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Summary of the Portfolio

This thesis examines how people construct an identity indhtext of a mental health

diagnosis.

Section A provides a critical overview of the theoretiaad empirical literature
examining the link between identity and psychological wellbeimdja distress which span

several theoretical and epistemological positions.

Section B examines how service-user research group megdrgssuct an identity
when they have (or have not) received a mental hdalinosis. Participants presented with
‘illness’ and ‘recovery’ identities and used a variety of discursive tools to construct their

identities.
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Section A:

What is the link between identity and psychological wellbeing and/oj
distress? A review of the empirical literature.

Word Count: 7992 (8075)




Abstract

Background The literature on self and identity spans several psggiedl domains
and epistemologies. Having a coherent and stable sess# ahd identity has been linked to
psychological wellbeing and a lack of identity stability hasrnbassociated with mental
distress.Aim: to explorepsychological processes that underlie the complexitiegdemtity
development and stlink to mental wellbeing and/or distresslethod: Four electronic
databases were searched. Eighteen empirical studies isamtified and were critically
analysed and summariseResults Studies from different theoretical backgrounds detail
underlying processes involved in identity formation and fadgtoportant for psychological
wellbeing including: belongingness, clarity, coherence anchauty. Processes are not solely
intrinsic and are influenced by social and discursive fathatscan motivate or impede identity
development.Conclusions Identity formation is not a passive process but is shdped
individual and social determinants. A critique of theaadtand methodological limitations of

the studies is provided, together with clinical and reseianphcations.



What isthelink between identity and psychological wellbeing and/or distress? A review
of the empirical literature.

I ntroduction

Self and Identity

The conceptof ‘selthood’ and ‘identity’ have held fascination since as early as
Aristotle in an attempt to reb@ the question of ‘who am I?” In modern Western society, there
is preoccupation with ‘selfhood’ in pursuit of self-definition and fulfilment (Baumeister, 1999)
These concepts command overwhelming presence within thatuite across several
psychological domains (e.g. social, developmental, pelisgnavestigating components of
personal, social and cultural identity (Skowronski, 2012% thought people are universally
motivated to understand and define who they are and whorgheptin an attempt to improve

self-esteem and connection with community (Kroger, 2007).

There are many conceptualisations of ‘selthood’ and the term is often used
interchangeably with identity, yet the two constructsdiscrete (Kroger, 2007). The self has
been broadly described as the beliefs a person hastabmsgelves, including their attributes
about who and what they are (Baumeister, 1987). lderngitynfluenced by biological
characteristics and psychological needs mediated througial sand environmental
opportunities and constraints (Kroger, 2007). However, etgpa of understandings exists in
the literature which depends on thehor’s epistemological stance. In order to incorporate a
diverse range of theoretical, empirical and disemrsiccounts of identity formation, this
review uses terms suchs identity and self intehangeably, depending on the authors’

intention.



Epistemology of self and identity

Theories of self and identity are found across varginigplogical and epistemological
domains and shape methodological approaches. Historieslistrperspectives view selfhood
asstable manifestions of a person’s behaviours, intentions and values which accuratelyatefle
an internal reality (Kroger, 2007). People are thougpbtssesa ‘true self” thatis discovered
over the course of a life time, potentially bringing gelfilment, continuity and coherence in
life, reflecting Maslow’s (1943) description of self-actualisation as the ongoing pursuit and
acceptance of one’s intrinsic nature. If absent can lead to a lack of fulfilment (Waterman,

1984

From an anti-realist position, social constructimishallenge‘taken-for-granted’,
dominant perspectives and argue identity and selfhood do rebtvagiin a person but are
constructed within historical and cultural contexts and esqm@ and maintained through
discourse (Davies & Harre, 1990). A critical realist positinerges epistemological relativism
with ontological realism. It acknowledges the impossipitif knowing truth as there are
different versons created through discourse, balanced with recognisingetieaits have an
objective basis and are produced by underlying, powerful strgctarg. economic, social,
biological). It takes into account constructivism (cegnitive development: Piaget 1954/2013)
and constructionist (Davies & Harre, 1990) perspectives ofopalsidentity implying

‘discursive repertoires’ are the medium of self-construction (Gergen, 1985).
M ajor theories of identity

Identity development

Erikson and Erikson (1998) viewed personal identity as arliraonomy-focused
developmental process subject to physiological, psycholagichsocial changes throughout

the life cycle which appears to be grounded in a traditicadist position Erikson (1963
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proposed identity development begins in early infancthaschild establishes a sense of the
self as being different to their caregiver. In keepinghvattachment theory (Winnicott
Shepherd, Winnicott & Davis 1992)hrbugh ‘good enough’ interactions, the infant
incorporateshe caregiver’s image, providing them with a secure base from which tocoespl
the world so new identity elements can be assimilateah({&, Keiley, Kerpelman, & Vaughn,
2011) Erikson (1968) proposed adolescents experience a procesentityi confusion
marking a turning point in development when numerous paths\ailable and represents
individuation, change, growth or recovery. It gives thance for an individual to search,
integrate or rejuvenate interests, talents and babetsolve the ‘crisis’ to achieve a coherent

and stable sense of self.

Marcia (1966pperationalised Erikson’s stages and suggested identity development can
be categorised into statuses of exploration and commitiaentity exploration is represented
as sorting through and ‘trying on’ different sets of values, beliefs and aspirations whereas
identity commitment is concerned with choosing and adgeo specific goals and values
associated with a particular identitfysuccessful, a person will maintain coherence along with
a flexible sense of selfThis linear approach to identity development is consideree ta b
utopic achievement and neo-Eriksonian researchers (e.g, C88&; Schwartz, 2001)
endeavour to understand what is thought to be the inevitable ungfaddiidentity stages.
However it overlooks the impact of social and environmentalences and seems to locate

identity development within the individual.

Identity Construction and Self-Concept Theories

The concept ofidentity constructiohis linked to a critical realist and constructivist
position and proposesdividuals consciously choose and ‘piece together’ or construct an

identity which is influenced by and reflective of sociadl aontextual ideologies (Waterman,

11



2004). Identity construction utilises a range of social-cogntheories which propose the self

emerges from nothing and is consciously sculpted by uidgrtognitive mechanisms.

Ryan and Deci’s (2000) self-determination theory suggests that people are motivated
to pursue three basic psychological needs which facilitdesgity construction: autonomy,
competence and relatedneBke extent to which they experience these phenomena degfends
on the strength of their intrinsic and/or extrinsic ivations. Intrinsic motivations are based
on inner experiences and characterised by personal enjoyandncompetence whereas
extrinsic motivation relates to rewards situated outsidbeoindividual such as money, status
power and attention. According to Waterman (2004)s important to understand the

motivation behind identity construction as this determine a person’s choices and lifestyle.

Complementing self-determination theory, Berzonsky (20@8ns people can engage
in one of three separate identity processing styles whlakes to their motivation to construct
an identity. An informational style characterises peaglanaintaining a realistic, sceptical
and active participation in seeking out and eatihg self-relevant information, a normative
style reflects a passive approach where a person conforcufucal standards, and a diffuse-
avoidance style describes individuals who greet identitgtcoction tasks with procrastination

and evasiveness

The mechanisms of choosing and constructing an identityoisght to involve self-
evaluative processes in order to establish ‘who you are and who you are not’. People are
essentially motivated to gather self-relevant feedbaebitifies and skills in order to maintain
a coherent sense of self, to make improvements to one’s skills and to protect one’s self-esteem
from negative information to maintain a positive seobeself (Sedikides & Strube, 1997)
Schwartz (2005) suggests the ability to manipulate and reasoramviarray of self-relevant

information is associated with an assertive and autonsnpersonality however the
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development of this personality type was not explored re@gandhether this was a trait or

influenced by contextual factors (i.e. parenting, prevamiural expectations).

Additionally, it has been suggested, people are motivateatteaodly present to others
a representation of who they believe they are (MarkusugfV1987) as a way of maintaining
a coherent selfiarative and a sense of a public and private self (Schlerdg86). This
ongoing process of making sense of one’s self becomes an internalised and evolving narrative
reflecting integrated psychological elements (e.g. nebdiefs, values) where identity
represents d&theory’ which helps to explain the world and their experiences from an

individualistic perspective (Adler & McAdams, 2007).

A commonality of these theories is the assumptiomerfe being conscious processes
of autonomy and choice and what is known aseaistential dilemma’ can be the result of
having too many options laid forth where decision-making becartagary (Baumeister,
1987). In a socio-historical review of the Western conoepof self, Cushman (1990)
describedan ‘empty self” in chronic need of acquiring the ‘perfect identity’ as a result of
increasing individualistic ideology and consumerist purodt held this need accountable for
feelings of inadequacy and distress. He ciadtierewas an increasing lack of definition and
purpose inpeople’s lives which had developed from a diminishing sense of community and
tradition, and criticised those in powerful positionshivit Western culture (i.e. media) for
placing high value on filling this ‘void’ (e.g. with material possessions) which perpetuate
feelings of dissatisfaction. According to Baumeister (198¥%dern Western cultures have
become obsessed witlefining one’s own purpose in life andan individual’s disillusionment

with society has turned previously outward looking perspectivearoh

Construction theories view identity processes as an anotoums task and where an

individual has a degree of choice, and as reflectingdividtualistic assumption held generally
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within Western cultures which minimises the influenceuftural contextsAlthough we may
possess the capacity to self-actualise as biological orgenme might place different

constructions on self and identity according to the prexadulture.

Social and discursive theories of personal identity

Personal identity theorists argue that identity devaloqt is one’s own responsibility
(Cote, 1996), however Haslam, Jetten, Postmes, and Haslam &008)social identity has
an important influence on the developing self. Accordin@dgel (2010), a persos can
define themselves in relation to a group which share sintiidbwtes, goals and values and
can beasource of belongingness and inclusion as well as mdiggitian and exclusianSelf-
categorisation theory (Turner, Oakes, Haslam & McGdr®@4) extends this and proposes
that people use three levels to categorise themselvas:iadividual (personal identity), as a
group member (social identity) and as a human being (pgeless). It also proposes a process
of depersonalisation which reflects self-stereotyping wher@lpemme to see themselves
more as a representative of social category as opposedindividual. The impact of this is
further highlighted by Potter and Wetherwell (1998) who critioésdist perspectives as being
determined by the fulfilment of social expectation who nahi® as‘social manufacturing’
suggesting people can conform to identities and begin theeeselves as others do in relation

to what is expected of that role, also known as lifuking-glass self” (Rahim, 2010).

This is particularly relevant for people where an idergigscribed to a person or group
of people (e.g. ‘disabled’, ‘mentally ilI’, ‘migrant’) resulting in the gradual identification with
the attributed label (Goffman, 2009). If an individual becoa®sociated with an devalued
social group, they can internalise the socialised negasiseciations of the label, leading to
loss of status, discrimination and a belief they wil/lseved negatively which results in social

distancing and further internalisation of attributed charastics (Link, Cullen, Struening,
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Shrout, & Dohrenwend, 1989Within emancipatory movements, Watson (2002) argues that
mainstream social sciences are implicated in producidgsaangthening notions of a realist
identity through the application of categories which setwve political tool to oppress and

segregate certain groups.

Identity and mental health

In the field of mental health, the need to deved@pherent sense of self is thought to
be important for psychological wellbeing (Sedikides & Strul®97) and less on the ways
identity may reflect the broader social context. Aslmr disturbed sense of self has been
associated with several psychiatric difficulties ahd Diagnostic Statistical Manual Fifth
edition (DSM-5: American Psychiatric Association, 2013)scitee occurrence of identity
disturbance as an indicator of mental health diffiGlattracting the diagnosis of personality
disorder. It is thought that one in twenty people in thewdiuld meet the diagnostic criteria
for a personality disorder (Coid, Yang, Tyrer, Robertdli&ich, 2006) suggesting that there
is pervasive difficulty in people making sense of who they. The processes which lead to
this disturbance are not explicitly linked between the diffexdomains in psychology and
much can be learned from an inter-disciplinary apprdBleslam et al., 20Q9For instance,
difficulties experienced in early development that argesitable mean that identity is forged
on a negative basis rather than an explorationlents and interests (Jgrgensen, 2006), and
social-cognitive biases may make this process more difficaducing exploration and
commitment to identity goals.

Social and developmental identib¢ories favour ‘normative’ explanations implying a
linear process which is expected to occur for most people dategatiolescence and early
adulthood. ‘Positive identity developmenis reportedly associated with better mental health
(Haslam et al., 2009) but with so many competing theorieglardtity, it is difficult to
appreciate the mechanisms of identity formation thatimportant for psychologicdlealth

15



and what could be associated with distress. For instahese theories of social and
developmental trajectory of identity overlook thoseoveltruggle to define themselves by not
considering the social or political constraints plase@ertain marginalised groups. This could
make it difficult for them to progreskrough these ‘normative’ stages and people come to self-

categorise themselves within these groups

The theories discussed above underlie psychotherapgpticaches of working with
selfhood. In helping people experiencing psychologicakelist the tenets of therapeutic
practice offer ways of reconnecting or discovering thé (@. psychoanalytic; Strenger,
2013), re-authoring the self (i.e. narrative; Adler & Mia#ns, 2007), evaluating cognitions
about the self (i.e. cognitive-behaviour therapy; Beck, 197€)thos understanding the

processes of personal identity construction is imper&tiadl approaches of psychotherapy.

Identity as a process or as a completed or unfulfilled Idpueental task has been
extensively researched within the social psychology arétheattempts to bridge their efforts
into understanding its link to psychological distress antveang. This contribution is slowly
being recognised within applied psychological domains, partlgutar social identity theory
(Haslam et al., 2009) but greater effort is needed to fully iatedhis vast knowledge to form
an interdisciplinary psychological relationship to enable a halistinderstandingof
psychological well-being and distress. This is important &faa positive sense of group
membership can provide people with the foundation from whidluild an identity througha
sense of belongingness, meaning and purpose (Haslam2804);,Vignoles, Regalia, Manzi,

Golledge & Scabini, 2006

Literaturereview

Currently, there is no systematic review that expldhes wide ranging empirical

literature base that spans developmental, social, pditgoaad clinical psychology to
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determine what factors are important in the process gbpal identity in relation to mental
well-being and/or distrestn exploring inter-connected psychological proesskat underlie
the complexities of identity, we may understand the lgtkvieen identity and mental wellbeing
and/or distress. The literature base is vast and itysngethe scope of this review to explore
other important facets of identity (e.g. cultural, ethmagial, sexuality, professional) tha
contribute to the development of personal identity. Thisew will make reference to the

theoretical frameworks presented above and consider:

- What does empirical research tell us about the rekttiproetween (a) personal identity
development and self-concept and (b) psychological/mestideing and/or distress?
- What do understandings of identity development tell wutlpsychological/mental

well-being and mental distress?

M ethod

Search Strategy

The scope of the literature search was to locate esapaiticles that investigate a) the
association between personal identity development and Wsytahological well-being
and/or distress and b) what identity processes mediateldi®nship between identity dn
well-being and/or distress. A systematic electronic Boosarchwas conducted using key

words and phrases in the article title on Psycinfo, IMedCINNAHL and ASSIA platforms
(appendix A.

The titles of the resulting articles were screened tamate their fulfilment of the following
eligibility criteria:

- Full peer-reviewed journal available

1 Searches were carried out on two occasions, the latest of which was conducted on 1t October 2015.
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- Written or translated into English language
- Descriptions or measures of identity profiles or processes
- Descriptions or measures of well-being, psychosocial fumcigpor distress
The exclusion criteria were as follows:
- Theoretical/conceptual orientation of studies thaelgotxplore subjective ‘self’
phenomena (e.g. self-efficacself-regulation, self-esteem, self-determination) asid n
in relation to identity development or process and/orntalevellbeing or distress

Search results

Electronic searches yielded 395 articles (appendix B)oWwolh title and abstract
review stages and hand searching references, 44 articleseadria full and 21 were included
in the literature review (table 1). All papers were evaluatetyusitical appraisal guidelines
for quantitative research from National Institute foralle and Care Excellence (2012) and

chosen as it provides comprehensive guidelines of assessinty quialhe evidence-base

(appendix Q.
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Table 1: Details of empirical journals included in literatteeiew

Authors Aim Sample Methodology Main Results Conclusions
Characteristics

1. Brook and  Explore effects of University Multiple regression. Highly important Rating: ++.

Garcia (2015) multiple students (n = Measurements taken for ear identities that conflicted Recognises
identities on 372). Female = identity: importance and with each other was importance of having
psychological 56%, White = harmony of fit with other associated multiple identities as
well-being 67%. Mean identities. Measurements fo psychological distress. opposed to looking

age =19.1 emotions: depression, Important identities in  at identity as a whole
years. wellbeing, anxiety and stres harmony associated Limitation: student

2. Dezutter et
al. (2013).

3. Hardy et al.
(2013).

4. Luyckx et
al. (2006).

30 universities
in USA, 8492

Investigate life
meaning and

identity students (72%
development in  female, 61%
emerging White) with
adulthood: mean age of
19.98 years.
Determine link 9500 college

between moral,
identity, mental
health and health
risk behaviours.

students (73%
female) from
31 universities
aged 18-25
years.

565 students
(85% female)
mean age=18.¢
years

Explore identity
commitment and
exploration
dimensions

Cluster analysis. Measures:
presence of meaning and
search for meaning. Also
positive (psychological well-
being) and negative
(depression) psychosocial
functioning

Structural equation model
performed. Questionnaires:
identity formation, moral
identity, anxiety, depression
health risk behaviours, self-
esteem and meaning.

Regression analysis.
Questionnaires: commitmer
exploration, self-esteem,
depression

with positive wellbeing.

High meaning/low neec
for searching associate
with positive wellbeing.
Negative wellbeing
associated with low
meaning and lack of
identity.

Moral identity was
associated with all
health outcomes. Highe
moral identity reported
lower mental health anc
health risk behaviours.

Interaction between
commitment and
exploration can change
trajectory of identity

population

Rating: +. Insight
into the complexity
of meaning related t
Eriksonian identity
statuses. Limitation:
student population

Rating: ++. Extent a
person’s identity is
based on morality
was important to
health and well-
being.

Rating: ++.
Highlights different
processes involved
in identity
development
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Authors Aim Sample Methodology Main Results Conclusions
Characteristics
5. Luyckx et  Explore 364 students  Longitudinal correlational ~ The more participants Rating: +. Not able
al. (2007). relationship (89% women). analysis. Participants perceived their parents to determine
between parental Mean age 18.7 assessed five times every s as being causality but
psychological years. months and completed psychologically indicated link. Other
control and measures in: dimensions of controlling, the greater explanations such as
identity identity formation, the difficulty in identity pursuits
psychological control scale committing to identity  conflicting with
parents’ choice.
6. Luyckx et Identity statuses 895 (76% Correlational analysis Personal standards of Rating: +. Highlights
al. (2008). and perfectionisir female) from  performed. Questionnaires perfectionism positively extent to which
and link to in Belgian measuring: perfectionism  related to commitment perfectionistic
wellbeing. university and identity dimensions. and exploration. personality can
(mean age -19 Maladaptive impact on identity
years) perfectionism positively development. Cause
ruminative exploration. for perfectionism not
explored.
7. Luyckx et Identity 399 (79% Likert scale questionnaires Extent identity Rating: ++. Feeling
al. (2010). commitment and female) including: motivational integration occurred committed and
integration into  recruited in orientations, commitment  predicted commitment certain about one’s
self-concept Belgian and identity integration, self- and adjustment. identity led to
university esteem and depression. integration and
(agel7-22 positively related to
years). psychological

adjustment.
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Authors Aim Sample Methodology Main Results Conclusions
Characteristics
8. Luyckx et  ldentity 458 (85% Correlation: Measures: Identity exploration Rating: ++ Coping
al. (2012). processes, copin( female) coping strategies indicator, linked to problem strategies and
strategies and college Big Five Personality, Identit' solving, ruminative identity are entwined
personality students development processes exploration linked to and reinforce each
avoidance other over time
9. Manzi et al. Cohesion and 124 Regression analysis study. Well-being positively  Rating: ++. Looks
(2006). enmeshment and adolescents in Measures: family cohesion predicted by family beyond individual to
link to identity Italy and 109 and enmeshment, identity cohesion and negativel inter-relational
and wellbeing. adolescents in threat, life satisfaction, by enmeshment. factors of identity
the UK (17-21 depression, anxiety. Enmeshed families development.
years). negatively influence
identity development.
10. Manziet  How new 192 college Participants specified 12 Individuals achieving  Rating: ++. Success
al. (2009). identities are leavers (age identities, rated how central, identity accommodatior of transition and
accommodated 17-20) and 24€ marginalised, expected or in line with accommodation of
during life stage first time feared identities were. expected/desired new identity can be
transition in UK parents Questionnaires: emotional possible selves protective against
and lItaly. recruited (age wellbeing, perceptions of life associated with greater anxiety and
21-53). transition. emotional well-being  depression.
11. Mason- Transsexuals’ Community Discourse analysis: Biographies detail how Rating: +.
Schrock (1996) narrative group attended examined how individuals  discursive tools helped Highlighted

construction of
the ‘true self’

by transsexuals
(10-26) over 8
month period

explored and established
positive identity within the
transsexual community

people to shape
personal identity which
affirmed group
membership.

importance of
belongingness and
how language can
facilitate identity
development
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Authors Aim Sample Methodology Main Results Conclusions
Characteristics
12. Ritchie et  Over three 1) 292 (221 A correlational design was  Self-concept clarity Rating: ++.
al. (2011). studies, female) used for all studies. mediated the Experiencing
examining recruited via  Measures included: association between  psychological stress

13. Roberts &
Cote (2014).

14. Schwartz e
al. (2010).

associations
amongst stressfu
life events, self-
concept clarity,
SWB and
neuroticism

Examine
prolonged
transition to
adulthood and
link to
wellbeing/distress

Examining
positive and
negative sides of
emerging and
link to
psychosocial
functioning.

internet (age
range 18-59
years). 2) 172
students (65
female). 3) 77
(41 female)
students

Study I 196
(131 female)
aged 18-48
yrs. Study 2
Online
crowdsourcing
of 1489 (49%
female) aged
18-41 yrs.

9034 students
(73% female,
mean age 19
years)
recruited in
USA from 31
universities

meaningless scale, self-
concept clarity, neuroticism
and SWB

Study & Factorial analysis to
create inventory for identity
transition and resolution.
Study 2 Examine identity
resolution and link to
wellbeing

Cluster analysis performed.
Questionnaires: dimensions
of identity development,
identity synthesis and
confusion, positive and
negative psychosocial
functioning and health-
compromising behaviours

stress and well-being,
independently of
neuroticism.
Meaninglessness was
negatively associated ti
self-concept clarity

Inventory demonstratec
overall excellent
internal consistency
Participants aged 30+
with low identity
resolution had poorest
emotional and mental
health.

In addition to support
Marcia’s original
identity statuses, new
profiles emerged:
Carefree associated
with anti-social
behaviours and lower
sense of meaning.

as a result of difficult
life events can
undermine self-
concept clarity.

Rating: ++.
Prolonged identity
formation can have
consequences for
psychological health
Good
generalisability

Rating: ++. Study
offers insight in the
underlying
mechanisms that
could determine the
trajectory of certain
lifestyles based on
choice.
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Authors Aim Sample Methodology Main Results Conclusions
Characteristics
15. Schwartz e Examine the Recruited in  Participants asked complete Self-concept fluctuated Rating: ++. This
al. (2011). daily dynamics of The guestionnaires for five on a daily basis. study examines
self-concept Netherlands, consecutive days at baselini Strength of commitmen identity processes ol

16. Schwartz e
al. (2015).

17. Slotter et
al. (2010).

clarity and
identity processe:
and their impact
on distress

Identity in young
adulthood: Links
with mental
health and risky
behaviour.

The influence of
romantic breakup
on the self-
concept.

580 adolescent
students (45%
female) aged
11-15 years.

Recruited in
USA from 30
colleges and
universities,
9737 students
(mean age 19
yrs, 62%
female, 15%
White).

Three studies:
72 (40 female
students, 76
(18-56 yrs), 69
(35 female)
students

3 and 6 months. The

measures included: self-
concept clarity, anxiety and

depression

Using latent profile analysis,

measures: identity

exploration and commitmen

identity synthesis and

confusion, self-esteem,
psychological wellbeing,
internal locus of control,
meaning, internalising and
externalising problems,
health risk behaviours

Regression analysis, conter

analysis and ANOVA:

compare identity change at
baseline and 6 months for
real or imagined romantic

break-up

to identity helped to
maintain self-concept

clarity. Reconsideration

or uncertainty about
identity predictive of

anxiety and depression

Four identity profiles
were classified which
reflected theoretical
assumptions:
synthesised, diffused,

elevated and moderate

Greater self-concept
change and reduced
clarity when

remembering break-up.

Improvement in

a micro-level and
captures the
fluctuation of self-
concept that isn’t
often considered in
identity studies

Rating: ++.
Ethnically diverse
sample but college
sample. Considers
types of profiles that
may struggle in
identity formation
and could focus
interventions of
certain groups of
people

Rating: ++. Changes
in content of self-
concept after a
romantic break-up
predictive of

wellbeing at 6 months emotional distress

23



Authors Aim Sample Methodology Main Results Conclusions
Characteristics
18. Soenens et Examine 246 college Structural equation model. Positive associations  Rating: ++. Study
al. (2015). longitudinal students (66% Measures: identity between informational provides insight in
associations female) processing styles, global an identity style and self- the fluctuating natwer

19. Vignoles et
al. (2006).

20. Vignoles et
al. (2008).

between identity
exploration and
distinct features
of self-esteem
(level and
contingent)

Two studies.
What motivates
people to pursue
certain identities
— beyond
increasing self-
esteem.

Three studies.
Identity motives
underlying
desired and
feared possible
future selves.

participated at
time 1 and four
months later,

82 Christians
(55 female)
aged 15-79
years and 115
students (82
female), mean
age 20 years

105 members
of public, 233
school leavers
and 246
expectant first
time parents

contingent self-esteem,
identity commitment.

Regression. Specified 12
identities and rated each on
feelings of belongingness,
continuity, self-esteem,
distinctiveness, meaning an
efficacy. Study 2 followed
up at six months

Participants specified 10
possible future selves.
Ratings: reflection of curren
self, likelihood of identity
and how much how much it
was feared or desired.

esteem, stable over
time. Self-esteem for
those with normative

identity style associatec
with fragile self-esteem
Diffused-avoidant style

associated with low
levels of self-esteem.

All motives influenced
identity construction.
Elements central to
people’s identity shape

their behaviours as the

strive to maintain
identity needs.

Desired most/feared
less possible selves

perceived as offering
greater self-esteem,

meaning, continuity,

and efficacy.

of self-esteem in
relation to different
types of identity
style and that self-
esteem may
influence identity
motives as opposed
to the other way
around.

Rating: ++. Study
provides support tha
other motives
alongside feeling
good about oneself
influences every day
actions in identity
construction.

Rating: ++. First
study to examine
motivational bases
for desired and
feared possible
selves.
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Authors Aim Sample Methodology Main Results Conclusions
Characteristics

21. Waters & Relations 103 (56 Narratives written about Coherent narrative Rating: ++. Suggest:

Fivush (2014) between narrative female) several personally significar associated with positive what is narrated and
coherence, undergraduate life events. Questionnaires self-view, sense of its coherence is
identity and students aged that measures self-evaluatic meaning and purpose important for
psychological 18-28 years.  ard functioning in social psychological well-
well-being relationships. being,
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Review of Empirical Literature

Papers will be discussed in relation to their disciplidevélopmental, construction, self-
concept and social and discursive) to explore the link betwdstity development and

psychological wellbeing and/or distress

Identity and Psychological Well-Being and Distress

Identity Developmental Studies

Marcia (1966) categokd Eriksons’s identity development stag@#o statutes which
represent the extent to which a person explores and cotonaitsidentity claiming people go
through, or maintain a particular identity status. Inihgkidentity statuses to psychosocial
functioning, Luyckx, Goossens, Soenens, and Beyers (2006) fondber differentiation of
identity exploration and included exploration in depkploration in breadth and ruminative
exploration and proposed thaliec interaction between an individual’s exploration and
commitment style can influence their identity traject@ryombination of exploring different
identity options in-breadth and in-depth is indicatedhasaptimum process for an achieved
identity. If in-breadth exploration occurs in isolatjan individual risks experiencing identity
diffusion, where they persistently and confusedly tryddferent types of identities without
reaching achievement. Ruminative exploration on the otaed s thought to represent an
exploration process whereby individuals become ‘stuck’ with their identity evaluations as they
struggle to find the ‘perfect’ identity. In this study, ruminative exploration was strongly
associated with anxiety, depression and poor life satisfacHowever, this was a cross-
sectional study that made assertions of identitpdoai static profile and did not explore the

long-term implications of these profiles on behaviours erittipact of external factors.

To exwlore the ‘real life’ implications of identity statuses, Schwartz et al. (2010)

converged Luyckx et al.’s (2006) identity status model and Marcia’s original profiles and
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evaluated their relationship to psychological wellbeing, biskaviours and functioning in a
large-scale cluster analysis. They identified severalfilpso associated with various
psychological and behavioural patterns. Positive psyciuablgealth with low risk behaviours
(i.e. drug and alcohol misuse, unprotected sex) was as=scaath a so-calledachieved
identity (successfuh-depth and in-breadth exploration and commitmeSithilar results were
found for people with &oreclosed status (strong identity commitments without in-breadth/in-
depth exploration) but they reported to experience loaning and purpose in life. The authors
suggest that individuals who make identity commitments oumittexploration may not be

engaging in self-discovery and are more accepting obibs expected from them.

In contrast, people who continuously explored new identipgions (searching
moratorium status), were highly ruminative in exploratuiffi{sed) and appeared uninterested
in identity issues (carefree diffused) were all stroraggociated with depression and anxiety.
Furthermore, the carefree status was particularly agsociwith hedonistic and risky
behaviours and participants reported lower meaning in life. Theoasitconsidered this as a
reflection of a reluctance to give up current youthful idgmlthough this was not a measured
variable in their methodology. This research attendsitier issues for emerging adults who
are expected to find their own way in life by forging an tdgnOne criticism is that the study
is cross-sectional and it could be that people had troublengpagi identity because they were
already psychologically distremgdue to lack of nurturing environments which may also lack

positive identity role models which related to theorieattdchment (Bowlby, 1998).

Further links between identity and psychological healttevea&plored in a longitudinal
study by Luyckx, Klimstra, Duriez, Schwartz, & Vanhalst (2012) who examined the
relationship between identity exploration and commitniatites alongside coping strategies
(i.e. problem solving, avoidance). They found identityusteas and coping strategies were
predictive of one another, specifically, seeking support aoblgm-solving was positively
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associated with identity commitment making and explonatio breadth whereas avoidant
coping strategies were related to ruminative exploratidve Juthors conclude that how a
person copes with difficulties in life can facilitateethrocess of identity formation but also
hinder its development as avoidant coping was strongly asedaevith ruminative exploration

making identity integration more problematic. Howeveg #ssociations were modest and

causal direction could not be asserted.

When moving through life stages, a person has to integeateinformation about
themselves, which can reorganise and redirect theitréifectory. Luyckx et al. (2010) who
reported that identity integration is fully mediated by tieationship between identity
commitment and adjustment explored the relationship betweentity integration and
psychosocial functioning-or example, when someone is certain about who theytegare
more likely to successfully integrate new aspects of tlemtity which is positively related to
psychological adjustment. Importantlyhen a person’s identity decisions were influenced or
controlled by others (i.e. parents making decisiongy there less committed to the identity
which was related to poor psychological adjustm&he results suggest that external factors
influence identity development and can limit the conecé person has with the identity they
are attempting to assume, which may be a reflection ofopalisy and/or contextual

differences.

Striving towards an identity goal is one of the tenetetifdetermination theory (Ryan
& Deci, 2000) and the extent to which a person engages ipihiess has been linked to
personality. Perfectionism can be either adaptive itivaiing people to pursue important
goals but it can also be problematic when a person becoomssimed by their need for
perfection. Luyckx et al. (2008) examined the association between tpastyf perfectionism
(maladaptive and high personal standards) and dimensiondewtity (exploration and
commitment) and found high personal standards was positikedbted to identity
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commitment. As predicted, maladaptive perfectionism wa®caged with ruminative
exploration. This highlights the importance of intrinsiotivation which can either lead to a
sense of identity achievement or continued exploratmhpsychosocial difficulties. However
it is unclear whether those adopting perfectionistic teciden already experienced
psychological distress or if perfectionism caused it dmdefore causality is difficult to

determine.

The development of perfectionism has been linked to atdinian parenting (Flett,
Hewitt & Singer, 1995) and interpersonal factors can influetheetrajectory of identity
development, particularly a person’s experience of early parenting and attachment (Winnicott
et al., 1992). Manzi, Vignoles, Regalia and Scabini (200@&méed the nature and
implications of cohesion and enmeshment within families ifentity development and
wellbeing. They found psychological well-being was positively joted by family cohesion
and negatively by enmeshment, which was also found to negaiividggnce identity
development. These findings were extended by Luyckx et al. (208@) evaluated the
relationship between perceived parental control and idefotitgation in adolescents. They
found the more participants perceived their parents iag Ipsychologically controlling, the
greater the difficulty in committing to identity was. Gieraparental involvement may be
initiated when a young person begins to explore in brestimative identity options which
may conflict with the parents’ own wishes. This may increase parental control ratlaertlking
the catalyst for lack of identity commitment. Thesel&s look beyond the individual into the
family dynamics and how this might influence identity develeptnhowever in both studies,

themeasurement of family dynamics is only from one family member’s perspective.

One criticism of identity status research is the measused to capture the identity
profile portrays identity as a static phenomenon. Tlig dgnamics of how a person views
themselves was investigated by Schwartz et al. (2011) to unutersteether identity status
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fluctuates and its impact on mental well-being. They dopsople’s self-concept fluctuated on
a daily basis and the stronger the commitment, the grisateelf-concept clarity. In consta
reconsideration or uncertainty about personal idewtypredictive of anxiety and depression.
This study examines identity processes on a micro-lexélkcaptures the fluctuation of self-
concept that is not often considered in developmetéatity studies. However, it is not clear

whether identity changes caused mood changes or theeever

Another criticism of identity status studies is thatytlaee largely concentrated on
college-attending adolescents emerging into adulthoddaes not generalisable beyond this
sample. Roberts and Cote (2014) acknowledged identity stateievant across the lifespan
and explored this within a diverse age group. They fomddviduals who did not meet
traditional notions of identity milestoseasserted by neo-Eriksonians experienced greater
physical and mental health problems but that identity ludea increased with age.
Additionally, individuals aged over 30 yeardo had not developed an ‘achieved identity’ or
struggled to resolve this process (known‘idsntity delay’) had the poorest mental health
They suggest an identity delay beyond early adulthood magtet tonsequences for emotional
and psychological health. However, the authors did nuider whether experiences of mental

distress affected their identity development rather tharother way round.

Neo—Eriksonian studies offer insight into personal orientatitowards identity that
could determine the trajectory of certain lifestyles basedcloices and opportunities.
However, other internal and external mechanisms alageimfle the process and these studies
fail to explore the underlying factors that both motivatentity development by striving
towards goalsHowever, it can also and deter identity development bging greater pressure
and anxiety to make important, sometimes life-changing desisFurthermore, assumptions

are made that an achieved identity status is an expeatedlttmate goal during emerging
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adulthood and this can result in pathologising those whobmaeluctant to conform to social

norms and conventions (Adler &McAdams, 2007).

Identity Construction Studies

Identity construction theories are concerned with hodwiduals choose and piec
together their identity within contextual opportunities armhstraints (Kroger, 2007)
Berzonsky’s (2008) social-cognitive model classifies the processing stgesociated with
identity formation. It is thought people are motivated towamisain identities as a way of
improving how they feel about themselves (Sedikides & Stli99¥). Soenens, Berzonsky
and Papini (2015) examined the associations between idemiiy sind distinct features of
self-esteem; level (measuresaf-worth) and contingent (motivated by social approval). They
found positive associations between an informational igestyle (open and critical) and high
self-esteem which was stable over time and assdaorth changes in contingent self-esteem
suggesting some motivation for social approval. Self-asfeethose with a normative identity
style (strong adherence to social standards) was morike fraagticularly when threatened.
Finally a diffused-avoidant identity style was associatétl low levels of self-esteem and
self-worth was highly contingent on social approvihis study provides insight o the
fluctuating nature of self-esteem in relation to differgpies of identity style which may be

influencing identity decisions although a direction aigality could not be determined.

Vignoles et al. (2006) argue that other equally important motdeyond self-esteem
cansteer people’s choices in their identity construction and outline several identity motives;
distinctiveness (differentiation from others), coniipudegree of sameness between past,
present and future self), belonging (feelings of closeaessptance by others), efficacy
(competency and control) and meaning (purpose in own exétdn@n extensive study which

measured how participantfentities were mediated by these motives, they foundaha
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motives predicted how people consciously manage theititgesither directly or indirectly
with additional evidence to suggest that identity elements central to people’s identity shape
their behaviours as they strive to maintain an arragertity needs. Although people are
motivated to maintain positive self-esteem, this study supploe assertion that other motives

may influence every day actions in identity construction.

Furthermore Vignoles, Manzi, Regalia, Jemmolo, and Scabini (2008) exantimed
extent these identity motives interacted with a desiretifeared possible self. At a time of life
transition (school leavers and first-time parentBgytfound that people desired most and
feared less their possible selves that they perceived vadieldgreater self-esteem, meaning,
continuity, and efficacy which was also considered tocbatral to their self-concept.
Additionally, the feared future identities were thought to eamsre frustration particularly
when they perceived there would be a disruption or loss tio semse of belonging,
distinctiveness and self-concept continuity. This studylaegd the motivational bases for
desired and feared possible selves and highlighted that the need to ‘feel good’ about oneself is
not enough in influencing the choices people make for tHeesseand a sense of continuity,

meaning and efficacy motivates people in pursuing certainitiesn

In pursuing an identity, people explore an array of paggs and supposedly choose
and discard identities and at one time hold severatdiffadentities. Brook and Garcia (2015)
examined how multiple identities interact with one ano#mel found having many rather than
fewer identities leads to better psychological well-beingwéier this was dependent on the
harmony or ‘fit’ between the identities and the extent to which identities are seen as important
or central to a person’s self-concept. They conclude that conflicting identities cdugeater

psychological distress, however they were unable to makasakinference.
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Self-Concept Studies

Based on existential theory,parson’s self-concept is described as “the individual's
belief about himself or herself, including the person'shaitels and who and what tkelf is"
(Baumeister, 1999). Importantly, this can involve both cure:nd future self-conceptions.
How a person thinks about their future self can motiviatéces and behaviours in their current
lives but can also create anxiety if the future idensitieared or undesirable. In a longitudinal
study Manzi, Vignoles and Regalia (2010) examined the cogmitiveesses of participants at
two life transition stages (school leavers and paoadhinthe ‘assimilation’ of a new identity
into their existing self-concepind the ‘accommodation’ of a reorganised self-concepthey
found the more identities were expected or desired bintheidual before the transition, the
more important it was for them to assimilate and accomtadtie new identity to their self-
concept which was associated with positive psychologicalbeatg. Identities that were
feared or undesirable were perceived as less important amvitasr greater difficulty in
assimilating and accommodating them into their existinga®itept. This study highlights
how a person’s perception and feelings about a change in their identity candegpending on
whether it is an identity they wish for or fear with imfamt consequences for psychological

well-being.

Having meaning in one’s life is considered to be important for psychological health
which extends from self-determination theory as a psadspersonal growth based on
intrinsic and extrinsic motivations (Ryan & Deci, 2000).algluster analysis, Dezutter et al.
(2013) exploed the complexity of having and/or searching for ‘meaning’ in life and its
association to identity exploration profiles and psyole@d functioning. Those in possession
of astrong sense of meaning and little need for searching alieridentities were considered
to be the most adaptive and experienced greater psychallagiibeing and lower levels of
depression. In contrast, people with a lower sense afingglut greater searching for identity
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experienced lower life satisfaction and were considered to be ‘stuck’. Furthermore, depression

and anxiety was observed in people who had low meaning and weseanching for identity
and it was proposed this group experience the greatest ltyfiictransitioning into adulthood.
However this could be due to their circumstances which waexpddred as a factor in this

study.

Having a coherent narrative is the extent a person is tablategrate their past
experiences to create a story about who theyldeetity coherence is not about “maintaining
the status quo” (Vignoles et al. 2008) but is concerned with making sense of experiences and
creating narratives that describe life events and isnportant aspect of identity construction
providing people with autonomy over the telling of their elgee and is associated with
psychological wellbeing (Adler & McAdams, 2007). This link wasraixeed by Ritchie et al.
(2013) to determine what internal (e.g. meaningless, low sethjvand external stresses (e.g.
life events) could mediate this process. They found peufiiea strong sense of meaning also
had greater identity coherence and positive psychologealkh. Conversely people with
sense of low meaning and lower identity coherence expedegreater neuroticism. The
direction of causality could not be determined and thelteesould be interpretieas person’s
self-concept is undermined by their experience of psygjicd! distress as a result of adverse

life events which could make it particularly difficult torde meaning in life.

Narrative coherence and the significance of autobiogrdphiemory was explored by
Waters and Fuvish (2014) who examined its relationship withhpdygical well-being. The
ability to tell a coherent narrative was moderately eissed with positive self-view, sense of
meaning and purpose and positive social relationships wheatines related to identity. This
suggests thatvhat is narrated is important for psychological well-being, ipalarly the

interaction between content (identity) and quality (cehee) of narrative.
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Interpersonal factors can also medidkertlationship between a person’s self-concept
and its continuity. In the context of how a romanatationship break-down relates to self-
concept, when remembering or imagining relationship breakingsjduals would change
the content of their self-concept which was predictivenadtgonal distress. Slotter, Gardener
and Finkel (2010) found over time, emotional distress did reduiieh the authors suggest
was helpful to the process of self-restructuring. Thidyhighlights the interdependent nature
of self-concept and how people reconstruct their identises way of managing and moving
through their emotional distress and underpins the tematserpersonal therapy (Markowitz

& Weissman, 2004)

Finally, a person’s moral identity also plays an important role in identity construction
by influencing values, goals, behaviours and ideals. Hardly €013) explored the extent to
which a person based their identity on their moralsyTaend people high in moral identity
displayed positive psyw-social functioning and those with low moral identity reed with
problematic behaviours. The authors conclude that althoughl naentity is important for
self-concept, it does not safeguard against harmful angl bskaviours. This could have
important clinical implications where a person may acheoforced to act out of accord with

their own moral identity (i.e. war veterans adjusting tivdian life, Litz et al., 2009

Social and Discursive Identity Studies

It is proposed that a well-rounded identity was made up o&atole, personal,
relational and public this can is associated with imprgsahological outcomes and argued
that external factors play an important role in iderga@gstruction (Schwartz et al., 2015). This
is important when considering the types of interventiofsred to people that look beyond

developing personal identity and consider the importahsecial processes.
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From a social identity perspective, the importance ofigraffiliation was explored by
Packer, Chasteen and Kang (2011) who examined individergd&ctations of future change
in social identity in young adults (17-25 years). Soda&intity is an important aspect of
personal identity as Haslam et al. (2009) argue that peopteatise the values and aspirations
of their group memberships which are important predictors df-bheeng and health.
Participants rated their current and projected selkeesti@t 60 years) and those who strongly
identified as being a young adult projected lower self-ese®impsychological wellbeing in
older age compared to participants who had lower identification gutrent age group. This
study suggests there is an important link between group mshippemd the development of
personal identity and how prospective transitioning out cfireent valued group is perhaps
perceived as threatening and associated with negatperitions. The authors suggest this
could lead to a prolonged identification with a group #raindividual is no longer compatible
with in order to maintain a desired identity (i.e. @ulastrongly identifying as the cultural
norms associated with adolescence) which could increa$ieds of isolation and emotional

disturbance.

In gaininga group identity that fulfils a sense of belonging and hieigéd self-esteem
from a social constructionist perspective, Mason-S¢hrd®96) examined the interplay
between the individual and group in exploring and establishjpgstive identity within the
transsexual community. The autobiographical stories of umhdals attending a community
meeting who described how they ‘discovered’ their transsexual identity were examined
Having listened to seasoned group members’ biographical events of how they ‘discovered’
their identity, newcomers adopted similar narratives tecige their experiences using
commonplace rhetorito reinforce the communal identity that substantiatehéneative, but
also affirms group membership. Furthermore, listenemoreted with support and approval

which affirmed and authenticated the identity of individuakulting in enhanced feelings of
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belongingness, self-esteem and a sense of self-aati@lidviason-Schrock (1996) suggests
the experience of self-actualisation is likely to beatwesequence oé-interpreting life events

to match an essential rhetoric that helps peog#ructure past events to express their sense
of ‘true self. Their approach examines how individuals interact with eptscand practises

that are culturally, socially and historically created byatares.

Furthermore, in support of Vignoles et al. (2008), two paldrcidentity motives are
observed from MasoRehrock’s study; distinctiveness and belongingness. Within narratives,
an assertive attempt was made by individuals to dissoceatesexual identity from other
groups such as cross-dressers and transvestites, whicletvagmresounding approval from
the group. Additionally, individuals’ sense of belongingness on receipt of this affirmation
increased the validity of group membership and self-este@ims study emphasises the
importance of group validation in affirming self-discovengaelf-constructive experiences.
Moreover, for certain identities that have been nmalgsed, the desire to carve out an identity

in relation toavalued group has potentially important implications for ovevall-being.

In contrast, when group affiliation consists of a maa@ised or stigmatised group such
as people labelled with mental illness, the consequencesyichological wellbeing are
significant. Link et al. (1989) found stigma and stereotypitgched to mental health labels
become internalised and lead to negative outcomes forgaspihey believe they will be
devalued and discriminated against. This highlights the potdiiity in social identities
within the discursive paradigm, albeit they are stromglgosed by dominant discourses that
may be continually reinforced because of social strastand institutions that come to uphold

them.
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Discussion

The literature presented within this review draws togeth&bkshed theoretical
orientations from developmental, social-cognitive amtiad constructionist disciplines which
offer insight into the psychological processes undeglyiow personal identity is formed and
its link with psychological well-beingThe factors contributing to identity discussed above
include the motives and processes within the individual watitetr important factors were not
explored fully such as the influence of cultural, ethee&xual and professional identity which

would have provided a holistic perspective of identity fornmatio

What is evident from the literature presented is thattigedevelopment is not a
passive process that occurs over tone ‘fixed reality’ but that a person is both influencing
and influenced by others in this process, indicating theopet and collective nature of self-
hood Similarly, factors that appear importdatidentity formation may contribute to all-round
mental well-being and if lacking may also contribute ttress. However in most of the studies
presented in this review, an association between ideatilypsychological well-being was
observed but not a direction of causality therefore rinoa be determined whether identity
development is important for well-being or whether well-beiragilfates identity

development.

For instance, across many studies, there are suggestairantindividual has choice
in their identity and the process of choosing can dependeweral factors such as being
motivated towards a positive self-concept, wanting to feehected to and distinct from
others, developing a future self, parental and interpergufheence and making sense of the
past experiences by creating a coherent narrative ¢\égret al., 2006\When these factors
are threatened, blocked, absent or suspended, there magrbatar risk of experiencing

psychological distress. This may be particularly relevlom people from deprived
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backgrounds where the infrastructure to support their needstidbeing met by family,
education, health and social services making it diffitadtthese individuals to navigate the
process of identity construction by a desired age (AfliIdtfcAdams 2007) and could beeh

cause of psychological discomfort.

The focus on internal processes of identity largelyloe&ed interpersonal experiences
and relationships (i.e. attachment) and despite a fewestednsidering the relational impact
on identity developmenthis was assessed from an individual’s self-report and represented
only one perspective of the dyad or collectittowever, the studies did demonstrate the
interdependent nature of identity construction and that it doesn’t exist solely within the
individual but is subject to the changes, delights and stredgnterpersonal life (e.g. Slotter

et al., 2010).

These studies incorporate various domains of identity rghemd confirm the
complexity of identity development processes, but lothée mechanisms of change and
construction within the individual. This could suggest autoym identity development which
lacks acknowledgement for the processes by which saaetyhe discursive practices play
partin. Moreover, there was a paucity in the systematic libeeasearch for people who have
no choice in their identity, which may have been ascrifyedn organisation or society which
can influence their developing self-concept and psyclwdbgell-being (Watson, 2002). For
the many people living with labels bestowed upon them such as ‘migrant’, ‘mentally ill’ or
‘disabled’, the connotations of these labels can become internalised and have implications for
people’s psychological health (Watson, 2002) by influencing how theykthbout themselves
and how people respond to them. As highlighted by Link etlB9), the stigma associated

with mental illness can have serious implications fow people view themselves.
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The association between identity and psychologicatbeitig was observed across all
studies. However, almost all used correlational analysistlaerefore a direction of causality
could not be assumed. Further consideration about wheshehnological well-being facilitates
active engagement in identity development tasks or whéiiag engaged is consequently
beneficial to one’s well-being could have important clinical implications. Additibyafor
those struggling to commit or explore identity options, it waslear whether this caused
psychological distress or whether struggling with mentatineifficulties and/or adverse life
events (e.g. trauma, abuse) and social difficultiesliemelessness, poverty) impedes identity

developmet.

Although a strengtbf many of the studies was that they explored psychologid&l we
being and distress across non-clinical populations whailid capture a broad range of
responses, the significant limitation was the high prevaexf European and North American
student populations to achieve an understanding of identity gewelot through self-report
This selection bias attempts to capture a group of people demiagging adulthood in a period
of transition which Erikson (1968) proposed as being fundaah@nidentity formation but
can only be generalised to other college-attendirg2byears old in Western cultures and is
not representative of all emerging adults. This sampling imi@ans that people who do not
attend college or universities within these cultures aregemesented, often because there is
greater convenience in recruitment within a universititirge The lack of breadth in
participant sampling means that factors influencing identibcgsses may or may not be
present in other populations or may take on a differajdtory and be influenced by other
things such as poverty, environment, migration and mentathhdifficulties. If identity
development is thought to have a ‘typical’ process or trajectory then important idiosyncratic

features relevant for individuals and groups may be missservice and support provisions.
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Furthermore in continuing to pursue this convenience sarntp perpetuating the
notion that identity consolidation is achieved during thigogkeridentity commitments are
becoming prolonged (Baumeister, 1999) and yet the thedratidarpinnings of the studies
allude to a ‘optimal time’ in adolescence where success or failure in identity formasio
given weight. This overlooks the complexity of the haroandition and fails to acknowledge
the changing and challenging discourses that are inflogmpeople in their inclinations of
‘who to become’ and ‘who not to become’ (Potter & Wetherell, 1998 It is interesting to
consider what triggers this process and whether it isfgpexindividualistic Western cultures
where there is a social expectation to have formed antitigldy a certain age. The pressure
can become internalised as an inadequacy on the padiwftiual where a need to categorise
canbe a pervasive societal ideal with significant socmdlications for an individual who has
not conformed to these demands (Adler & McAdams, 200§ Pdvies and Harre (1990) argue
there is a political agenda for young people to develoagtdentity so that they can become
cooperative and lucrative members of society. Furtheeniayrcategorising people in this way,
those who do not possess autonomous identity are perhapstat gigk of being negatile

categorised and potentially oppressed.

Clinical Implications

The self and identity are fundamental issues withinadinpractice where the process
and outcome of psychological therapggeared towards helping people in distress make sense
of who they are, how they became that person, andnigelhem become someone they wish
to be. Gaining an understanding of what mediates idemtitiddelp address internal processes
throughre-evaluating self-concepts that can alleviate mentaledist Identity and well-being
aren’t just about feeling good about oneself but feeling connected and distinct to others and
having a sense of continuity and meaning are important a@¢fanoles et al., 2006). Clinical
practitioners can be mindful of the link between psychictl wellbeing and identity and the
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importance of providing a service where individuals havessctee meaningful social groups
which fits with the recovery principles (Leamy, Bird, Leuillier, Williams, & Slade, 2011)
What is important to consider is sometimes people argleit@recover a sense of self as their
experiences in life (i.e. through deprivation, early netgylaave made it difficult for them to
carve out a sense of self from the beginning (Bowlby, 1988} is important as newer forms
of psychological therapies such as CBT or mindful figacmay attempt to help a person
understand and change their cognitions to rid themselvegative thoughts about themselves
(Beck, 1979) but may be a difficult task if their cord-seincept is formed from negative early
experiences (Bowlby, 1998). Additionally, Haslam et al. (200gues for the need to use
social identity theory in the development of clinicalsces as the importance of gpou
affiliation can be a strong mechanism in recovery and management of people’s lives. This could

be addressed in individual therapy as a way of helping p@ong@land connect with meaningful

social groups to act as a secure base from which to expkradentities.

Research Implication

The studies presented in this review were chosen as thégithxinvestigaed the
relationship between identity and psychological wellbeind) distress. A large proportion of
identity literature was not explored such as culturaduak professional and gender and its
link to mental health. The complexity of individual and grodegntity development and what
mediates this process is important to understand in neletimodifying clinical services for a
diverse population (i.e. to serve the needs of refggeaps) so that it is accessible and a
meaningful opportunity for support. Future reviews could conselittat different threads of
identity models to find commonality in relation to mertiealth such as the role of attachment
in identity development (Bowlby, 1998r how cultural identity and acculturation is linked to

wellbeing and distress.
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The experience of mental distress is largely categbasepsychiatric diagnoses and there is
growing awareness of mental health issues within media. fiee construction of identity
can be influenced by social factors such as stigma and staregpiLink et al, 1989). As
Watson (2002) points out, people given pejorative labels hadecontinue to be at risk of
internalising the attached stigma which has a significapact on their identity development.
For people labelled with a mental health diagnosislatiguage used by professional networks
and society as a whole perpetuates the stigma andiasoéxperienced within these groups

and can lead to discrimination (Crowe, 2000; Link gt1£89)

It is therefore potentially useful to explore the effeof labelling on identity development with
a few studies exploring ‘illness identity’ (Walker, 2006; Yanos, Roe & Lysaker, 2010) and
schizophrenia and self-concept. However there is a relok studies in the UK that explore
the discourses of mental health labels and diagnbatsbobth facilitate and hinder positive
identity development. This could offer insight into hovople have come to understand their
experiences through the discourses available and how flisnpes their identity and sense

of self, positively or negative.

Conclusions

This review has drawn together theoretical and empirieahblitire across a variety of
epistemological domains to explore the link between itleatid psychological wellbeing and
distress. How a person comes to view themselves appdashe result of a combination of
developmental processes that are contingent on sowdlamilial factors alongside conscious
processes involving choosing and piecing together impogaals, beliefs and values that
motivate action towards achieving a desired identity. Theseesses are not solely intrinsic
but are also influenced by social and discursive factotscdra motivate or impede identity

development.
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Abstract

Psychiatric diagnosis is used to categorise and treathtezdlth problems in the UK
yet is widely criticised for struggling to convincingly categotise experience of distress and
that it is socially constructefom the culmination of historical and cultural interaos.
Service-user accounts are varied and there is a paucjtiabtfative research that considers the
positive and negative effects of labelling. To understamtityeconstruction in the context of
a psychiatric diagnosis, the present study recruited ligiparits from a service-user research
group and five focus groups were conducted. Transcripts were susliggl Foucauldian
Discourse Analysis. Two major identities were detected ‘illness identity’ and ‘recovery
identity’. Participants drew on multiple and competing discourses and which placed them in
the position of patient and/or survivor. Medical discosissere dominant throughout the focus
groups and were used in a way to convey the fluidity of thetilgeand how they related to
their diagnosis. The study’s limitations are discussed, together with implications for clinical

practice and future research.

Keywords: self, identity, diagnosis, mental healthtrdss, labelling
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Introduction

Psychiatric diagnosis

The use of psychiatric diagnosis is commonplace in rhémalth practice and
practitioners commonly use the Diagnostic and StatistManual for Mental Disorders
(American Psychiatric Association [APA], 2013) and theednational Classification of
Diseases (World Health Organisation, 2010) as guidance toad®aktlassify symptoms and
diagnose mental iliness. This classificatigstem has come to be known as ‘the disease model’
and has received wide criticism for struggling to convincingiiegorise the experience of
distress, with arguments against its validity, reliabiétyd clinical utility. (Bentall, 2003,
British Psychological Society [BPS], 2013; May, 2007; Tim2@i13). The BPS (2013) argues
for a paradigm shift where greater emphasis is placed onrstadding the social and
psychological components of mental distress. In aengctreme position, theNo More
Psychiatric Labels Campaign(Timimi, 2013) call for the complete abandonment of
psychiatric diagnoses on the grounds that they provide adlésweadation for understanding

mental distress.

Social constructionists argue that mental iliness is sgc@hstructed and forms
historical and current ‘taken-for-granted’ ways of understanding the distress (Eisenberg, 1988;
Hacking, 2013; Harper, 1996). It is thought dominant discoursasddhe problem within the
individual, overlooking the myriad of social and cultueaplanations which effect how they
and others view their experience (i.e. poverty, domesgtience; Bentall, 2003). Willig
(1999b) argues from a critical realist position that powesfalictures are responsible for
socialising individuals to its systems. Callard (2014) sugdkatsextreme positions are not
helpful and perpetuate the stigma associated with mbatdih. In this view, the issue of

diagnosis is multifaceted and Callard acknowledgesctimeplexity of social structures that
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rely on diagnosis and the categorisation of dist(ess healthcare, justice, welfare). Callard
(2014) argues the need to view this isagémuddy waters’, suggesting that the polarities in
the debate need to move beyond whether classificstionld @ shouldn’t be used and towards

an appreciation that can open dialogue to understand gy ltomplex processes that

contribute to the opportunities and constraints of diagnos

Identity and Mental Health

Research into identity spans several psychological dornemas epistemologies.
Personal identity is broadly described as a person’s subjective self-conception and expression
from an individual perspective or by group affiliation anafluenced by biological
characteristics and psychological needs mediated thrangigd spportunities and constraints
(Kroger, 2007). A person’s social identity is how a person views themselves based on their
groups membership (Tajfel, 2010). Haslam (2014) suggests sociatygdayis an important
role for individuals understanding themselves and arguesitbaventions that promote social
groups need greater prevalence in clinical practice. Fontrer research suggests a sense of
coherence and continuity, belongingness, distincts®nand enhanced self-esteem are
important for identity development (Vignoles, Regalia, Ma@olledge & Scabini, 2006
which are in line with the principles of the recovery apgito(Leamy, Bird, Le Boutillier,
Williams & Slade, 2011). If these are threatened or abseprtunities for positive identity

development become diminished.

These processes are largely located within the individual dndr@ to a positivist
epistemology. From a social constructionist perspecpe®ple are thought to construct an
identity based on the discursive repertoires available ta {Pavies & Harre, 1990, Gergen,
1985). In the case of mental health, stigmatising disas can result in people gradually

identifying with characteristics associated with thelglfanos, Roe & Lysaker, 2010). Within
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emancipatory movements, mainstream social sciencesinglicated in producing and
strengthening notions of a realist identity through the agijdic of categories which can serve
to segregate and oppress groups (Cromby, Harper & Reavey, 200Gidffe, 2010; Watson,

2002).

lliIness identity

A core issue of using labels is the language and beliets klcome attached to
‘disorders’ where a person’s past, present and future life can become viewed through this lens
(Crowe, 2000) and characteristics that aeeestypically associated with ‘mental illness’ can
become internalised (Corrigan, Watson & Barr, 2006; Rdea&idson, 2013; Yanos et al.,
2010). Although diagnosis is often welcomed as it can providesado support, it can also
function as a way to divert blame away from a persother family for their problems,
reflecting how people can become stuck in the ‘brain-blame’ game (BPS, 2014). The vast
majority of people diagnosed with a mental ilinessliaety to have experienced stigma or be
aware of this problem and as a result, develop beliefs abaup&ople will respond to them,
which can lead to issues of self-stigma (Corrigan et al., 20@diyiduals can withdraw from
society due to beliefs that they will experience furthecrimination (Link, Struening, Cullen

& Shrout, 1989).

Walker (2006) describes how the concept of mental illnessJwdgee and become
embedded in social structures with noticeable power imbedanbere a person with a mental
illness is socially positioned as ‘the other’ who is disadvantaged. In a review of mental illness
and identity in mental health nursing, Crowe (2000) found sigmficconsequences of
labelling where people internalised negative stereotypes whiéidr their position as a
patient. Moreover, in a discourse analysis study witlpleediagnosed with schizophrenia in

the United States, Tucker (2009) found participants attempted td association with the
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label due to its media portrayal of ‘dangerousness’. Interestingly, beliefs of causality appeared
to determine whether a person took on an iliness identishether they were able to regain a

sense of agency and move towards recovery.

In developing an ‘illness identity’ model, Yanos et al. (2010) reviewed the literature
and found people who accepted and internalised the illnesstydexperienced a reduced
sense of hope and resilience. Conversely, those who adcdpediagnosis but did not
internalise the negative narrative demonstrated a greamse of agency where they took on
more positive aspects associated with an iliness idesmitiyrejected the stigmatising parts.
This enabled them to link with support groups to reframe theirriexpes which aided the

recovery process.

Pasman (2011) notes a gap in the research for the posifacts of diagnosis which
stigmatising and labelling theories have overlooked sutteasense of relief in having a name
for a problem which could reduce self-blame for previous uratde behaviour which can
increase self-esteem. In an interpretative phenomgiwall analysis, Young, Bramham, Gray
and Rose (2008) interviewed eight adults recently diagnogddARHD and detailed a six-
stage model of psychological acceptance of the diagnoesigding: relief and elation,
confusion, anger, sadness, anxiety and accommodation anpteamze The latter stage
marked a period of interpersonal change and growth ratheratpassive acceptance of an
illness identity. In a grounded theory study, Williams and H&2§01) developed an
‘exploratory model’ to convey how participants who had recently received a mentdtthea
diagnosis made sense of their distress and suggesbsdiagtayed an early, important role in
‘sense-making’ and beliefs about the cause of distress were not fixed but would fluctuate
between biological, psychological and social explamsti These studies highlight the

complex journey a person can make when given a label
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Recovery and Survivor Movements

The concept of recovery is adopted in UK mental hesdtivices and is based on a
personeertred approach helping people develop hope, resilience and agemegduering a
meaningful life (Anthony, 1993) and by providing a holistic viendtress that focuses on
the person (Mental Health Foundation, 2015). A major review of service users’ experiences
suggested five key processes of recovery: connectednesspptpesm, meaning in life and
empowerment whilst being respectful of culturally specifiddex such as spirituality and
collectivist notions of recovery for individuals of Bka@and Minority Ethnic (BME) origin
(Leamy, Bird, Le Boutillier, Williams & Slade, 2011) which reflect Vignoles et al.’s (2006)

motivations for identity development.

The survivor movement challenges the disease model easg breductionist,
diminishing hope, medication-driven and disempowering (NatiSoavivor User Network,
n.d). A survivor can be described as a person having jourrageéndured their traumatic
experience of mental health and/or services and is dbednto campaigning for change
(National Survivor User Network, n.d). In an interpretiageractionism study, Adame and
Knudson (2007) found people diagnosed with psychiatric conditiiawed themselves and
their distress as ‘chemical imbalances’ and ‘broken brains’ but those who positioned
themslves as ‘psychiatric survivors’ were able to construct an alternative narrative to the
disease model. Arguably this could open opportunities for peopdessume more powerful
positions where they can claim and reframe an identith@ntierms and empower others with

similar experiences.
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Discourse Analysis

Social constructionist researchers take a criticakcstaagarding positivist assertions
of a fixed reality by challenging ‘taken-for-granted’ assumptions and highlighting alternative
ways of viewirg the world. A person’s choices, agency and sense of self are thought to be
influenced and limited by the discourses available, Trgatrsions of reality (Willig 1999a).
Identity therefore is viewed as a dynamic and fluid precasd as a social action or
accomplishment (Willig, 2008). Discourse analysis is partigulaseful for exploring the
dynamics of identity in relation to psychiatric diagnpsis how individuals talk about such
categories may give insight into the subject positiosEtea by their discourses (see Davies

& Harre, 1990).

Although discourse analysis is usually conducted from a s@waktructionist
epistemology, it is often criticised for working primarilyean epistemological level and lacking
the social action required to make real change (Willig, 1999bjitical realist position merges
epistemological relativism with ontological realismdmnknowledging the different versions of
truth created through discourse balanced with recognisaigetients have an objective basis
and are produced by underlying and powerful structures (e.g. re@gneocial). These are
regarded less as permanent fixtures and more as patteatsdcand continually reinforced by

the use of accepted discourses, and therefore subject tpechan

Present study

How we view, describe and categorise ourselves has imporalitations for overall
wellbeing and can also be the source of distress (Sediki®trube, 1997). The experience of
mental distress itself can cause isolation, despairfaustration, made more difficult when

people experience stigma (Bentall, 2013). The literaangely explores the negative impact
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of psychiatric diagnoses, particularly in adopting an illndsstity (Yanos et al., 2010). In
exploring the ways in which people talk about their expeesiod being diagnosed, discourse

analysis can identify problematic discourses as well agiy®ones.

There are currently no discourse analysis studies witieirJK that explores the talk
of service users and the ways in which all categoriesyahpatric diagnosis has influenced
how they view themselves. Furthermore, there are fewestubat consider both the positive
and negative experiences of diagnosis and the perceffett en identity, the majority
detailing an illness identity (e.g. Tucker, 2009; Walker, 2006). Thig suggest a bias within
the literature and paradoxically perpetuates a negative timarrahich might overlook
alternative experiences and other potential identitielssaibject positions to illness (Pasman,
2011). For applied psychologists, this can be important to undérigiasyncratic limitations
and/or opportunities of mental health diagnoses which cawaldle practitioners working with
people with or without a diagnosis to consider the importafidbese categories including

issues of group identity (Haslam, 2014).

Research questions

The following questions were explored:

a. How do members of a service-user research group constringtiehity in
the context of their mental health diagnosis?
b. What implications does this have for social positioning?

C. What opportunities does a mental health diagnosis affuttbaclose down?
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M ethods

Design

From a critical realist position, Foucauldian Discoufsmlysis was used to analyse
the data which can explore the power relationships expré@sdadguage and talk (Willig,

2008).

Participants

A purposive sampling method recruited members of three serseeresearch groups
within a highly populated geographical area who had lived experieheeental health

difficulties. The inclusion criteria were:

- Over 18 years old
- Current or past mental health service-user

- Member of a local service-user group

Of 24 people who expressed an initial interest, 20 congeatparticipate. Following
this, two people withdrew due to personal circumstances andtei@led the five separate
focus groups comprising of nine women and seven men (age rarg®e ytars). Three
participants were currently working full-time, four were wuateer researchers, three were
students, three were not working, two were retired, two wehenteer workers and one
participant did not disclose their occupation. Fourteen fjaattits had been given at least one
diagnosis and these included: schizophrenia, anxiety, depressisonality disorder, bipala
disorder, stress, psychosis, adjustment disorder,ssivsecompulsive disorder and body

dysmorphia. Two participants had not received a diagnsigiarticipants reported having
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two diagnoses, five had three diagnoses and two participadtsnore than three diagnoses.

Participants had used mental health services variegebat18 months and 27 years.

Materials

The question schedule for the focus groups was devised byttiar asing Bamburg,
De Fina and Schiffrin’s (2013) discursive approach to examining identity (appendix D). An
information sheet (appendix E), a consent form (appefRidand a demographic questionnaire

(appendix G) were also created by the author.

Service user consultation

Members of one service-user research group were consultabseparate occasions
for feedback on the information sheet and questioning sahédrdugh general discussions
and a reflective role play. The critique of the oradiquestions in the schedule described some
questions as being “too wordy” or “jargony” and amendments were made to the schedule and

approved by the consultation group.

Procedure

Three service user-led research groups were approached anihfpveration sheets
and an informal presentation outlining the details ofgtgect. Contact details were taken
from the people who expressed interest in participatidgisane emailed or telephoned within
two weeks to ascertain whether they still wished to ppsdie and to arrange focus group

timings.

The use of focus groups has been recommended as a usgfaf daing discourse
analysis (Smithson, 2000) aKaueger and Casey’s (2008) recommendation for focus groups

of 3-4 participants was followed as this allowed for suffitigepth of the topic. Participants
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attended one focus group which consisted of members oféise@rch locality group as stated

as a preference.

Participants were asked to complete the demographic quest®anali focus groups
lasted between 75 and 90 minutes followed by a 10 minute debrg&drseat this point,
participants were asked to confirm their consent and ghemption to withdraw. All focus

groups were recorded and the author transcribed each ofdreatim.

Ethics

Ethical approval was gained from the Bromley Research ah@sECommittee
(appendix H) and Research and Development approval waseibfeom a local NHS trust
(appendix 1). The guidelines from the BPS (2010) and univevsése followed and all
participants provided informed consent. An end of study f@ppendix J) and an abridged
version of the study was sent to the Research and Ethiten@ee and R&D department

(appendix K) and participants (appendix L).

Data Analysis

Willig’s (2008) six-stage approach to Foucauldian Discourse Analysis was used:
identifying discursive constructions, discourses, actiomtatens, positioning, practice and

subjectivity (appendix M).

Rigour and Quality of the Analysis

The findings reported here are one interpretation hecetare a number of different
ways the texts could be read and regular supervision meeterg used to discuss discourses.
Lincoln and Guba (1985, cited in Houghton, Casey, Shaw & Murphy, 20t8mmeend

employing four criteria to determine the rigour and quality ofitaieve research: credibility
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(value and believability), dependability (reliability), configbility (neutrality and accuracy)
and transferability (extent findings applies to similarteats) The credibility of this work was
achieved through attending several peer debrief meetingswio§§ focus groups and
throughout the analysis where excerpts of transcripts discussed. As the researcher is part
of the evaluation process, reflexivity was required touatal dependability and confirmability
and this was achieved by completing a bracketing intervielwamigllow researcher to identif
any assumptions and personal experiences related toghaant topic which could influence
the way in which the data are analysed (Fischer, 2008) il aive research diary (appendix
N) was kept. Furthermore, rigour for dependability and confirntgbilias supported by
providing an audit trail to outline decisions of the e#sh process. Mays and Pope (2000)
suggest providing an account of the evolution of early ifieastsons (discourses) and
discourse analysis progression diary (appendix O) andh@otaed transcript (appendix P)
was maintained. In providing these detailed accounts of thgrgssion of the analysis, the
guotes portray thick descriptions of the discourses and sugjsitions outlined in the results

ard the transferability of the research was enhanced. alqurhlishing notes are also included

(appendix Q).

Results

The participants presented with two types of identity. An ‘illness identity’ seemed to
position participants into a patient role and a ‘recovery identity’ appeared to position
participants as an ‘expert by experience’ or ‘survivor’. Medical discourses were largely present
throughout the focus groups and often used alongside occap&ywlological and social
discourses. The extent of how people related to theseulises in terms of agency seemed to

vary depending on the identity being talked about.
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The research questions will be addressed by presentingambeng discourses of the
two identities, their subject positions and opportuniéied limitations for these identities. In
line with social constructionist perspectives of identidayies & Harre, 1990, Gergen, 1985),
participants were not fixed toward one identity, but occupiecerdifft positions which
appeared to fluctuate depending on the context discussed. ahgbace of a definitive and
universal description of mental health and/or distresdatigiage used in this paper will take

on many discursive descriptions, depending on tleviewees’ preferred discourse.

[lInessidentity

The seems to hevo main discourses associated with an illness identity were ‘having
a life-long mental illness’, ‘them and us’ and ‘legitimising and supporting a disease model’.
Within these over-arching discourses, smaller repertoisedigcussed in the context of

social positioning and associated limitations and opportunities

Having a life-long mental illness

Participants used discourses to describe themselves as ‘having’ an illness whilst
recognising stigmatising discourses about mental healjimolszs. As they adopted an illness
narrative, they appeared to reorganise perceptions of thesssahd of mental health
generally, dispelling previously used discourses such as ‘dangerousness as an aspect of

schizophrenia’ which is often associated with this label (Tucker 2009):

“when I was diagnosed with schizophrenia at first, I didn’t believe them. Before

I had schizophrenia, I had the same stigma as everyone else...thought it was violent
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people...to be labelled it myself, it took me a long time to actually accept that I had it”

(Gavir).

The social positioning for a person who takes on an illidesgity could mean they are
viewed by themselves and others through a diagnostic lenbeynddase to be a person with

a history or a future (Crowe, 2000

“it was just really really scary and the doctors and the staft just spoke to me, not
as a person, they didn’t care that [ had a life before I was in there [hospital]. They just
talked to me like I was someone who was really really ill and they didn’t take the time

out for me” (Sally).

As their lives had changed abruptly and having faced numesioaienges (e.qg.

hospitalisation, stigma), their previous identity wastdrical:

“I’m living a completely different life to the one I was living before...it changed

just overnight...I just wanted it to go back to the way things were” (Gavin)”.

All behaviours, thoughts and feelings appeared to be located viiehpetson and other

potentially contributing factors such as relational tiragional difficulties are overlooked

“When people read about the diagnosis, every last action or behaviour then
becomes a part of your diagnosis and [reactions to sitisqiian just be brushed under

the carpet as opposed to be taken seriously” (Miranda).

Looking beyond the diagnosis appeared to be difficult aadigcourse ofseeing the

illness, not the person’ denied the possibility of a person’s distress being taken seriously. Part

2 Names have been changed
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of the difficulty is probably the contentiousness of such a discourse, since one’s own family

may be implicated (unconsciously or not). It seemed diagrsesved a function for some
participants to divert blame towards a biological disorder\aay to negotiate difficult social
territory. Furthermore, in accepting the diagnosismasndicator of an underlying biological

disorder, it offered participants a way to divert blame afn@y their actions:

“I appreciated receiving a diagnosis because it made me feel less freakish. I
generally just thought | was quite a nutter so it was quiteoieetold I had something”

(Miranda).

This can help to justify and/or defend against possibly p@jerdiscourses of blame

about previous behaviours that may have caused harm or upsetts:

“I can relax and know why I’'m doing it, it is for a reason. It’s not just because
I’m just playing up or misbehaving...I got aggressive with my mum and I think that

was the illness...and that the diagnosis was right” (Rosie).

Despite acknowledging the stigmatised identity, particpasumetimes used the
diagnosisd preserve a positive identity as someone who wouldn’t behave in this way without

there being a medical condition:

“That [diagnosis] completely validated that I wasn’t in control...these had been
inbuilt in me before | had a chance to take sort of any respitity for it. So | was able

to pass the buck a little bit more as opposed to a lot obkeife” (Miranda).

This may also have a downside, in possibly leading to gkiliihg prophecy:

“when you’re given a diagnosis and a label, you sort of absolve yourself of
responsibility as well so you do engage in worse behaviour in some ways” (Kyle).
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This is a clear example of the label seeming to incrisielentity as mentally ill, even
to the point of acting into it. It also seemed necestargframe previous assumptions about

mental health so as to view the self in a more posiinceempathic light:

“I probably had a bad view of mental health myself...I always looked down on
people as well but now I don’t. I'm completely the reverse, I think I’'m more

uncerstanding than the average person” (Sam).

Participants also used discourses of ‘diagnosis as explanation’ which appeared to
provide clarification for their difficult experience, vehi is at odds with claims that functional
mental health diagnosis is simply descriptive and shaatdbe taken as providing causal

explanations (American Psychiatric Association [APA], 2013)

“when I was told I had a schizophrenia...I was shocked and I felt really bad then
at the same time then | also felt relieved that | kmdvat | had and then | can move

on” (Sam).

However, the differing light in which various diagnosestalel made a difference to

people’s ability to accept them:

“as soon as you get a diagnosis [psychosis], it’s common everyone has it...my
second was the swophrenia, that came as a shock because I think it’s just like

stigmatism” (Sam).

Most participants had received more than one diagnosisdeew on discourses of
‘getting the right diagnosis leads to the right treatment and recovery’ as receiving the ‘wrong

diagnosis’ seemed to have consequences:
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“With bipolar, [hope] was taken away, ‘you’re bipolar have some anti-
psychotics, learn to live with it’. When I was diagnosed with something else, with it

came some hope that ok, no guarantees but it could gatuatove” (Miranda) and

“I’m 1in a better place to deal with it as I’ve had treatment and I’ve got the right

medication but when I wasn’t on medication it was just so difficult” (Sonya).

It also gave opportunities for others to understand them laettlegive support:

“people can help by having a bit of an understanding of how to deal with things
with you...understand more about how I react to things differently and maybe slightly

more forgiving at times” (Derek).

This discourse of ‘diagnosis as explanation’ is easily understood when applied to a
long-term physical condition (i.e. multiple scles)siThere has been a well-intentioned push
for mental illness to be viewed as ‘illness like any other’ (Read, Haslam, Sayce, & Davies,
2006) which adds to the widespread belief in an underlying biologisatd#ir, which has
taken hold in the public mind. Whilst there are clear andctilage causes for certain physical
conditions, the same cannot be applied to mental distveese social and environmental

factors are often implicated in its cause or mainteedB®S, 2014).

In accepting a diagnostic label, participants drew on ‘life-long and permanent’
discourses’ in relation to their identity. This could maintain their position of patient and could
potentially close down opportunities for alternative identigcourses to develop, making it

difficult to view themselves and their life beyond thieel

“It’s acknowledging its part of you but then at the same time, for me it kind of

always been part of me” (Sarah) and
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“you’ll always be diagnosed...You want to be positive but you can’t because

of the issues you’re having” (Gavin) and

“I don’t have any symptoms anymore but it’s probably the medication doing it”

(Gavin) and

“I wouldn’t say [I’m] cured. I’ve got a borderline brain I’d say” (Miranda).

This suggests the illness discourse as one of ‘long-standing disability” which continues
to position people in a ‘patient’ role where opportunities for work or recovery are diminished

because of the implied personal deficits:

“he [social worker] said she’ll be no good at this...because of my diagnosis and
I don’t see myself in the same light now...it"s really hard having mental health because

I can’t work, the stress makes me ill so I’'m unworkable” (Claire).

The stigma and fear of discrimination also closes downorppities to share
experiences and participants withdrew and attempted to keepritetal health difficulties

private, sometimes leading to withdrawal from society (lehkl., 1989):

“My diagnosis is one where the only thing people know altoist when
someone gets killed or stabbed or someone who is aéxtiheme end of paranoid

schizophrenia, that’s why I wouldn’t want it broadcast around anywhere” (Pete),

This diminishes opportunities for people to get support astigeyafeguarding against
stigma and negative beliefs of others or the anticipaifficulty people may have in

understanding the diagnosis:
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“it’s a lot easier to turn around to someone and say I suffer from anxiety or
depression than it is to turn around and say BPD cosythehave to convince them

it’s real” (Miranda).

Other discourses of ‘powerless to make own decisions’ were used where participants
who had assumed an iliness identity looked for the dinecti@ professional which maintains
the power imbalance and puts the professional in the position of ‘expert’, reifying ‘them and

us’ divisions:

“I just wondering if anyone actually gets diagnosed well, if you can be
diagnosed back....cos you’re on medication, they put you on medication and then you
get better...if you come off the medication you get ill again...if you’re on medication,

you’ll never be diagnosed well. (Gavin).

Them and Us

The widespread beliefs and stigma associated with ntegdiéth which can maintain a
‘them and us’ divide with concerns about how other people may react (BPS, 20dkdgtal.,

1989):

“it’s sane people’s image of a schizophrenic who goes on a mad rampage”

(Pete).

This may cause potential barriers to being open about one’s mental health, causing
dilemmas of questioning whether to share their diagnedtis others which may limit
opportunities for making wider social connections througin & further stigma (Link et al.,

1989):
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“I haven’t told anybody about it, not cos I feel ashamed but cos I don’t want

people b feel awkward around me” (Pippa) and

“I might have to say I’ve got mental health problems, or should I just leave it.

You know it’s one of those questions that arises” [Sam] and

“with BPD I’'m slightly wary about who I interact with because of how I may
behave or react to certain situations...sometimes alienate yourself from other people

who you might want to be with” (Tony).

Discourses of ‘normality’ could also serve to maintain separation within society where

participants viewed people without mental health diffiesitas different:

“I find people with that more interesting than the average ordinary person. Don’t
get me wrong, I like normal people too because you get that sense of normality” (Sam)”

and

“There’s more of a story with someone with mental health” (Debbie)

In creating divisions between those who have and havgohat mental illness, in/out-
group membership is maintain and potentially closes down appies for social mobility.
Furthermore, ®courses of ‘them and us’ could be viewed as an attempt to assert a person’s
social identity whereby participants defended against n@in@discourses of psychological

distress:

“you get people who just have had a yucky day....What real depression is, when
you need medication... to unblock the chemicals in your body and people don’t

understand that you know” (Claire).
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Those not accessing mental health services, withaliagnosis or using medication
may be positioned as ‘normal’. Thus, the need for explaining one’s distress as a biological
illness legitimises certain kinds of support and treatmentab the same time, denies the
possibility of ‘being normal’, placing people in an impossible dilemma. By not accepting an
illness identity, participants could be placed in positibthedending and trying to validate their

distress as a way of connecting with a group that cotdal s@ipport:

“I don’t know about mental illness but with depression perhaps there’s kind of
such a wide spectrum...l feel really depressed but because it’s such a wide spectrum

oneperson’s depression is not another person’s depression” (Pippa).

Leqgitimising and supporting a disease model

Still within the overarching discourse of ‘illness identity’, participants appeared to use
discourses that suggested they were socialised to a disedstto explain their experience

which can maintain stigma and misunderstanding (BPS, 204 &eal., 2006):

“a diagnosis is something like a confirmation to some extent that there is
something that needs treating or looking at...the confirmation that there is something

else going on (Kyle).

In attempting to make sense of their experiences, partisisanght validation through
a legitimised system, placing professionals in an auttitwet and expert role and the

participant in the position of ‘patient’ whereby distress is reified as something one ‘has got’:

“I really wanted to know what my diagnosis is so I can look up things and know
what I’'m going through so it was like who to believe...what’s the truth then, what

should | be looking up and whhave I actually got” (Sonya) and
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“the team decided yes I definitely did have OCD and at the point I thought
‘great somebody else believes and listens to me’... not having the diagnosis was the
bigger problem. By not having it, nobody took me seriously anchsch of my life

was wasted...”” (Debbie)

Discourses described ‘uncertainty’ and ‘distress’ in the absence of a medical

explanation where:

“not knowing what my diagnosis was worse...I really wanted to know, I was so
hurt with what was going on...I was hurt when I thought it might be psychosis...but

I’d rather be hurt and know what I have got” (Sonya).

With a lack of a clear explanation being offered, pguaiots would self-diagnose:

“it was always me that would suggest what was wrong...l wish that someone
hadcome along earlier and said that’s what’s wrong and you can start dealing with it

from then on” (Kyle).

Although this portrayed a greater sense of agency, it seensmjgest a wish to be

acknowledged by a professional system which maintaingpisreposition:

“they are in these positions, they should know what’s going on and be able to

give you a correct diagnosis” (Tony).

This seemed necessary for Tony as he was required to praidation of an illness
to support absence from work as he wasgdpisitioned as ‘faking it’. Without the diagnosis

from a credible source:

“they thought I was putting it on” (Tony)
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Having their internal distress acknowledged by others seentssl a0 ongoing battle
for participants who drew on discourses of ‘having to prove something was wrong’ which can
lead to crisis point. A diagnosis seemed to provideigoation and validation of an iliness

which had previously been denied:

“It got that desperate and nobody really wanted to believe it....that was the real
big chalknge, people not accepting that you can be unwell...... which actually made
me do something quite drastic and the relief actually wheaslin the hospital although
it was hell on earth, it was a big relief happened...I wasn’t having to be this strong

person. ldidn’t have to pretend everything was alright” (Carly) and

“you know when there’s something wrong with you but you’re not quite sure,
you’re just not aware of it and it seems like that it was the only way I could find out

and get a diagnosis was for sahigg dramatic to happen” (Debbie).

Furthermore, participants were generally supportive of thetifon of diagnosis and
defended against change as it served many functions aaldsiiece of it increased uncertainty

and fear of further isolation and stigm

“To take away completely would be belittling” (Miranda) and

“It might make you think you were really going mad...in the stereotyped way
like... if you don’t have the diagnosis or you don’t have the right one, you’d be thinking

‘what is it, what’s wrong with me’” (Carly).

This seems to fit with a broader discourse of illnessgeiidely seen as something to
be recognised so that sufferers get help and support. Thityides someone who is ill

positions people as legitimately receiving support, and thagebe other unspoken discourses,
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such as blame by family members or those who provide bgngfib might otherwise confer
an identity and social position of being lazy, difficultuorcooperative people. This suggests
people may be caught between ‘blame or brain’ discourses (BPS 2014), specifically they are
either blameworthy for not doing what others want them tthere is something wrong with
their brain as the only alternative possibility. No otfiscourse is easily available or generally
acceptedsuch as discourses about how life events and early experiences can affect people’s
mental wellbeing which could position them as being ‘recovering/recovered’, ‘survivor’ or an

agent of their own wellbeing.

Recovery I dentity

A recovery identity was observed across all focus grougigparticipants appeared to
draw on a variety discourses that gave more detail to iexigess of mental distress and how
they were rebuilding their lives. The major discourses were ‘using a diagnosis for self-
improvement’ and ‘rejecting a disease model in favour of own explanation’. Both over-arching
discourses appeared to position people as ‘survivors’ and ‘expert by experience’ and increased

opportunities for autonomy and recovery:

Using a diagnosis for self-improvement

Naming a problem appeared to be as important as having an ekplai#ithout a
name, a person may still identify as ‘mad’ but of an unknown variety as the person is still

experiencing the distress and seeks answers to develop fnaysrg and being informed:

“It’s better the devil you know...it doesn’t matter what the diagnosis is, once
you’ve got the diagnosis you know what you’re dealing with, you know how to research

it to find out how to get better” (Debbie) and
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“if the label comes with the education and you learn how to apply that to your

personal situation then it’s like a combination of the two [diagnosis and education]”

(Kyle).

This may position people as agents of their own recoafetlye same time as claiming
a social identity of someone who is ill who can work Wi experts to help themselves. This
could be seen as positive, even though it positions a passdependent on the expert for
guidance. It is clear one is doing everything possible to hedisedf however it raises the
guestion of possible unspoken discourses, such as potentiabéions of not working towards

recovery.

The importance of having a positive social identity (Bias|2014) was observed in the
discourses of ‘diagnosis giving opportunities for contact and belongingness with others with
similar experiences’ which is important for recovery (Leamy et al, 2009) and identity

development (Vignoles et al., 2006):

“being with other people who have experienced similar things...for me it’s been

really helpful” (Carly).

Furthermore it provided participants with opportunitiesstach out to people who may

otherwise struggle to seek support and share and maintain hope:

“you’ve been through what they’ve been through...I think this helps them to
open a little bit... they can see ‘oh he’s going through it, he’s at the end of the tunnel

and he’s come out of it now perhaps there’s hope for me” (Derek).

For other participants, they made attempts to draw om olnetities for their wellbeing

alongside the iliness identity:
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“sometimes it’s nice to go out...where you’re not reminded all the time about
the reason why you’re not working or you’re on meds...It’s just something that’s a
normality, a bit of fun...doing something meaningful that wasn’t mental health”

(Derek).

Whereas for others, the illness identity appeared to befesdefining characteristic

“I don’t know if I really think about my diagnosis now...sometimes I can get a

bit anxious and things and then I think is that my diagnosis?” (Rosie).

This appeared to offer alternative explanations for disisssh ceases to locate the
problem within the person and strengthpmsicipants’ position of ‘power’ and agency where

they are able to be critical of ‘taken-for-granted” assumptions of distress (Willig, 1999b):

“it’s external things that affect you internally and you don’t know what you’re
going to meet on a day to day basis or how you’re going to manage certain situations”

(Carly) and

“What’s happened in the environment and social can make you or get you

where you are today as opposed to fistig schizophrenic” (Miranda).

“when you get diagnosed with something like bipolar, it’s often seen as a
medical issue....that realisation that it’s nothing to do with something wrong in your
brain or your personality, it’s something that’s happened...it completely shifts it”

(Carly).

For others, there were discourses of how having a nambkasenpositive impact on

personal recovery:
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“to me diagnosis can be positive....it means you finally know what you’re
tackling and it can give you a jumping off point for gettmgre information, getting
access to treatment, getting access to support and help, finding others you’ve got a

similar diagnosis and getting support from them” (Debbie) and

“I’m much more aware of what I need to not get anxious and I know what my
triggers are much more and I know what I need to do to keep myself feeling good...I

think that’s been a helpful thing really” (Carly)

Discourses of ‘strategies to build resilience and determination’ to recover from mental

illness were prevalent which showed participants carrying tnliie@ despite the challenges:

“as well as having diagnosis and being told what you have and what medication,
there’s an element where you need that determination to get well as well, I think that’s

very important for your recavy and knowing yourself very well” (Sam) and

This potentially places participants in a position of being a ‘striver’ and motivated to

move towards recovery, whilst maintaining an acceptandeeahedical explanation.

Rejecting the disease model in favour of own explanations

From a position of ‘survivor’ and ‘expert by experience’, participants used discourses

to reject an iliness identity, demonstrating autonomy for aefitheir own experiences:

“For me describing I have a mental illness is a problem cos it gives me the

feeling that it’s something that I can’t do anything about and that lack of control”

(Pippa).
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Furthermore participants used discourses that defendedstagfaé limitations often

associated with mental health diagnoses:

“a diagnosis has never stopped me, it’s just there, you’re aware of it, it doesn’t

necessarily stop me” (Miranda) and

“My coping mechanism for my illness is to not ignore it, but tell myself that I
haven’t got one...I’ve gone on to live a full life and work and study... that’s how I’ve
functioned and recovered from the iliness because of my strength and belief to

combat it” (Pete).

Additionally, participants drew on discourses of being a sarvof mental health
savices and being critical of the treatment they receivbith appeared to actively defend

against being in a passive role:

“I stepped out of the service I was in because of the treatment I was under cos I
disagreed with them quite a lot and I actually told them...I didn’t think I was bipolar”

(Miranda).

Participants also used critical discourses against ds@agndescribing it as being an

inhuman act:

“I don’t believe in a diagnosis...it’s not right...It’s ideal for baked beans, a tin

of baked beans than myself” (Claire) and

“I like them to know who I am, not what I’m suffering from” (Claire).
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This positions Claire as an advocate for change agaissstem where seeing the
person, not the iliness is firmly asserted as a way th&ly Wibe viewed which ties in with the

survivor movement principles (Anthony, 1993).

Discussion

This study took a critical realist position and aimed tolaep how participants
negotiated their identity in relation to whether they or hadn’t received a mental health
diagnosis. In doing so, it was hoped that both the pesind negative experiences would be
elicited. The analysis identified two main identity prdfijleliness identity and recovery
identity. Although it may appear that these identity pesfibccupied opposing ends of the
spectrum of how a person relates to their mental hehétgnalysis observed an integration of
these identities which conveys the complexity andlityiof identity (Bamburg et al., 2013),

specifically when people are able to use their diagrassggart of the recovery process.

When people spoke of their diagnosis, it followed ttiey would use medical
discourses which positioned them as a patient and potgrtiaiing down opportunities for
autonomy as they sought ‘expert guidance’ within a legitimised system. For many participants
with a dagnosis, they appeared to ‘own’ and ‘accept’ a biomedical explanation for their distress
and in receiving the ‘right diagnosis’, they also received the ‘right treatment’ which gave them
a way of understanding and/or absolving previous difficulidesliagnosis seemed to offer
initial ‘sense-making’ as well as validation and access to a support network that was felt to be

important for their recovery.

It seemed that getting diagnosis that to deschiie experience and seen as ‘right’ was
more important than getting no diagnosis as participants waiele to make sense of their

experience in a society where people tend to be blameativée find life difficult and external
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causes are often invisible, so that their only recoisrperhaps to claim illness (Yanos et al.,
2010). This could be viewed alongside Young et al.’s (2008) psychological acceptance model
where people move through a complex journey of initiakféb acceptance and growth.
However there seemed to be a state of permanence forlahet® where some participants
were reluctant or unable to assert agency in removing lble¢ tlkemselves with assumptions
that it was the professionals that had the expertise 8o adehich could maintain their illness

identity and a power imbalance (Crowe, 2000).

Identities that adopted recovery discourses seemediopdternative explanations for
distress of social and personal circumstances alomdsalogical causes. This reflects the
tenets of the recovery model where people are cretigir own narratives for their distress
(Mental Health Foundation, 2015). For some, the recadiscpurse empowered them to reject
diagnoses that didn’t fit with their experience at the same time as continuing to use medical
discourses in a way that was meaningful to them. Thraughe focus groups, participants
acknowledged the stigmatising effects of labelling howevesnndonsidering the arguments
for abandoning diagnoses, participants appeared to defenditiys Ttiis may suggest that in
becoming socialigkto the ‘disease model’, service-users are presenting a complex relationship

that can both facilitate and hinder identity development.

In reviewing the analysis, it is important to considersadles of the function of a
diagnosis and the relationship people have with ithénabsence of categories that attempt to
explain symptoms, it may be a containing and validating expegiwhere someone feels that
another person has taken them seriously (Young et al., 2008)ct, those who described
being in a recovery position were able to consolidatepiaénd recovery identities that gave
them hope, resilience, support and information for themhvilcetheir lives. With this more

complex view, it is important that the varied discourses relationships people have with
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their diagnosis is shared widely to improve public and gadmal understanding of human

distress to tackle the polarity of ‘brain or blame’ explanations (BPS, 2014).

Limitations

Discourse analysis research has been criticized faxgbeverly interpretative and
intellectualising of experiences (Willig, 1999b). In evaluating tliscourses available in the
focus groups, there is greater risk that how the researttierpret the data may in itself be a
reduction of the experience in the mechanics of langsageething that this epistemological
position is against. Furthermore it is difficult to asam whether the intent of the speaker was
to convey this message or whether it was interpreteddstsy the listener and discussions
with supervisors and the bracketing interview were an impbpart of safeguarding against

such biases (Fisher, 2009; Mays & Pope, 2000).

It is also important to consider the potential participbias in the study and the
discourses, identities and experiences represent ongethselecting participants who were
at a stage in their recovery which enabled them to flectige of their experiences of
diagnosis. For those recently diagnosed or strugglingn&intain a sense of hope or
empowerment in relation to their distress, their elgmees and ways of talking about diagnosis
may present differently. As the study was being conductingmiibe NHS context, this could
further influence what and how issues of mental health aked about (Willig, 1999a).
Furthermore, the participants were experienced and dedicatedbers of a research group
who regularly take part in focus groups. | observed them toimeohase to the topic of
diagnosis which could have attracted more of a meditmiodrse. Had the topic been
alternatively framed (i.e. experience of diagnosieeiation to your recovery), this may have
allowed experiences and discourses to be discussed. As noted in the analysis, issues of ‘them

and us’ appeared to be prevalent discourses which could have been enacted in the focus groups
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where they could have experienced the researcher asamfingsa professional status which

could influence their discussions.

Implications

This study attempts to offer a complex and nuanced perspedtiiagnosis and how
this can be part of enacting a person’s identity. The focus group context may have shaped how
people talked, such as how they enacted certain idenititighis context. By exploring both
positive and negative experiences, the study addressedubitypof studies approaching the
positive and negative effects of diagnosis (Pasman, 20&i pimed to be considerate of all
the voices and experiences. Furthermore, it acknowletlge®mplexity of the issue and what

Callard (2014) calls the ‘muddying’ of the waters.

The prevalence of medical discourses through the focugpgrmuld indicate missing
discourses of social explanations of mental distvésish may reflect the relative lack of
funding research and media attention (BPS, 2013). This ssggadicipants could be stuck
within a ‘brain versus blame’ (BPS, 2014) dilemma where talking about alternatives to the
disease model can induce the blame game. Future researidhexamine these issues in

relation to recovery.

For clinical practice, it may help practitioners to ddes the wide variety of
experiences and perspectives and the complexity of how a diagnosis interacts with a person’s
self-concept. It could help them in the assessment aevémtion process of how, when and
whether a diagnosis would be helpful or not based omiéhcal assessment rather than the
philosophical and professional perspective of the practitioBased on the values of
participatory action research (Hutchinson & Lovelli, 2013), fatstudies could utilise the

‘expert by experience’ position of service-user research groups to help others recently
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diagnosed to begin a journey of ‘psychological acceptance’ (Young et al., 2008) to helpfully
develop more balance relationship with their diagnosis. Haslam (2014) notes, the
importance of social identity and the values that a graupcceate can provide a powerful

clinical intervention which can support individuals ieittrecovery.

Conclusion

The study examined the talk of service users attendingus fpoupgo understand
how they may have negotiated an identity in relation ¢éopychiatric diagnosis they may or
may not have received by mental health services. Tlmnade of the study was to add to the
existing literature that examines the impact of receivingagnibsis on self and identity and
the aim was to consider both positive and negative exmpasefrom service-user perspectives.
Foucauldian discourse analysis provided an opportunity toieganow participants talked
about their experiences of receiving a diagnosis, thewattempted to make sense of ‘who
they were’ in relation to others and how this positioned them socially. The results outlined two
major identities: illness and recovery which suggested thdicipants had a complex
relationship with diagnosis. Although medical explamaticere often sought to reduce self-
blame, get help and begin recovery it also caused many dilefonpasticipants’ relationships
and future outlook. It seemed that a diagnosis had tisermpto maintain a permanent
perspective of how participants came to view themselves widsgalked about as being both
helpful as it gave opportunities for self-improvement@wvery but it also maintained stigma
and isolation and &hem and us’ divisions. The implications of the research could help
practitioners, regardless of their professional stémwards diagnosis, consider the complexity
and importance diagnosis plays in a person’s life and how this can be both a helpful and

unhelpful process, depending on how the individual makes sétisis experience
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Appendix A: Boolean search phrases

(self*” OR ‘identity’ OR ‘ego’) AND (‘formation’ OR ‘develop*’ OR ‘discover*’ OR
‘construct®’ OR ‘defin*’ OR ‘actual* OR’ realis*” OR ‘process’ OR ‘motiv* OR social)

AND (‘wellbeing’ OR ‘well-being’ OR ‘mental’ OR ‘distress”)
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Appendix B: Flow diagram of search results

Initial search n =
395 (Psycinfo,
n=59; ASSIA n=57,
EBSCHO n=279)

>

e

Abstracts screened
n=105

Duplicates
n=10

Titles reviewed (338
excluded) n =47

Hand searched
references n = 58

Excluded following abstract screen

- Not measuring identity
status/process n = 29

- Reviewn=20

- Qualitativen=7

- Full text not retrievable n = 2

- Intervention study n=3

eligibility n = 44

Full copies retrieved and assessed for

Excluded following full text screen

- Not measuring identity
status/process n = 14

- Not measuring wellbeing/distress n
=9

\ 4

Final number of studies
included n=21
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Appendix C: Example of Guidelines of Appraisal Criteria for Qitative Studies (NICE,

2012b).

Is the source population or source area well described?

Is the eligible population or area representative efsthurce population or area?
Do the selected participants or areas represent tfiblelpopulation or area?
How was selection bias minimised?

Was the selection of explanatory variables based onrzdsheoretical basis?
Was the contamination acceptably low?

How well were likely confounding factors identified and conad#

Is the setting applicable to the UK?

Were the outcome measures and procedures reliable?

Were the outcome measurements complete?

Were all the important outcomes assessed?

Was there a similar follow-up time in exposure and comparnggoups?

Was follow-up time meaningful?

Was the study sufficiently powered to detect an intergargifect (if one exists)?
Were multiple explanatory variables considered inathelyses?

Are the study results internally valid (i.e. unbiased)?

Are the findings generalisable to the source populatiendkternally valid)?

Rating criteria for stidues

++

Indicates that for that particular aspect of studygieghe study has been
designed or conducted in such a way as to minimise thefrisko

Indicates that either the answer to the checklist questinat clear from the
way the study is reported, or that the study may not hdaheessed all
potential sources of bias for that particular aspect of ddedign.

Should be reserved for those aspects of the study diesigmich significant
sources of bias may persist.

Not reported Should be reserved for those aspects in which the stully veview fails tc

(NR)
Not

report how they have (or might have) been considered.
Should be reserved for those study design aspects thadtaapplicable

applicable  given the study design under review (for example, aliosatoncealment

(NA)

would not be applicable for casmntrol studies).
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Appraisal of literature review studies

Studies

10

11

12

13

14

15

16

17

18

19

20

21

Population (well
sourced and
representative)

++

++

++

++

++

++

++

++

++

++

++

M ethods
(minimised bias,
control sample,
confounding
variables
identified)

++

++

++

++

++

++

++

++

++

++

++

++

++

++

++

++

Outcomes
(complete and
reliable)

++

++

++

++

++

++

++

++

++

NA

++

++

++

++

++

++

++

++

++

++

Analyses
(sufficient power,
appropriate)

++

++

++

++

++

++

NA

++

++

++

++

++

++

++

++

Summary (validity
and
generalisability)

++

++

++

++

++

++

++

++

++

++

++

++

++

++

++

++

++

Overall rating

++

++

++

++

++

++

++

++

++

++

++

++

++

++

++

++

++
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Appendix D: Questioning schedule

Questions for focus groups

Potential constructs for exploration

Proposed Questions

Self-concept and identity

What does it mean to think about yourseli
How do you describe/think about yourself

What, if anything, does your diagnosis sa
about you?

What, if anything, has your diagnosis don
to your sense of self?

Subject positions

What have you lost/gained through having
diagnosis?

How do you discuss your diagnosis with
others?

Has the diagnosis affected how your
introduce yourself?

Are there particular situations when you
wouldn’t mention your diagnosis?

What is your thinking behind this decision

Change over time

What was it like when you didn’t have a
diagnosis?

How has your relationship with your
diagnosis changed over time?

How do you see yourself now compared t
when you were first diagnosed?

Relationship to diagnosis

What do you think about diagnosis in
general?

What do you think about diagnosis from
your personal experience?

How has your diagnosis affected you?
Positively or negatively
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Appendix E: Information sheet for participants (version 3)

Information about theresearch
Study title: Mental health diagnosisand you

Hello. My name is Suzanne Platt and | am a traineecalipisychologist at Canterbury Christ
Church University. | would like to invite you to take part ireaearch study. Before you decide
whether to take part it is important that you understand wiydbearch is being done and
what it would involve for you.

What isthe purpose of the study?

Mental health is a broad subject and affects thousands of people’s lives in many ways across
the UK. People are beginning to talk more about what it’s like to live with a mental health
difficulty and also what it’s been like to receive a psychiatric diagnosis.

Language and how it is used can be powerful and over theecofihistory, how different
mental health difficulties have been named and the mgawii these names has changed
overtime. This has meant how it is talked about has @lsmged. This can influence how
society views people experiencing distress and fupport is offered. Similarly, a person’s
diagnosis can change, and over the course of a person’s life it can shape how they come to view
themselves and potentially impact on things they aretatide with their lives.

Being able to understand the processes of language in metiatdistress, both currently and
historically, can offer insight into the relationship peop#ese with their diagnosis and its
impact, if any, on their lives. For some people, itas diagnosis but distress that affects them
most, while others say that diagnosis itself has a fegtein one way or another.

There are no studies in the UK that seek to explore leovice users talk about mental health
diagnosis and its impact, good or bad, and this studysadiie opportunity to critically reflect
on this.

Why have | been invited?

You have been invited to take part in this study as you hawk dixeerience of mental health
difficulties and may or may not have a diagnosis, andvaeld like to learn about what this
experience has been like for you.

Do | haveto take part?
It is up to you to decide whether or not to join the study. If yoeeaty take part, you will be
asked to sign a consent form. You are free to withdraw atiraey without giving a reason.

What will happen to meif | take part?

If you are interested in participating, you will be askedttera one of four focus groups with
other ResearchNet members lasting for 1.5 hours égath focus group will be facilitated by
me and will explore your experiences and views related taahkealth diagnosis.

Each focus group meeting will be audio-recorded and trandcntiegh all personally
identifiable information removed or anonymised.

Expenses and payments
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Travel expenses of up to £10 can be claimed to contributiee cost of travel to the focus
group.

What will I haveto do?
The focus groups will explore the following topics:

o How is diagnosis helpful or unhelpful?

o Your experience of diagnosis

o How, if at all, did a diagnosis impact on your senssetff?

o What opportunities and limitation did you experience becanfseyour
diagnosis?

What are the possible disadvantages and risks of taking part?
You may decide to talk about your past experiences in the fwoups which may be upsetting
and it is recommended you organise support for this.

What arethe possible benefits of taking part?

You can choose what you discuss in the focus groups. Youwevibntributing to research
that explores the possible impact of diagnosis oniiefithis will give you an opportunity to
critically reflect on diagnosis with other group membekikhough there is no intended clinical
benefit, this research can offer professionals insiggbthow mental health diagnosis impacts
on how people come to view themselves which in turn may chaltéegeown assumptions
and enrich their practice. It is possible that you wabafind it an interesting experience to
discuss the issue.

What will happen if I don’t want to carry on with the study?

You are free to withdraw from the study at any time without gieimgason at any point until
your focus group is completed. After the focus group, thtde a short debrief where you
can decide whether or not you are happy for your data todoeishe study. If you decide to
withdraw after this point, your data will still be used but we ndgit use any direct quotes from
you within the report.

Complaints

Any complaint about the way you have been dealt with duhiagtudy or any possible harm
you might suffer will be addressed. If you have a canedaout any aspect of the study, you
can contact me (Suzanne), Sue Holttum or John McGowan (Salomons’ supervisors of the
project) or Neil Springham (supervisor at Research Net)withalo their best to address any
issues of concern to you. The full contact details itkeaend of this information sheet.

If you remain unhappy and wish to complain formally, yan do this by contacting Professor
Paul Camic, Research Director and Clinical Psychdipg@&hrist Church Canterbury
University, Salomon's Estate, Broomhill Road, Tunbridge WeId3 O0TG. Email:
paul.camic@canterbury.ac.uk.

Will my taking part in the study be kept confidential?

Yes. We will follow ethical and legal practice and all infatian about you will be handled in
confidence. The focus groups will be audio-recorded and tibadcand all information will
be kept strictly confidential and stored on secure compiridocked offices and in locked
filing cabinets and all identifiable information will be renemlv so that you cannot be
recognised.
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After the study has finished, a CD containing the anonymouss fgooup transcript will be
kept in a locked filing cabinet in a specified office in Ch@hurch Canterbury University.
This will be kept for 10 years. It will not be possible to iglgrnyou from this data, because
when | transcribe the focus groups | will change namggeople and places, and any other
identifying information.

There are some limitations to confidentiality and if wel feoncerned about your safety or the
safety of anybody else then we will discuss this witiln god may inform a member of a clinical
team to ensure that you receive support.

What will happen to theresults of the research study?

It will not be possible to identify you in the results arthe report but we may include
anonymised quotes from the focus groups. The results will be u$edrtgart of a doctoral

thesis for a doctorate in Clinical Psychology at Gt€isurch Canterbury University. A report
about the study will also be submitted to the Journal oftdéfealth. If you wish, when the
project has finished we will send you a letter describingntagr findings and letting you

know where the findings will be published.

Who isorganising and funding the research?
The study is being organised and funded by Canterbury CHmstl University.

Who hasreviewed the study?
This study has been reviewed and given favourable opinion Ioglapendent research panel
at Canterbury Christ Church University and by a local Ni®arch Ethics Committee.

Further information and contact details

If you would like to speak to me and find out more about the siutigve questions about it,
you can leave a message for me on a 24-hour voicenmiedime at 03330117070.You need
to put in the new 24-hour voicemail. Please say that theagess for me [Suzanne Platt] and
leave a contact number so that | can get back to you. Ywu also send me an
email:s.e.platt502@canterbury.ac.uk.

Other contact details:

Sue Holttum: Tel: 0333 011 7113email: sue.holttum@canterbury.ac.uk
John McGowan: Tel: 03330117107email: john.mcgowan@canterbury.ac.uk
Neil Springham: email;_neil.springham@oxleas.nhs.uk
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Appendix F: Consent form (version 3)

CONSENT FORM

Centre Number:

Study Number:

Participant Identification Number for this study:

Title of Project: Examine how service-users talk about thental health diagnosis and its
impacts on self and identity.

Name of Researcher: Suzanne Platt

Please initial box
1. I confirm that | have read and understand the infoomatineet dated 21/07/2014
(version 3) for the above study. | have had the oppayttmiconsider the
information, ask questions and have had these answerddatity.

2. | understand that my participation is voluntary and lthat free to withdraw my
data up until the focus group has completed and after this, ploe researcher will
retain and use my data for analysis but no direct quotebeviked.

3. | agree that anonymous quotes from my interview may lzeingriblished reports
of the study findings

4. | agree to take part in the above study.

Name of Participant Date

Signature

Name of Person taking consent Date

Signature
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Appendix G: Demographic guestionnaire

Participant Number:
Thank your participation in this study. Please answefdif@ving questions:

1) Gender: Female Male Transgender

) A

3) Marital Status:. ... .c.ouiitit i

) OCCUPALION: . ..ttt ettt et et ettt et et e e e et et et e e et et e e e e e e e ens

5) Highest level 6
0 L To7 1510 B P

6) Are YOU SEIVICE USEI OF CAIEI?....cciei it e o s o1 seee e eeaeas

7) How long have you or the person you care for been usingahiegdlth
SEIVICES?. it emmeeena s

8) Please indicate which mental health diagnosis/diagngse have been given since
using mental health services:

Anxiety

Attention deficit hyperactivity disorder
Autism spectrum condition
Bipolar Disorder

Depression

Eating disoreér

Obsessive compulsive disorder
Personality disorder

Psychosis

Schizophrenia

| have not been given a diagnosis

Prefer not to say
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Appendix H: Ethics approval letter

Removed for electronic submission

Appendix I: Research and Development Approval (trust name rethove

Removed for electronic submission

Appendix J: NRES end of study form

Removed for electronic submission
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Appendix K: Summary feedback for Research and DevelopamehEthics

Runcie Court,

David Salomons Estate
Broomhill Road
Tonbridge Wells
TN3 OFT

Email: seplatt502@canterbury.ac.uk

Dear Mr Pseudonym,

This letter is to inform you thahé research project entitled: “Examining how service-users
talk about their mental health diagnosis and its ingpantself and identityhas been
completed and submitted for marking. Please find beloviehdarmmary the findings from
the research project.

Summary of findings

Psychiatric diagnosis is used to categorise and treaahtezdlth problems in the UK yet is
widely criticised for struggling to convincingly categorise the expmee of distress and that
it is socially constructeffom the culmination of historical and cultural intefans. Service-
user accounts are varied and there is a paucity of guaitesearch that considers the
positive and negative effects of labelling. To understanditgeaginstruction in the context
of a psychiatric diagnosis, the present study recruitquhft@Cipants from a service-user
research group and five focus groups were conducted. Transcrigtstweied using
Foucauldian Discourse Analysis. Two major identities were detected ‘illness identity’ and
‘recovery identity’. Participants drew on multiple and competing discourses and which placed
them in the position of patient and/or survivor. Medaiatourses were dominant throughout
the focus groups and were used in a way to convey the yloiflihe identity and how they
related to their diagnosis. This study attempts to oftermaplex and nuanced perspective of
diagnosis by exploring both and positive and negative expegs, the study addressed the
paucity of approaching the positive and negative effectsaghdisis that aimed to be
considerate of all the voices and experiences.
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Appendix L: Abridged version of study for participants

Examining how service-userstalk about their mental health diagnosis and itsimpacts
on saf and identity.

I ntroduction

Psychiatric diagnosis is used to categorise and treathiezdlth problems in the UK
yet is widely criticised for struggling to convincingly categottseexperience of distress. The
stigma associated with mental health is significantiarglthought that people can begin to
view themselves in a negative way or to think of themselves as being ‘permanently ill” (illness
identity: Yanos, Roe & Lysaker, 2010) based on what is clijuessociated with their
diagnosis. However, service-user accounts are variecharelis a lack of qualitative research
that considers the positive and negative effects of deigrfPassman, 2011).

Discourse Analysis

It is thought a person’s choices and sense of self are influenced and limited by the discourses
available to them (Willig 1999b). Discourse analysis can be tigipexamining how people
talk (discourses) about their experiences and what this migduh for how they are viewed by
themselves and other people.

Present study

The literature largely explores the negative impact gélpigtric diagnoses, particularly
in adopting an iliness identity (Yanos et al., 2010). In expipthe ways in which people talk
about their experiences of being diagnosed, discoursesanalgn identify problematic
discourses as well as positive ones.

The following questions were explored:

1) How do members of a service-user research group constriigdémity in the
context of their mental health diagnosis?

2) What implications does this have for social positioning?

3) What possibilities does a mental health diagnosis a#oddor close down?

M ethod

The present study recruited 16 participants from a servieeresearch group and five
focus groups were conducted. The author transcribed the audimeddiles verbatim.

Results

The participants presented with two main types of identity. An ‘illness identity’ seemed
to position participants into a patient role and a ‘recovery identity’ appeared to be position
participants as an ‘expert by experience’ or ‘survivor’. Participants used medical terms
throughout the focus groups and alongside occasional psyiallagd social discourses. The
major discourses associated with an illness identity:

- ‘having a life-long mental illness’ (a diagnosis was a permanent fixture and participants
may be positioned as ‘patients’)

- ‘them and us’ (noticing differences between people with and without and diagnosis and
struggle to have a voice with a professional system)
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The major discourses associated with a recoveryiigiengre:

- ‘using a diagnosis for selfimprovement’ (getting the right diagnosis can lead to support
and treatment and can help people to have confidence indieluiheir lives)

- ‘rejecting a disease model in favour of own explanation’ (having endured difficult and
sometimes traumatic treatment in services, particidaotsd their own explanations
often still using medical discourse$o make sense and begin recovery. This positioned
them as ‘survivors’.

In line with social constructionist perspectives of idgn{iDavies & Harre, 1990),
participants were not fixed toward one identity, but seemethte multiple identities
which fluctuated depending on the context discussed.

The results suggest that participants had a complejoredaip with diagnosis and that
although medical explanation is often sought to reducébtatie, get help and begin recovery,
it also caused many dilemmas for participant’s relationships and future outlook and it seemed
that once diagnosed, it would form a permanent part ofehperson viewed themselves.

Limitations

Participants were at a stage in their recovery whicdbled them to be reflective of their
experiences of diagnosis and for people recently diagrarseat in a stage of recovery, their
experiences and ways of talking about diagnosis may prdgérently. As the study was

being conducting within the NHS context, this could furthduerice what and how issues of
mental health are talked about (Willig, 1999b).

Clinical/Research I mplications

This study attempts to offer a complex perspective ofraisig by exploring both and
positive and negative experiences that aimed to be coatadd all the voices and experiences.
For clinical practice, it may help practitioners to cdesithe wide variety of experiences and
perspectives anthe complexity of how a diagnosis can (or not) influence a person’s self-
concept. It could help them in the assessment and intemeprocess of how, when and
whether a diagnosis would be helpful or not based omithahl assessment rather than the
philosophical and professional perspective of the pracotition

Contact details

Researcher:  Suzanne Platt (Canterbury Christ Church Sitiger
Email: s.e.platt502@canterbury.ac.uk
Address: Salomons Centre for Applied Psychology, RunaigtCBroomhill Road,
Tunbridge Wells, TN3 OFT
Supervisors: Dr Sue Holttum (CCCU)
Dr John McGowan (CCCU)
Mr Neil Springham (Oxleas NHS Foundation Trust)
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Appendix M: Willig’s (2008) Six stage Foucauldian Discourse Analysis that was used as a
guide to analyse the transcripts of the focus groups:

1) Discursive constructions: To identify sections of the teat refer both
explicitly and implicitly to the discursive constructions oemtal health, illness,
diagnosis, self and identity.

2) Discourses: To identity how discourses are used to refaetdiscursive
constructions and the different ways they are talked about

3) Action orientation: To consider what is gained, produced la@dunction of
the discourses

4) Positioning: to consider what subject positions are being taxem assigned
within the network of speakers

5) Practice: to consider the relationship between the dise@nd practice what
opportunities are opened up and closed down in this intemactio

6) Subjectivity: to explore the different ways of seeing theldvand how the
discourses construct social and psychological realities.

Appendix N: Abridged reflexive research diary

Nov 13

| was in a lecture today on psychiatric diagnosis and sditiee faculty were reflecting on
their experiences/thoughts of it. | was really struck byething Angela said and she thought
the relationship people have with their mental healthndiaig made a difference to how they
viewed themselves. I’d been reading 'Madness Explained’ by Richard Bentall and have since
thought about the positive and negative effects of disignin my work in IAPT, | met many
people who seemed to feel very connected to having had a diagnosis in the past. I’d like to
develop this idea further, specifically about how identigy have been shaped by it and
how it may have helped/hindered their relationships vaithilfy, services and the wider
community. I feel strongly that diagnosis can’t be all bad, that there is a middle ground to
explore.

Nov 13

I’ve contacted Sue Holttum and John McGowan who have both agreed. I'm very excited that
I have support in my ideas and from people who are really passionate about this topic. We’re
doing discourse analysiswhich I’m really happy about. I’m a bit worried that I’ve never
done qualitative research before and it feels a bitcdiffto grasp what it is and how | do it
but I’ve been reassured by external supervisor Neil that I’ll get the hang of it!

Dec 13

I’m beginning to feel a real sense of ownership over the project and finding it difficult to
discuss some of the ideas with all the supervisors whwapsrave a different take on
diagnosis so I’m keen to retain a core of the values and direction of the project but not closed
to new ideas. I’ve done a bracketing interview with a fellow researcher and we tatdsmlit
my motivation to do this particular topic. | got the setfied some arguments and some
presentations of the argument against diagnosis were from an ‘intellectual’ perspective and
sometimegrom people who didn’t have lived experience themselves. I wondered where the
voices where from people who actually valued a diagnosisoandhom it had helped. | felt
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that the argument I was presented with were one sided and I didn’t agree with the
abaadonment proposal (CAPSID) as again, it wasn’t providing us with an alternative model.

Jan 14

I was struck today on placement when I assessed someone who came in and said “I think I’ve
got borderline personality disorder, | used to think | was bipaial’be been doing a bit of
research and I think it’s definitely a personality disorder”. This person really wanted me to
agree with his self-diagnosis and it made me this justilgportant it can be to be defined
within a category. For this person, the seemed to wdidiatan that this was a
biological/personality problem, that was out of their corawral which could explain certain
behaviours. It got me thinking seriously about my own perspeativciagnosis, whether to
give or not to give and how the power had been handed to me toagret. Such a huge
responsibility and what guides you? As a psychologist, | ghaykhologically about
problems but to exclude the function of diagnosis, isekatting my power in a helpful
way?

May 14
I’m really behind! I’ve had some personal difficulties going on and have had to have time off

and I’'m struggling to get the proposal together. Feels like I won’t get any of this done. I’ve
had to postpone a meeting with the research particiggmtswuch to do. Thaully i’m
getting good support from my manager and supervisor.

June 14

| went along to meet with the research group for consatand with my external supervisor
Neil. It was a very unexpected (and nerve racking) opporttmityst out my questions and
my rationale for the project. | was faced with about 10iseruser researchers who were all
interested in my project. | struggled to articulate thegatopr my interest in it and it was
helpfully fed back how important it was for me to be abldddhis. It was so refreshing to be
quizzed so directly and be asked repeatedly to clarifytgaweil sprung a surprise fish bowl
exercise with and 2 other researchers to practice sbmg questions. Some of the questions
I asked didn’t prompt conversations and people were concerned that they didn’t answer the
guestions in a helpful way and that other questions were tasiver | noticed that | was
struggling between being a therapist and being a researcher.

July 14
My MRP proposal meeting went igawell and it needed a few amendments but it’s got

approval. Now onto doing the ethics. | came a bit unstuckguéstions about the
epistemology. John, Sue and I all think the MRP is critical realist, Neil think it’s more social
constructionist. My rei¢w panel wanted to know more about this and I just couldn’t make

sense of the difference. | feel this is going to comaggn and hope that it becomes clearer
over time.

Sept 14

After a break and few problems with IRAShe ethics application is in! Got so much other
work that the MRP seems to have taken a back seat whitgj fobugh the ethics checks
etc.
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Nov 14

Ethics approval granted, R&D approval granted. I’m ready to go. I now have to set up
meetings across all the focus groups and | also need tostamtediscourse analysis. A bit
worried about getting things done and having the energy needed peet®the MRP as had
additional personal difficulties.

Jan 15

Following my meeting with Sue and John yesterday, | fgeénthusiasm for the project
coming back after having a bit of a break from it which istdugaving to juggle all the other
demands of the course with personal issues too. We talked thkeasection A part mainly
which hasn’t been on my mind very much as all the work has gone into setting up section B
but | feel I can follow my heart in section A and focusself and identity. Neil seems just as
enthusiastic about the project as me and now I’m getting worried that I won’t do it any justice
—that [ won’t ever understand discourse analysis or that i won’t be able to do into sufficient
depth with the data as I’'m juggling lots of other demands.

May 15

Had a bit of break from working on the MRP but have setlupeafocus groups now which
will taking place throughout June. Feel more on top odw.

June 15

First focus group completed. I think it went ok but I’m a bit worried that my inexperience as

a focus group facilitator meant that [ wasn’t a very good researcher. Neil and I have talked
about the difference of being a researcher and theragsiat you have to be a bit bolder and
go for it in your questioning which is at slight odds with eréipeutic role- well certainly

my take on it- as I’m much more tentative and allowing the person I’m with do the leading.
Such rich discussions though and | was surprised at howaeskefd they group members
were.

June 15

I’m learning so much from doing these focus groups. To talk about mental health, diagnosis,
life and everything else so frankly is an experience I haven’t yet had in the therapy room. The
participants are so thoughtful about what they’ve been through and want to help — want to get
their voices heard I’'m feeling a bit of pressure to convey what they’ve said so it does get

heard. I’m also a bit worried that discourse analysis may take away some of their intentions
and I don’t wish to reduce their experiences down to the mechanics of language.

July 15

All done with the focus groups. Each one was so differghtnk it would have so
interesting to go back for follow-up focus groups to carryamesof the discussions. One
comment that really stands out for me is “can we ever be diagnosed well?” I was so struck by
that comment and it came towards the end of the focus @uauguch a powerful statement
that | felt neededurther unpacking. Who gets to decide when you’re well? Time to begin

the transcription and I can’t wait

Sept 15
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I’'m really struggling with section A. I think I’ve bitten off more than I can chew. I don’t see
the link between section A and B anymore &ddn’t know how I will link them.

Dec 15

Got feedback on my section-Al am so pleased that I don’t have to rewrite the whole thing.
I have just spent so long it that I couldn’t see the value but I’ve got renewed home.
Transcriptions all done now to get on with the analysis! The end is in sight rat
certainly feel like this a year ago.

Jan 16

Back to work after a weltarned break. I didn’t do much work over Xmas which was a good
decision (although I did feel guilty) but my batteries r@&harged!’m really to get on with
DA, patrticularly now my section A is in a good place.

Feb 16

I’ve been feeling a bit hopeless about the MRP — it doesn’t feel lie it will ever make sense or

get written. I’'m doing things with it constantly, I’ve spent HOURS analysing with but there’s

no thread- there’s no structure to hold it together. I’m not on my own, other trainees are

feeling the strain of all the juggling. I said to Neil the other day “I still don’t get DA” and he

said “yes but you will get DA”. He’s been saying that from the beginning, that to understand
DA, you have to do it. I’'m waiting for the penny to drop, for an ‘a-ha moment’.

Had a conversation with another trainee today and wasrgoised that | could hold a long
conversation about DA and the fdilent epistemologies. I was convinced I didn’t understand
but Neil is right- talking it out can show just how much you do know. It mademmd

again about the position I hold towards diagnosis and I think it’s a ‘grey’ position, I can’t be
pro and | ca’t be anti. There’s pros and cons to both, surely it’s down to what’s most helpful
to the person and for them to decide whether or not they should or shouldn’t have a diagnosis.
The problem as | see it is not in the diagnosing, bowl professionals use that power and
how they can exclude service users from that process.

Mar 16

Just got to the end of an amazing but incredibly stregifaément and now have 5 weeks
off to finish off the MRP. Thankfully I’ve been chipping away at it to avoid the mad rush at
the end so feel in a good enough place to be able getloit. | read a really interesting
article by Callard which seemed to sum up why | was initiallgredted in this topic. She
talks about the over-simplification of the opposing arguisie pro and anti-psychiatric
positions and calls for us to see the mud in the water, that this issue isn’t clear cut and what
we’re getting into is a ‘them and us’, sort of parallel to what is coming out in the discourses
with the participants. It’s such a complex issue and the positive effects of diagnosis don’t get
talked about as much in our teaching which | feel createsoh &ibias. What does this mean
for us as practitionersif we are opposed to diagnosis, how do respond to servicewker
actually value diagnosis?

Apr 16
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Final stages- I’ve had feedback on section B and so pleased that it’s getting there. I’'m still
getting a bit confused about the epistemology but some ggaihssion made me realise
that the MRP isn’t about that, it’s about the participants and I’m sticking with that!
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Appendix O: Discourse Analysis Progression

The following discourses were noted during the transcriptiongss and the first read of the
transcripts:

Seeking validation for distress

Left feeling uncertain about why distressed when do not haegaahis

Medical explanation trusted as reflecting internal tgali

Socialised to diagnostic criteria

Rejected diagnosis that didn’t fit with experience — greater agency

Accepting whatever doctors recommend as legitimaiassive recipientstrust in
profession- patient

Diagnosis leads to treatment or inadequate treatment

Diagnosis leads to getting medication to ease symptoms

Having a diagnosis VS using a diagnoesisow a person relates to the diagnesis
agency/patient

Consequences of getting the wrong diagnedigther distress, stuck on medication,
attracting other diagnoses

Being viewed through a diagnostic lens

Diagnosis as an explanation of previous behavieussnove self-blame
Previous life forgotten

Making sense of previous behaviours when know more aboutodiegn
Self-diagnosing when professionals get it wrong or don’t offer explanation
Diagnosis is for life- will always describe something about you

Them and us normal people @éh’t get mental health.

Sense of belongingness with people who have a sharedesqee- social identity
Diagnosis- helps gain understanding of self and behaviours and can fichpebvement
and recovery

Short-hand communication

Other people’s reaction to diagnosis stigma

Medical discourse patient identity

Changing diagnosis language changes but experience stays the same
Distress worse than receiving diagnosis

Keeping to self- concerned about stigma

Opportunity for treatment VS untreatable

Internalised negative connotations of label

Transformative- valued/devalued by self and/or others
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Focus | Discourses Action orientation Positioning Practice Subjectivity

group

1 Seeking medical Owning the diagnosis as being | Patient Reassurance seekin| Socialised to medical
explanation for distress | reflective of inner experience [l Wanting answers view of distress
Having to place trust in | Criticising those in power Patient Critical yet accepting Distrust
professionals Devaluing professionals Survivor of diagnosis
Having no choice or Giving up power- taking Patient Struggle to assert | Powerlessness
opportunity to be involved medication without explanation ¢ Survivor agency
in diagnosis need Ignored
Alternative explanations | It’s not all in the brain Recovery Opportunities for Complex and holistic

social/psychological

different discourses

understanding of
distress

Getting ‘right’ diagnosis =

Getting help that has opportunity

Patient

Being active in

Socialised to medical

‘right” treatment to be helpful for recovery [l treatment view of distress

Them and Us Maintain difference, safeguardin{ Abnormal Increase social Distancing between
against further stigma, notions o] Different identity service users and
normality general public

Diagnosis as a way to A wish to blame an illness for Patient Behaviours attribute(¢ Better for it be a brain

reduce self-blame

behaviours that have been
undesirable. Also deflects blame
from family that may have
contributed to distress

1]
Blameless

to underlying
biological cause,
absolve
responsibility

problem than face
being blamed or
family to be blamed

Using diagnosis for self- | Diagnosis has a functionto be | Recovery Using diagnosis on | Empowered

improvement able access services, support | Striver own terms

Regecting diagnosis Label doesn’t define a person Survivor Claiming power back Empowered
Agent — asserting agency | Critical

114



Focus | Discourses Action orientation Positioning Practice Subjectivity
group
2 Labels are inhuman Critical of psychiatric diagnosis | Person Claiming power back Empowered
rejecting of own diagnosis — asserting agency | Critical
Seeking medical Owning the diagnosis as being | Patient Reassurance seekin{ Socialised to medical
explanation for distress | reflective of inner experience [l Wanting answers view of distress
Them and Us Maintain difference, safeguardin{ Abnormal Increase social Distancing between
against further stigma, notions o] Different identity service users and
normality general public
Professionals not fully Critical of those in power Survivor Critical yet accepting Distrust
understanding mental Devaluing professionals of diagnosis Poor relationships
health Not feeling understood service with services
is not helping internal distress
Using diagnosis for self- | Diagnosis has a functionto be | Recovery Using diagnosis on | Empowered
improvement able access services, support own terms
Rejecting diagnosis Label doesn’t define a person Survivor Claiming power back Empowered
Agent — asserting agency | Critical
Physical health viewed | Critical of lack of joining up Patient Fighting to be taken | Poor relationships
through mental health len] between mental and physical seriously by all care | with services
health services providers
No diagnosis- not Lack of validation from a Rejected Seek validation Not being listened to
believed legitimised system Suspended
identity
Barriers to disclosing Fear of stigma and rejection and| Alone in coping | Pretending to be ok,| People wa’t
being taken seriously Segregated not telling others understand
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What mental health is ang Defending against normalising | ‘Really ill’ Maintaining them Defensive
isn’t — forging the discourse Expert by and us and social
boundaries experience identity
Focus | Discourses Action orientation Positioning Practice Subjectivity
group
3 Medication as a reminder| Permanence of being ill, “never Patient Following what Reduced hope that

of illness

diagnosed well”

professionals advise

things will change

Barriers to disclosing

Fear of stigma and rejection and

Alone in coping

Pretending to be ok,

People won’t

being taken seriously Segregation not telling others understand
Seeking medical Owning the diagnosis as being | Patient Reassurance seekin{ Socialised to medical
explanation for distress | reflective of inner experience [l Wanting answers view of distress
Permanence Having to live with this forever | I Accepting of position View self as having

Patient life-long disability

Using diagnosis for self- | Diagnosis has a functionto be | Recovery Using diagnosis on | Empowered
improvement able access services, support own terms
Others being dismissive g Own needs not being validated ¢ Alone in coping | Stop seeking suppor| Isolated

distress

supported

Proving distress
through drastic

Beliefs of ‘going mad’

measures

Wrong diagnosis, Power rests with professionals t¢ Patient Accepting Uncertainty
changing diagnoses decide ‘what’s wrong’ [l professionals

Powerless decision making
Getting ‘right’ diagnosis = | Getting help that has opportunity Patient Being active in Socialised to medical
‘right’ treatment to be helpful for recovery [l treatment view of distress
Try to ignore diagnosis | Diagnosis is not central to identit Survivor Carrying on with life | View self in a positive
due to stigma attached Expert by light, acknowledging

experience the challenges
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Supportive of function of | Defending against change and | Defender Safeguarding agains Better the devil you
diagnosis need for validation Advocator further stigma and | know
uncertainty
Confused about identity | Public conceptions are of Patient Avoid disclosing, Ashamed
based on diagnosis ‘dangerousness’ (schizophrenia) Review identity Confused
Focus | Discourses Action orientation Positioning Practice Subjectivity
group
4 Using diagnosis for self- | Diagnosis has a functionto be | Recovery Using diagnosis on | Empowered
improvement able access services, support own terms
Supportive of function of | Defending against change and | Defender Safeguarding agains Better the devil you
diagnosis need for validation Advocator further stigma and | know

Pro-diagnosis

uncertainty

Making distinctions

Making a distinction within groug

Powerful

Blaming and

Hold the view that

between those in recovery of people with mental health, Superior accusing of others | some people with
and those who are not those that use the help and thos not working towards | illness identity

that don’t recovery
Confused about identity | Public conceptions are of Patient Avoid disclosing, Ashamed
based on diagnosis ‘dangerousness’ (schizophrenia) Review identity Confused
Physical and mental healt Critical of lack of joining up Expert by Having to fight Professionals and the
teams not collaborating | between mental and physical experience against fragmented | NHS are useless
left having to be the expel health services Educator system to get suitabl

Fighter support

Seeking medical Owning the diagnosis as being | Patient Reassurance seekin{ Socialised to medical

explanation for distress

reflective of inner experience

Wanting answers

view of distress
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Them and Us Maintain difference, safeguardin{ Abnormal Increase social Distancing between
against further stigma, notions o] Different identity service users and
normality general public

Autonomy and self- Life is limited but accepted and | Recovery Accepting help and | Living with illness,

determination make adjustments to lifestyle an making adjustments | not suffering.
choices to lifestyle for self- | Internal source of

improvement resilience

Getting ‘right’ diagnosis = | Getting help that has opportunity Patient Being active in Socialised to medical

‘right’ treatment to be helpful for recovery [l treatment view of distress

Focus | Discourses Action orientation Positioning Practice Subjectivity
group
5 Seeking medical Owning the diagnosis as being | Patient Reassurance seekin{ Socialised to medical

explanation for distress

reflective of inner experience

Wanting answers

view of distress

Barriers to disclosing

Fear of stigma and rejection and

Alone in coping

Pretending to be ok,

People won’t

being taken seriously Segregated not telling others understand
Diagnosis as a way to A wish to blame an illness for Patient Behaviours attribute(¢ Better for it be a brain
reduce self-blame behaviours that have been [l to underlying problem than face
undesirable. Also deflects blame Blameless biological cause, being blamed or
from family that may have absolve family to be blamed
contributed to distress responsibility
Rejecting diagnosis Label doesn’t define a person Survivor Claiming power back Empowered
Agent — asserting agency | Critical
Belongingness in group o] Sense of acceptance from other{ Recovery Strengthened group | I’m not alone in the
others with similar with mental health problems Hopeful identity and world and others

experience

understand
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Improves sense-
making

Supportive of function of | Defending against change and | Defender Safeguarding agains Better the devil you
diagnosis need for validation Advocator further stigma and | know
uncertainty
Using diagnosis for self- | Diagnosis has a functionto be | Recovery Using diagnosis on | Empowered
improvement able access services, support | Striver own terms
Them and Us Maintain difference, safeguardin{ Abnormal Increase social Distancing between
against further stigma, notions o] Different identity service users and

normality

general public
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Appendix P: Annotated transcript from focus group 5.

Removed for electronic submission

Appendix Q: Guidance for author for article submission to&8@&gience & Medicine
journal.

Removed for electronic submission
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