference in the quality of papers, with individual intervention studies 

generally receiving higher scores based on a quality assessment tool, than group intervention 

studies, generally based on the ways in which information was reported. Future studies 

should be of a good quality; RCTs are the golden standard, however there are limitations of 

this approach for evaluating complex psychotherapeutic interventions with complex samples, 

which should be acknowledged. Studies should ensure they follow reporting guidelines at the 
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least, to improve study quality (Consolidated Standards of Reporting Trials guidelines 

(CONSORT; Moher, Schulz & Altman, 2001).  

Many studies included in the first paper specified substance misuse as an exclusion 

criterion; however, in clinical practice, co-morbid mental health and substance misuse 

difficulties are common. Further, studies used strict diagnostic criteria (diagnoses of non-

affective psychosis) as inclusion criteria (with the exception of Newton et al., 2005, who 

acknowledged the difficulty in giving young people diagnoses due to the complexity of the 

development of psychosis). Whilst this is a pragmatic approach, it does not accurately reflect 

clinical practice, with younger people often not receiving diagnoses for some time following 

symptom onset (Lieberman & Fenton, 2000). Further, there is a shift towards conceptualising 

psychosis as a spectrum (Kuipers et al., 2006) and this should be reflected more accurately in 

the research. It is therefore important that research includes samples that match clinical 

practice in EIPS as much as possible, to ensure validity and reliability of findings.  

The empirical paper presents findings from an exploration of a novel intervention, an 

outdoor therapy group, as an adjunct to routine EIPS. Whilst there is a growing evidence-base 

for its application with a range of client groups, samples of young people experiencing 

psychosis are scarce. One study, reported as a conference paper, demonstrated benefits of an 

outdoor therapy group (OTG) as an adjunct to an EIPS in Canada (Girard & Dube, 2017). 

Whilst the findings were promising, the study was not peer-reviewed, and details of 

important aspects of the project, such as participant demographics, details of the EIPS within 

which the study was undertaken, and the OTG itself, were not included, making it difficult to 

assess the findings. The current empirical paper therefore adds to this emerging evidence-

base, and provides further insights into the experiences of young people of engaging with an 
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OTG as an adjunct to their EIPS. The findings indicate that participants were able to 

experience many benefits, such as improved confidence and wellbeing, and a desire for 

lifestyle change, in contrast with negative experiences they described as having before their 

group engagement.  

On a broad level, the participants’ descriptions of negative experiences before their 

group engagement are in line with evidence regarding young people in general, which 

suggests increasing mental health difficulties and reduced wellbeing as a result of increased 

societal pressures and the current socioeconomic climate. A recent report by the Prince’s 

Trust (Prince’s Trust, 2019), which measures young people’s happiness and confidence 

levels, found that young people are experiencing their lowest levels of wellbeing since their 

reports began in 2009. Contributing factors included poor working conditions and 

employment availability, perceived lack of opportunities for career development and worry 

about finances. For young people with psychosis, these societal pressures are compounded by 

psychosis and its associated stigma and perceptions of abnormality (Lloyd et al., 2000). 

Further, the symptoms of psychosis and its associated difficulties typically develop at a 

young age, during a critical period of development for young people (Birchwood, Todd & 

Jackson, 1998), further compounding young peoples’ wellbeing and development.  

The negative experiences that participants outlined of their lives before their group 

engagement can be understood within the context of theories of psychosis. Participants 

described living within poor social circumstances, experiencing symptoms of psychosis, poor 

wellbeing and low confidence and self-esteem; in their cognitive model of psychosis, Garety, 

Kuipers, Fowler, Freeman & Bebbington (2001) suggested that adverse social environments 

are important triggers and maintaining factors of symptoms of psychosis. In further support 
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of this theory, participants in the current study outlined their experiences of reduced 

symptoms during their engagement with the group, which involved leaving these 

environments. Participants also valued experiencing brief periods of change in their social 

environments whilst engaging in the activities, particularly the sailing boat, and experienced 

positive change as a result, further suggesting that they were able to break a maintenance 

factor of their difficulties. In further support, research has suggested that supportive social 

environments are related to reduced positive symptoms of psychosis (Norman et al., 2005), 

with participants in the current study describing such experiences.   

The findings of the empirical paper of participants experiencing positive outcomes as 

a result of their group engagement, also link with the outdoor therapy theories of change, 

with one theory suggesting that the positive outcomes often evidenced by OTGs is the result 

of engaging with unfamiliar physical environments (Nadler, 1993). Further, the theory 

suggests that the unfamiliar environment creates a state of dissonance through the creation of 

anxiety and perceptions of risk, and that by overcoming the dissonance through engaging 

with, and overcoming the challenges produced by the environments, individuals experience 

positive benefits, such as improved confidence (Nadler, 1993). Participants in the current 

study were able to experience positive benefits such as improved confidence and wellbeing 

and a desire for lifestyle change, and as suggested by the theory, the change of environment 

may have been an important factor in these improvements.  

Table 1 outlines the conceptual framework of the wilderness, or outdoor therapy, 

treatment milieu, as outlined by Russell and Farnum (2004). The theory outlines the potential 

therapeutic factors leading to change for participants; as previously stated, much of outdoor 

therapy literature has not been completed with young people experiencing psychosis, 
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however, the framework outlines potential aspects of change which could be applicable to the 

sample in the empirical paper as it is based on studies of ‘at-risk’ adolescents. The model 

specifically focuses on wilderness therapy, a form of outdoor therapy that also incorporates 

elements of outdoor living, such as wild camping. Fernee, Gabrielsen, Andersen and Mesel 

(2017) suggest this as being applicable to outdoor therapies more broadly due to their 

similarities. The model suggests a dynamic process between the three therapeutic categories, 

which are each able to facilitate change and are present at all times of the intervention to 

varying degrees, which are: (1) the wilderness, (i.e. nature, the outdoors) (2) the physical-self, 

which includes interactions with nature and activities as part of the therapy which facilitate 

learning or personal growth; and (3) the social-self, related to the social interactions which 

take place as part of the group, and the specific learning environment facilitated by the OTG. 

It was hypothesised that each category had peak intensities, as participants moved through 

their OTG experience, with the ‘wilderness’ category being the highest at the start of a new 

activity, where the environment may be perceived as new, exciting and/or overwhelming. 

Once participants had familiarised with the environment, Russell and Farnum (2004) 

hypothesised that the physical-self became most important, with participants able to 

challenge themselves and engage with physical activities. Finally, once participants had 

developed a level of perceived mastery over the environment and tasks, Russell and Farnum 

(2004) suggested that social interaction could occur, with developments in the ‘social-self’ 

category.  

This model corresponds to some degree with the findings of the empirical paper; for 

the category of ‘wilderness’, participants experienced the new environments as positive, and 

a “break” from stressful social situations; for ‘physical-self’, participants also outlined the 

desire to be physically healthy, and had attempted to make changes to their everyday lives to 
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make this possible, whilst also speaking about increased confidence and self-esteem; and for 

‘social-self’, participants described being able to develop friendships and connections, 

suggesting they had been able to engage in cooperative behaviours as part of the group. 

Although participants in the empirical study did not directly mention feelings of success and 

mastery from engaging in the group activities, they did mention feelings of achievement, and 

were able to engage with the group to some degree; it could therefore be hypothesised that 

this aspect of change did take place for the participants.  

Table 1 

Conceptual Framework of the Wilderness Therapy Treatment Milieu 

Category Time of Peak Intensity Proposition 

Therapeutic Factors of the Wilderness Experience 

Wilderness Beginning The wilderness environment, acting alone, can be seen as a 

restorative environment for at-risk youth who have high 

levels of anxiety and are stressed from mental fatigue 

caused by too much direct attention. 

Physical-self Late By combining the effects of feeling and looking better 

physically through consistent physical activity and 

wilderness activities that are designed to challenge while 

allowing opportunities for immediate feedback and success, 

the wilderness works as a therapeutic medium to foster an 

enhanced image of the self. 

Social-self Middle Research has shown that wilderness experience programs, 

through a variety of day-to-day activities while on the 

program, help at-risk youth learn more cooperative 

behaviours. Breaking down barriers of stereotypes and 

preconceived notions allows participants get to know each 
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other better, meeting the needs of youth at risk who have 

limited capacities to form close interpersonal relationships. 

Source. Adapted from Russell and Farnum (2004, p. 41).  

 This model was further developed by Fernee et al. (2017) in their realist synthesis of 

literature on adolescents experiencing psychological and behavioural problems. The authors 

incorporated a new category, the ‘psychosocial-self’ based on integrating conceptions of the 

‘psychological-self’ from the literature, and the existing ‘social-self category’, and this new 

category included the challenges of engaging in the group environment and relational 

difficulties that may arise. The authors suggested that OTGs present the opportunity for 

cooperative activities and social support, and suggested that this could facilitate pro-social 

processes, acceptance of others and closer relationships. The authors also suggested that key 

change factors of the intervention are peer dynamics and a strong alliance with the group 

facilitators. This developed model also provides insights into the change processes potentially 

involved with OTGs, and links with the findings of the empirical paper, with participants 

describing social support from peers, acceptance of others and closer relationships.  

 A further area of consideration is the social aspect of the OTG. As discussed 

previously, due to the disruptions in development which can be caused by developing 

psychosis, psychosocial outcomes can be affected (Lloyd, Bassett & Samra, 2000). 

Disruptions in these developments can lead to poor social functioning, with the recovery 

movement suggesting that recovery from psychosis includes improved social and functional 

outcomes (Law & Morrison, 2004), with a lack of improvement in these areas suggested as 

being a barrier to recovery and improved long-term outcomes (Fowler et al., 2018). Fowler et 

al. (2018) also outlined the importance of structured activity in facilitating improvements in 

social functioning, an important part of the recovery process (Law & Morrison, 2004). 
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Therefore, interventions that target these areas, such as OTGs, are important; OTGs, for 

example, are theoretically aligned with young people’s developmental stage, with its 

emphasis on peer group membership and positive risk-taking, key developmental stages for 

this age group (Fernee et al., 2017).  In line with the findings of the empirical study, 

participants did appear to experience improvements in their social and functional outcomes, 

as evidenced by their ability to develop friendships and make lifestyle changes, which 

included finding work for some participants. Participants also valued the experiences of 

routine and structure as part of the group, which appeared to be an important part of their 

improvements in functioning, in line with Fowler et al.’s (2018) assertions. An interesting 

point of note is that participants in the empirical paper did not discuss their experiences of 

positive risk-taking, suggested as a key aspect of the outdoor therapy experience (Fernee et 

al., 2017), which could be related to a number of factors, such as participants potentially 

finding it difficult to discuss uncomfortable situations.  

 McCormack (1999) highlighted that sailing trips can be part of OTGs, as the aims and 

environments are often aligned with the aims and environments of land-based OTGs 

(McCormack, 1999). The author outlined the specific benefits that arise from engaging in 

such an environment, highlighting that sailing trips for young people can facilitate personal 

and social development due to its intense environment, learning and natural discipline 

imposed by the environments. An important aspect of some participants’ group experience 

was their experience of going sailing as part of the OTG, and discussed similar experiences 

and benefits following the sailing component of the OTG.  

As the study in the second paper is a preliminary study, an important next step for 

research would be feasibility research, to assess the feasibility and acceptability within EIPS 
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in the NHS, given the potential practical difficulties of incorporating this type of intervention 

into services. It is also recommended that future quantitative research includes well-powered 

studies with large sample sizes where possible, bearing in mind the potential difficulties of 

setting up such an intervention with a traditionally difficult-to-engage client group within 

EIPS (Fowler et al., 2018). Longitudinal studies are also required, to establish whether 

outcomes exist over time, or whether benefits change following engagement. Themes 

outlined in this study could also be used as potential outcome measures in quantitative 

research, such as exploring whether areas such as confidence and wellbeing objectively 

improve as a result of group engagement. Services could also trial such interventions and 

complete service evaluations to explore their efficacy on a local level.  

An interesting area of exploration may be exploring whether participants are able to 

continue applying their learning experiences in their lives following their group engagement, 

or whether booster sessions or continued engagement are required. The findings suggest that 

improving in these areas counteracted the negative experiences of feeling isolated, 

disconnected and different, which would need further exploration.  

It is also recommended that research continues to explore participants’ experiences of 

engaging with OTGs to understand the process of change in more detail, which would 

contribute to theory development. A range of qualitative methods, including ethnographic 

studies, could be used for this aim.  

Implications for Clinical Practice 

The findings from the literature review were inconclusive, however highlighted the 

unclear evidence-base for recommending individual CBT as the treatment of choice for EIPS 

clients, and mixed findings regarding the efficacy of both individual and group interventions 
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for improving symptoms and functioning. However, this may have been related to many of 

the control conditions being routine EIPS care, which is regarded as the treatment of choice 

for the client group (Craig et al., 2004) and would therefore be difficult to show 

improvements. There were promising findings that both modalities could lead to 

improvements in functioning and symptoms, with within-groups improvements being noted. 

In clinical practice, it may be useful to consider the mixed efficacy of both approaches, and 

tailor interventions to suit individuals, as well as acknowledging the potential differences in 

the targets of each intervention modality.  

The findings from the second paper indicate that the OTG was experienced positively 

by the participants, and highlighted the positive impact the group had on a range of domains, 

including increased confidence and connections with others, desire for lifestyle change, new 

experiences, improved wellbeing and a desire to help others with similar experiences. 

Improvements in these domains of functioning are an important part of the recovery process 

according to the recovery movement (Fowler et al., 2018), and the findings suggest that 

OTGs could tie in with this process. The findings of this study, as well as other studies such 

as Fowler et al. (2018), suggest that improving social functioning can be an important area of 

focus of interventions for this population. Clinically, EIPS could therefore consider 

developing OTGs within their services and attempting to incorporate elements of the group, 

such as the ability to connect with others and engage in new activities, into routine practice if 

feasible. However, as this is a new intervention within EIPS, services will need to 

acknowledge the novelty of the intervention when deciding on its delivery in practice. It is 

also important to consider the practical difficulties of implementing such a group within NHS 

services, such as providing staff with the time to facilitate the intervention and the potential 

difficulties of getting into the outdoor environment for more urban services; however, the 
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empirical study demonstrates that this can be possible, and specific activities could be 

tailored to reduce the level of unacceptable risk.  

The second paper also outlined the important role of group facilitators in supporting 

young people to be able to engage in the OTG (theme 1; appendix M). This will be an 

important factor in developing such interventions in clinical practice, and the development of 

a safe environment to ensure young people feel comfortable with engaging will be key.  

Personal Reflections 

The following reflections are based on my thoughts and experiences that I noted in 

my reflective diary, throughout the research process, as recommended for qualitative 

researchers (Braun & Clarke, 2006). Keeping this reflective diary enabled me to reflect on 

my context and lived experience as a researcher and helped me to focus on each participant’s 

story.  

I was able to combine one of my third-year placements, the local EIPS, with my 

research project, which was an interesting and useful experience, enabling me to learn more 

about EIPS and FEP, which I had limited knowledge of and was valuable in understanding 

more about the service and the clients. There had initially been plans for me to be involved in 

the OTG early on in my placement; however, as I learnt more about qualitative research and 

reflected on my dual roles as researcher and clinician, and after reflecting with my 

supervisors, I decided that I would be involved in the group once the interviews had been 

completed. Reflecting on this decision, I acknowledged that there were some benefits to 

being involved in the group, such as helping the young people feel more comfortable with me 

in the interviews and developing more knowledge about their experiences outside of the 

interview. However, I was keen to enable the young people to feel as open as possible in 
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sharing their experiences with me, and I felt that being involved in the OTG as both clinician 

and researcher would potentially be confusing for participants and potentially limit their 

abilities to be open and honest with me during interviews. One participant made reference to 

my role as a clinician during the interviews, and I wondered whether this had impacted on his 

interview responses and whether he had viewed the interview as a therapy session.  

To attempt to make participants more comfortable about my dual roles, I explicitly 

outlined both of my roles before each interview, and was keen to stress the confidentiality 

agreement to enable the participants to feel comfortable in sharing their experiences with me. 

I was constantly aware of my two roles throughout the research process, particularly during 

interviews, and acknowledged the tension I felt between being a researcher and being a 

Trainee Clinical Psychologist, which involved tensions between being a therapist, and feeling 

an urge to respond in a certain way to answers, to being a researcher, and attempting to leave 

space for participants to make sense of their experiences without my interpretations. This was 

difficult, however keeping a reflective diary throughout the process and reflecting on this 

with my supervisors was invaluable. I felt this tension most in my first interview, and the 

more I read about the interview process, the more comfortable I felt to integrate these 

identities. Supervision also helped with this. There were parts of “trainee psychologist Carla” 

that I became aware of and which I attempted to moderate throughout the interviews; for 

example, my skills in active listening, that I have developed as a trainee, were used as an 

attempt to make the participants feel as comfortable as possible. I was also aware of the 

interpretive stance I take as a therapist and the attempts I make to make sense of things with 

my clients, and the need to allow the participants to make sense of their own experiences 

without my influence. This was particularly important as many of the participants required 

lots of prompting, with participants often struggling to reflect on and articulate their 
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experiences. I reflected that a more holistic approach, such as in-vivo observations, may have 

enabled participants to share their experiences in a variety of ways.  

Undertaking qualitative research was a new, and often challenging experience for me. 

I have always been more interested in the findings of qualitative research, and appreciate its 

ability to ensure participants’ voices are heard. However, my research background is in 

quantitative methodology, and I decided to take on this project as a way of developing my 

skills as a researcher.  

The initial framework and analysis chosen for the project was Interpretative 

Phenomenological Analysis (IPA), to enable an in-depth exploration of participants’ lived 

experiences. However, after completing the interviews, it became clear that participants 

struggled to articulate and verbalise their experiences, and prompts were required throughout 

each interview to enable the participants to reflect on their experiences. I reflected on this with 

my supervisors, as well as an experienced qualitative researcher with recent experience of 

completing both IPA studies and thematic analysis (TA) studies. I also read extensively into 

IPA and TA approaches. Following this, and after reflecting on my interview data with my 

supervisors, it was agreed that IPA may not be best suited to my sample and interview data, 

given IPA’s focus on understanding people’s lived experience, in great detail, requiring the 

ability of participants to be verbally expressive and articulate their experiences (Willig, 2013, 

pg. 283). TA was instead chosen, due to its flexibility in approach and assumptions, and in line 

with Braun and Clarke’s (2006) assertion that analysis choice can and should change depending 

on the type of data available. 

I also reflected frequently on my own interests and hopes for the study. I am a keen 

hillwalker and love the outdoors; I am very biased to believing in the benefits of this form of 
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group activity, and also have an interest in the ways in which therapy and the outdoors can be 

combined. It was important for me to acknowledge this, particularly during the analysis of the 

empirical paper, to ensure I stayed close to participants’ experiences. Throughout the process, 

I have also been aware of a sense of privilege to be able to share the stories of the young 

people within the empirical paper, as their voices are not frequently heard. I hope I have done 

them justice.  
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Appendix A: Downs and Black’s Assessment Tool  
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Appendix B: West of Scotland Research Ethics Committee Provisional Approval Letter 
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Appendix C: Researcher response to Ethics Committee 

 
Dr Malcolm Booth 
Chair 
West of Scotland Research Ethics Service 
Clinical Research and Development 
West Glasgow Ambulatory Care Hospital 
Dalnair Street 
Glasgow 
G3 8SJ 
 
13.12.2018 
 
Dear Dr Booth, 

Study Title: Experiences of Engaging with an Outdoor Therapy Group in an Early Intervention  
Psychosis Service 

REC Reference: 18/WS/0227 

IRAS Project 
ID: 

244178 

 

Thank you for your letter dated 10.12.2018 which outlined the outcome of the Research Ethics 

Committee Review. As detailed in the letter the Committee were unable to give an ethical opinion 

based on the information and documentation provided so far. Each point raised in your letter will 

now be addressed in turn: 

1. Please provide reference or rationale for using IPA Analysis 

 

“Participants will be interviewed about their experiences of engaging with a newly 

developed outdoor therapy group being run by the early intervention psychosis service. 

Participants will be interviewed once, which may take around one hour to complete, 

depending on the participants. The data will be analysed using Interpretative 

Phenomenological Analysis. This has been chosen to allow participants to reflect on their 

experiences, and for the researcher to interpret the participants' perspective in context, 

creating a double hermeneutic, as there do not appear to be any experiential studies into 

ways people with first-episode psychosis engage in outdoor activities; therefore, an in-depth 

understanding of how they experience this is lacking. IPA (Smith et al., 2009) is a qualitative 

method, focusing on people's lived experiences, and is concerned with the ways they make 

sense of this. This approach could therefore provide rich, in-depth information on their 

experiences of engaging with outdoor therapy, from their perspective. IPA has been chosen 

as the focus is on in-depth analyses of an individual, or small, homogeneous groups of 

individuals who have similar experiences (Smith & Osborn, 2003).” 
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2. Please make it clear at the beginning of the interview and PIS that participants can stop at 

any time and do the interview over several timepoints if they prefer. 

 

The PIS (Participant Information Sheet v2 10.12.2018) and Interview Schedule (Interview 

Schedule v2 10.12.2018) to include details about multiple, and shorter sessions if needed. 

The PIS now includes the following information: 

 

“You will meet with the researcher at a convenient time and place to talk about your 

experiences, which will usually be the Abbey Road Centre. However, arrangements can be 

made to meet in a more convenient location if you wish. The time taken will depend on how 

long you want to talk about your experiences; you may wish to meet with the researcher 

once, or you may wish to meet the researcher a few times for shorter sessions if you feel 

this would be better.  

 

The Interview Schedule has also been amended to say: 

 

“We can also do this interview over a few, shorter sessions if this works best for you.  

I have also included a copy of the amended documents, with the changes highlighted.” 

 

3. As stated in the meeting, please update the PIS to make it clear that data is kept for 10 years 

and not 5 years. 

 

The PIS (Participant Information Sheet v2 10.12.2018) has been amended to state that the 

data is kept for 10 years.  

 

4. Please make the boxes on the consent form larger so there is space to initial them. 

 

The boxes on the consent form (Consent Form v2 10.12.2018) have now been made larger 

to allow room for initials to be added. 

 

5. It was agreed that Dr Mike Jackson would act as Chief Investigator for the study. Please 

update the IRAS form accordingly and have the form re-signed. There is no requirement to 

update any other sections of the IRAS form. 

 

Mike Jackson has now been added as the Chief Investigator as requested on the IRAS form, 

and the form has been resigned.  

 

6. Please review the interview guide order. Currently the close part states “Before we end the 

interview, is there anything else that you would like to add?”, however there are then 

several questions after this. 

The Interview Schedule (Interview Schedule v2 10.12.2018) has now been amended to 

change the order of the closing statement: 

 

“Thanks again for taking the time to talk with me.  That’s the end of the interview. Is there 
anything else you would like to add? 
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As I mentioned earlier, I will transcribe this interview and remove any information that could 
identify you, so the transcripts will be completely anonymised. We will then analyse the 
information to explore peoples’ experiences of engaging with the outdoor group.  
Would you be interested in receiving a summary of our research findings at the end of the 
study?  Are you happy for us to contact you about this project in future? 
If you have any questions about this study, please feel free to contact me.” 
 

7. The Committee suggested that A6-1 was changed as this section is published. It thought that 
the part “the study is expected to last as long as it takes” was slightly strange wording and 
could be changed to give a rough estimate. This is a suggestion and not a condition of 
approval. Any new wording should be provided in a cover letter. 

 
The wording on the IRAS form for Section A6-1 has now been changed, and states:  
“Participants will be interviewed, and the study is expected to last approximately seven 
months, to allow for interviews to be undertaken, transcribed, and analysed.” 
 

If you require any further clarification on any of the points raised, please do not hesitate to 
contact me. 
 
Yours sincerely, 
 
 
Carla Benton 
Trainee Clinical Psychologist 
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Appendix D: West of Scotland Research Ethics Committee Approval Letter 
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Appendix E: Bangor University School of Psychology Ethics Committee Email Approval 
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Appendix F: Health Research Authority Research and Development Committee 

Approval 

 

 



  

124 
 
 

 

 

 



  

125 
 
 

 

 



  

126 
 
 

 

 

 



  

127 
 
 

 

 



  

128 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



  

129 
 
 

 

 

 

 

 



  

130 
 
 

 

Appendix G: Participant Information Sheet 
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Appendix H: Participant Consent Form 
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Appendix I: Flexible Interview Guide 

Interview introduction 

I would like to thank you for taking the time to be interviewed today. I am interested in hearing 

about your thoughts and opinions about your experiences of the outdoor activity group so that we 

can understand a bit more about it. We can do the interview today in one go if you like, and we’ll see 

how we get on with our timing. (talk about average length of other interviews). It depends on what 

you’d like to tell me. We can also do the interview over different days if that’s better for you.  

Everything we talk about today is private so you can be as honest as possible. The only reason I 

would need to share anything we discuss beyond the research team is if I have any concerns about 

you or someone you know. I’d also like to remind you that you do not have to answer any questions 

that you do not feel comfortable answering, and you can ask me to stop the interview at any point if 

you would like to take a break or stop for any reason.  

Do you have any questions before we get started? 

Are you still happy to take part? 

Background 

• Briefly tell me about themselves 

• General information 

• What sorts of things do you enjoy? 

Previous Experience of outdoor activities 

• Have you ever done anything in the outdoors before 

• What kind of experience was this for you (positive, negative) 

• If you have not done this before, what had stopped you? 

Group 

• Why did you want to become involved? 

• How did you come to be involved in the group (what did you expect it to be like, does it 

match those expectations, where did those expectations come from) 

• Did anything get in the way of you becoming involved? (how did you overcome that?) 

• What was going on in your life around the time you got involved (related to mental health) 

• What have your experiences been of the group (what activities have you been involved in, 

best/worst things, have you done anything like that before) 

• What was it like being in the group (has anything been difficult, how did you cope) 

• How does the group fit in with your life (has it changed, what is your life like now) 

• What did you learn in the group (challenges, goals, skills, how have you used those skills) 

• What did you like the most/least  

Thank you, anything to add, any questions, end 
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Appendix J: Excerpt from Interview Transcript 
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Appendix K: Code List  

 “At first I was a bit nervous” 

1. Feeling anxious around new people 

2. Needing reassurance to attend (facilitators and peers) 

3. Worried about what to expect 

4. Uncertainty about being involved in the group 

 “Turn my life around for the better” 

“My mental health has improved and improved” 

1. Unhappiness 

2. Feeling more relaxed around people 

3. Increase in physical and mental activity as wellness 

4. Boat as a release from difficulties 

5. Mental health feels more manageable  

6. Improvement in wellbeing 

7. Clearer mind 

8. Memories as sustaining  

9. Feeling less tense 

10. Experiencing joy and happiness in the group 

“I hope it can help others” 

1. Self as helping others with similar experiences 

2. Wanting to extend group to help others 

“I thought I’d have an adventure” 

1. Negative external influences from environment 

2. Change of environment important for change 

3. Positive experience of the outdoors 

4. Experiencing new and different things 

5. Learning new skills  

6. Achieving tasks  

7. Adventure 

8. Distance/perspective on problems 

9. Different things are possible  

10. Inspired by others’ achievements and experiences 

11. Hard but rewarding activities 

12. Escape from problems 

13. Reason to leave the house 

“makes me wanna change” 

1. Inactivity 

2. Nothing to look forward to 

3. Monotony 
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4. Re-engaging with life 

5. Thinking about future 

6. Routine as part of feeling normal 

7. Change as a result of group 

8. Putting structure in after group 

9. Working as a positive outcome 

10. Putting skills into practice at home 

11. Keeping busy meaning less time thinking and worrying 

12. Routine as preparation for work 

13. Having plans as a way of preventing relapse 

14. Desire to be healthier 

 

“it just brought confidence/I aint a waste of space” 

Focuses on impact of group on self-perception 

1. Critical self-reflections 

2. Lack of confidence 

3. Feeling worthless 

4. Building self confidence 

5. Improving social skills 

6. Self-belief 

7. Building confidence through being capable 

8. Feeling worthy 

9. Confidence in self as important in recovery 

10. Having a purpose 

 

“we’re all in the same boat” 

1. Rejected/judged by society 

2. Feeling different  

3. Getting to know others with shared experiences 

4. Building connections 

5. Friendship 

6. Being seen as a person 

7. Empathy for others with shared experiences 

8. Feeling understood 

9. Process of getting to know others 
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Appendix L: Braun and Clarke’s 15-point Checklist  
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Appendix M: Discussion of Theme One 

 

Theme 1. “To Begin with I Was A Bit Nervous” 

This theme was defined by the group initially being experienced as anxiety-provoking, 

and the process of overcoming these anxieties to be able to engage in the group. Participants 

were initially unsure about engaging in the group as they were anxious about meeting new 

people; Rhys said: “I didn’t know anyone…I was proper nervous”. Participants also spoke 

about their struggles with social anxiety in particular before engaging in the group, and spoke 

about their need for reassurance from group facilitators before making their decision about 

engaging. Input from facilitators beforehand was seen as an important part of enabling them to 

engage. When talking about his anxieties of going on the boat trip, Osian said: 

I was debating whether or not I should go on and [facilitator] was like we all feel the 

same…and if you feel the same and I feel the same then we might as well just do it and that’s 

how I ended up doing it 

Alongside input from facilitators, participants spoke about other ways they had coped 

with their anxieties, often “just getting on with it” (Osian) and attempting to not dwell on 

their anxieties. When deciding whether to join the boat trip, participants spoke about valuing 

getting to know other group members beforehand during the general group, which helped 

with their decision; Dafydd said: “if I didn’t know anyone I wouldn’t have done it 

because…if I don’t like any of them I’ve got to put up with them for five days…but because I 

liked them it was alright”. 

Discussion of Theme “To Begin with I Was A Bit Nervous” 
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Experiences of social anxiety are commonly reported in those experiencing psychosis, 

with a range of factors, such as delusions, hallucinations and paranoia potentially playing a role 

(Freeman et al., 2015), and can therefore make group engagement difficult. However, 

participants were able to overcome these challenges and engage with the group to varying 

degrees. A key aspect of OTGs is its challenging nature, provide attendees with the experience 

of overcoming challenges and engage in activities that are outside of their comfort zone. For 

participants in this sample, engaging in this group was their first challenge. Although 

participants did not directly speak about their sense of achievement of being able to engage 

with the group, the outdoor therapy literature suggests that overcoming challenges as part of 

the group can lead to feelings of achievement, and can lead to increased confidence (Fernee et 

al., 2017). 

An important part of enabling participants to engage with the group was normalising of 

uncomfortable emotions, evidenced by group facilitators sharing their own anxieties which 

participants may not have previous experience of, and meeting other group members. 

Overcoming this initial challenge, along with increasing their confidence, may have enabled 

them to continue their engagement and derive the benefits they went on to discuss, highlighting 

the inter-linked nature of their experiences.  

 


