Running Head: Possible Selves in Psychosis

Psychological Interventions for Amotivation and Possible Selves in Psychosis

Jennifer Anne Lee

Doctorate in Clinical Psychology Thesis, 2020
University of East Anglia

Faculty of Medicine and Health Sciences

Thesis portfolio word count 36,405/40,000 (excluding appendices)

Submitted 3@ March 2020

Candidate registration number: 100225170

This copy of the thesis has been supplied on condition that anyone who consults it is
understood to recognise that its copyright rests with the author and that use of any
information derived there from must be in accordance with current UK Copyright

Law. In addition, any quotation or extract must include full attribution.



Possible Selves in Psychosis 2

Thesis Portfolio Abstract

Background This portfolio contains a systematic review and two empirical projects in the
clinical field of psychosis. The aim of the systematic review was to narratively synthesise the
effectiveness of psychological treatments for amotivation as a key negative symptom. The
first empirical project aimed to explore possible selves theory with regards to individuals
with psychosis and significant functional difficulties, as a possible motivational factor
influencing functional recovery. The second empirical project aimed to explore whether
Social Recovery Cognitive Behavioural Therapy (SRCBT) had an impact on possible selves
and whether any change mediated functional recovery.

Methods The systematic review included all psychological and psychosocial interventions
for amotivation in psychosis, with focus on the most reliable measures of amotivation. The
empirical projects included secondary analyses of data collected from the Improving Social
Recovery in Psychosis project, where 77 individuals with psychosis and particularly low
functioning were recruited.

Results In the systematic review, conclusions regarding efficacy of interventions could not
be drawn, due to the limited number of studies and mixed results. In the first empirical paper,
Possible selves in people with psychosis and particularly poor functioning were found to have
low specificity, balance and enmeshment, but relatively high optimism. Possible selves were
not associated with functional outcomes in this population. Equally, in the second empirical
paper, SRCBT was not found to have an impact on possible selves.

Conclusions Ongoing research is required to explore novel treatments for amotivation in
psychosis, particularly utilising outcome measures which give sufficient weight to
amotivation as a construct. Whilst motivational theories suggest that possible selves were an
important motivational construct impacting on functioning, perhaps change in possible selves

is not necessary for behaviour change to occur. Future research is implicated with regards to
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whether possible selves are subject to change once behavioural changes are consolidated

following therapy.
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Chapter 1. General Introduction

This thesis portfolio comprises a systematic review and two empirical research papers
centring on psychosis. This chapter provides a general introduction and outlines important
concepts and theories. This chapter is formatted to APA guidelines. The word count for this

chapter is 2958.
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1.1. Psychosis

Psychosis is an umbrella term for psychiatric disorders involving changes in
behaviour, affect, thought and perception. Due to the often chronic course of psychosis,
individuals are likely to have poor educational attainment, difficulties maintaining
independent living and severe socio-occupational difficulties (Barnes et al., 2008; Bellack,
Morrison, Wixted & Mueser, 1990; Couture, Penn & Roberts, 2004). Schizophrenia is the
most common form of psychosis in England, costing £8.8bn per year (Kirkbride et al., 2012),
with costs directly associated with lost productivity (e.g. difficulties maintaining
employment, carer productivity) estimated as between £18,760-48,038 per person, per year
(Jin & Mosweu, 2017).

Functional recovery has become a key interest within psychosis research. In
contemporary literature, recovery is conceptualised as attaining remission in both clinical
symptomatology and functioning (e.g. participation in occupational and social activities), as
opposed to a singular emphasis on the former (Liberman & Kopelowicz, 2005). Functional
recovery is notably delayed compared to clinical recovery (Lambert, Karow, Naber, Leucht,
& Schimmelmann 2010; Tohen et al., 2000), with one study concluding that only 14% of
people with schizophrenia meet the criteria for functional recovery 10 years after diagnosis

(Austin et al., 2013).

1.2. Negative Symptoms

A key aspect of psychosis thought to impact heavily on functional outcomes is the
broad domain of negative symptoms.

Symptoms of psychosis are primarily divided into two domains: positive symptoms
(e.g. hallucinations, delusions) and negative symptoms (e.g. amotivation, social withdrawal;

National Institute for Health and Care Excellence; NICE, 2014). Negative symptoms more
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generally remain poorly understood and difficult to treat (Fusar-Poli et al., 2015; Lutgens,
Gariepy & Malla, 2017; Veerman, Schulte & Haan, 2017). Negative symptoms are broadly
characterised by an absence or loss of experience, whereby thoughts, feelings or behaviours
that would normally be present in the general population are diminished or non-existent
(Buchanan, 2007). This can include experience of anhedonia, asociality, avolition, blunted
affect and alogia (Andreasen & Flaum, 1991).

Presence and severity of negative symptoms have been argued to be responsible for
much of the personal and financial burden of psychosis, due to their critical role in functional
recovery (Austin et al, 2013; Foussias, Mann, Agid, Remington, van Reekum & Zakzanis,
2011; Kirkpatrick, Fenton, Carpenter & Marder, 2006). For example, lower negative
symptoms at baseline have been found to predict recovery, where each one-point increase in
scores on the Negative Symptom Scale was found to reduce the chance of recovery by 45%
(Austin et al., 2013). Importantly, negative symptoms have been found to have a distinct and
independent effect on functional outcomes, separate from other symptom domains such as
positive symptoms (Fervaha, Foussias, Agid & Remington, 2014; Rabinowitz, Levine,
Garibaldi, Bugarski-Kirola, Berardo & Kapur, 2012), indicating the importance to target
negative symptoms specifically.

In recent literature, some aspects of negative symptoms have been argued to
contribute to functional outcomes more than others (e.g. Foussias and Remington, 2010). In
order to explore this, the development of the conceptualisation of negative symptoms should
be considered.

Historically, negative symptoms were viewed as a single dimension (e.g. Diagnostic
and Statistical Manual of Mental Disorders-1V; DSM-1V; American Psychiatric Association,
2000). However, commonly used measurement instruments such as the Positive and Negative

Syndrome Scale (PANSS; Kay, Fitzbein & Opler, 1987) and Scale for Assessment of



Possible Selves in Psychosis 13

Negative Symptoms (SANS; Andreasen, 1983) have substantial overlap but little consensus
on a definition of negative symptoms (Foussias & Remington, 2010). Investigations into the
factor structure of measures indicated that perhaps the large variety of symptoms could be
better conceptualised within distinct subdomains (e.g. Keefe et al., 1992). This has been
explored in several studies, resulting in evidence of two distinct negative symptom domains:
diminished expression and amotivation (Foussias and Remington, 2010; Liemburg et al.,
2013; Marder & Galderisi, 2017; Remington et al., 2016; Sarkar, Hillner & Velligan, 2015),
which have been recognised in the newer DSM-5 (American Psychiatric Association, 2013).
Diminished expression encompasses symptoms such as blunted affect and alogia, which are
characterised by apathetic or unchanging facial expressions or little/no change in pitch or
tone of voice. Amotivation encompasses symptoms such as anhedonia, asociality and
avolition, which broadly present as a lack of motivation to engage in or complete tasks,
reduction in interest in maintaining or forming new social relationships or lack of capacity to
experience pleasure in things.

It has been argued that amotivation is the principal negative symptom (Foussias and
Remington, 2010), which has been found to directly associate with poor functioning
(Fervaha, Foussias, Agid & Remington, 2013; Najas-Garcia, Gomez-Benito & Huedo-
Medina, 2018) and poor quality of life (Savill et al., 2016). Some studies have shown that
amotivation alone accounts for 74% of the variance in functional outcomes (Foussias et al.,

2011). Therefore, the development of treatments targeting this key area appear warranted.

1.3. Theoretical Framework for Motivation in Psychosis
In order to better understand amotivation and develop effective treatment strategies, it
is important to consider the nature of motivational impairment within a theoretical

framework. It has been argued that an appropriate overarching framework that accounts for
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both the individual physiological processes and environmental factors is a combination of
expectancy-value and self-determination theories (summarised by Medalia & Brekke, 2010).

Expectancy-value theory (Wigfield & Eccles, 2000) highlights two key factors as
motivators: the subjective task value (attainment value, intrinsic value, utility value and cost)
and expectations for success (self-competence or self-efficacy). These factors are influenced
by the person’s individual characteristics, such as their self-concept, beliefs and expectations,
as well as environmental factors, such as culture and social influences. With regards to
psychosis, self-competency is an important predictor of motivation to attempt tasks and
engage in new learning (Choi & Medalia, 2010). Furthermore, expectations for success are
dynamic and therefore can be subject to change (Choi, Mogami & Medalia, 2010). The value
of a task is equally an important and active construct in facilitating motivation, theorised to
be changeable directly via mechanisms such as provision of rewards (Medalia & Brekke,
2010) and indirectly through improving perceptions of self-competency (Choi, Fiszdon &
Medalia, 2010).

Self-determination theory places amotivation on a spectrum of motivation, taking into
account the roles of and balance between intrinsic motivation (e.g. enjoyment, satisfaction,
personal interests) and extrinsic motivation (e.g. gain rewards, avoid punishments). This
theory suggests that people are motivated to engage in tasks if they have autonomy in
deciding to engage, if they feel a sense of mastery and if they value the social interactions
accompanying these tasks (Deci & Ryan, 2000), despite presence or absence of an external
reward. This has implications for developments in treatment, such as therapy, for those with
psychosis. For example, a collaborative and supportive environment should be facilitated to
increase both an individual’s autonomy (e.g. encouraging collaborative goal setting) and
intrinsic motivation (e.g. interest and satisfaction with the treatment process), as this would

improve overall motivation to engage (Choi & Medalia, 2010; Nakagami, Hoe & Brekke,
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2010; Silverstein, 2010). This is especially important, as the role of intrinsic motivation has
been highlighted as a core deficit in schizophrenia, resulting in poor functional outcomes
(Barch, Yodkovik, Sypher-Locke & Hanewinkel, 2008; Gard, Fisher, Garrett, Genevsky &
Vinogradov, 2009; Nakagami, Xie, Hoe & Brekke, 2008). Equally, extrinsic motivation is
known to be diminished in people with schizophrenia (Gold, Waltz, Prentice, Morris &
Heerey, 2008), which is perhaps more challenging to address.

The dual-theory framework overlaps with the cognitive model of negative symptom
development and maintenance (Rector, Beck & Stolar, 2005). Negative symptoms are argued
to represent functional patterns of avoidance in response to threatening stimuli (e.g.
delusions, social threats), low expectancies for pleasure or success, and perceptions of limited
resources. Additionally, negative symptoms themselves serve to reinforce these perceptions
and beliefs, which are then often incorporated into the person’s view of themselves, resulting
in a negative influence on the person’s perceived self-efficacy.

The dual-theory framework and cognitive model of negative symptoms clearly
highlight amotivation as a changeable negative symptom in psychosis, through many
motivational systems. Due to the heterogeneity of negative symptoms taken together, it
appears prudent to target a significant area in order to improve efficacy of therapies. The
impact of amotivation on functioning and quality of life is well documented, and in light of
evidence highlighting the amenability of motivation to change, this further implicates
amotivation as an ideal therapeutic target. This outlines the rationale for the systematic

review section of this thesis portfolio.

1.4. Functional Recovery as a Treatment Target
While many studies advocate targeting negative symptoms such as amotivation in

order to improve functioning (e.g. Foussias and Remington, 2010), some studies have
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highlighted that aiming for symptomatic recovery alone provides a restricted goal, due to
finding a lack of direct association between symptomatic remission and functional recovery
(Oorschot et al., 2012). This would suggest that interventions should equally focus on
functional recovery as a primary outcome (e.g. Liberman & Kopelowicz, 2005). Interventions
specifically aimed at functional recovery are also in their early stages. The two empirical
projects contained within this thesis portfolio are primarily concerned with functional
recovery as an outcome. Additionally, both empirical projects focus on the novel concept of
possible selves with regards to their application to individuals with psychosis and their

possible role in functional recovery.

1.5. The Self-Concept and Possible Selves

The self-concept is the cognitive representation of who one is as a person, constructed
from beliefs held about one’s own behaviour, abilities and characteristics, and observations of
the responses of others. The self-concept is a multidimensional model containing various
knowledge structures of the self, such as self-schema and possible selves (Markus, 1977;
Markus & Wurf, 1987; Markus & Sentis, 1982; Stein, 1995).

As opposed to the orientation of the self-concept as the self in the present, possible
selves sit within the self-concept as imagined representations of the self in the near or distant
future, encompassing imagined scenarios of what a person expects to become, hopes to
become, or fears becoming (Markus and Nurius, 1986). Possible selves are closely linked to
the formation and exploration of identity (Dunkel, 2000; Dunkel & Anthis, 2001). They are
future oriented and constructed based on an individual’s environmental, social and cultural
experiences throughout the lifespan (Cross & Markus, 1991; Hamman, Gosselin, Romano &
Baunan, 2010; Hoyle & Sherrill, 2006). In this way, possible selves embody cognitive

representations of highly personalised goals, by which individuals can assess their own
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progress against (as moving towards or away from a desired outcome), subsequently
directing and motivating behaviour (Frazier & Hooker, 2006; Wurf & Markus, 1991).
Therefore, possible selves have been described as a key conceptual link between the self-
concept and motivation (Oyserman, Bybee, Terry & Hart-Johnson, 2004).

Possible selves are theorised to have two primary functions: self-
regulatory/motivational and self-evaluative (Bak, 2015; Markus and Nurius, 1986; Oyserman
et al., 2004). Self-evaluative possible selves are those which strengthen self-esteem, optimism
and hope for the future (Oyserman et al., 2004). These possible selves are described as
somewhat abstract and less associated with specific details or action plans (Oyserman et al,
2004). These possible selves exert a positive influence by simply being brought to mind
(Gonzales, Burgess & Mobilio, 2001). Alternatively, self-regulatory possible selves are
precise and action-oriented, directing behaviour to achieve personally valued goals,
particularly when action plans are connected to these goals (Bak, 2015; Oyserman et al.,
2004). These possible selves are hypothesised to be directly associated with motivating
behaviour (Markus & Nurius, 1986). When considering motivational theories as outlined
earlier, understanding an individual’s possible selves may serve to provide a greater
understanding of their perceived task value and their expectations for success. Additionally,
understanding an individual’s possible selves may provide a means to ensure greater
autonomy and meaningful/collaborative goal setting in therapy.

With these ideas in mind, it can be theorised that change in possible selves could have
positive implications for functional recovery, as they serve to maximise motivation to engage

in desired behaviours (e.g. work, education, hobbies or social activities).
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1.6. Changeability of Possible Selves

Models of the self-concept have long debated the resistance to change and stability of
the self vs the fluidity and changeability of the self (Markus & Kunda, 1986; Onorato &
Turner, 2004), with an overarching conclusion that it can be both. The self-concept is a
dynamic, rich and multifaceted cognitive structure (largely containing self-schema, strategies
and rules), which is influenced by social interactions, environmental cues and internal
processes, such as self-appraisal and self-perceptions (Dérnyei, Maclntyre & Henry, 2015).
Due to the multidimensional nature of the self-concept, simply observing it as a single
construct to understand motivated behaviour is not feasible, whereby aspects can be both
stable and dynamic, and cognitively active or inactive at different times (Markus & Nurius,
1986; Stein & Markus, 1996; Dornyei et al., 2015). Instead, focus is best placed on the
cognitively active ingredients of the ‘working self-concept’ (Markus & Nurius, 1986), which
may be any dimension of the self-concept, such as possible selves.

Possible selves are argued to be more susceptible to change than other forms of self-
knowledge as they represent potential, which is sensitive to external influences such as new
or inconsistent information about the self (Markus & Nurius, 1986). In this way, possible
selves are dynamic in that each time they are activated, they are likely to undergo subtle
changes (Dornyei et al., 2015). Equally, the power that possible selves exert (motivation, self-
regulation) is dynamic, as determined by the situation the individual is in, such as activities
engaged with and current state of mind (Ddrnyei et al., 2015).

Possible selves are also known to be more amenable to change in relation to an
individual’s stage of life. Possible selves are relatively stable in later life (Frazier, Hooker,
Johnson & Kaus, 2000) compared to those of adolescents, who are actively exploring and

developing their identity, self-concept and possible selves (Dunkel, 2000; Dunkel & Anthis,
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2001). Together, this would suggest that possible selves may be subject to change in order to

maximise their motivational potential.

1.7. Social Recovery Cognitive Behavioural Therapy

An important psychological therapy of focus in this thesis portfolio is Social
Recovery Cognitive Behavioural Therapy (SRCBT), which is a novel intervention developed
specifically to support and motivate individuals with psychosis to engage in meaningful
structured activities (summarised in Fowler et al., 2019). The system around the individual is
involved in the intervention (family, professionals, local activity providers) to support lasting
engagement with activities, and emphasis is placed on the importance of a collaborative
therapeutic relationship in facilitating change. This approach assesses individuals’ values
through discussion about interests and hopes for the future, and uses these to develop
specific, measurable, assignable, realistic, and time-limited (SMART) goals which are linked
to longer-term values. Formulations are longitudinal in nature, taking into account early
events as well as social, environmental, cultural and individual factors. The formulation also
takes into account the barriers which may complicate or prevent engagement with meaningful
structured activity, and explores these in the form of traditional CBT maintenance cycles of
avoidance. Interventions are informed by both cognitive and behavioural elements. For
example, cognitive elements involve building a positive sense of self and hope about the
future, through thought challenging and generating alternative explanations. Behavioural
elements provide the foundation of SRCBT, and include a variety of interventions including
behavioural activation and multi-layered behavioural experiments, with added components to
motivate individuals to engage (e.g. through motivational interviewing, in-vivo skills

building and modelling the experiments with the individual).
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SRCBT links with motivational theories of psychosis, as it promotes autonomy and
aims to increase enjoyment within the intervention through focusing on personally valued
goals (i.e. building intrinsic motivation to engage and building task value). In-vivo skills
practice and facilitating a positive sense of self throughout the intervention builds a sense of
mastery and achievement, which in turn aims to raise hope and expectancy for success at
tasks. Therefore, SRCBT appears well suited as an intervention to address motivational
difficulties, alongside its primary outcome of levels of functioning (as an overlapping

construct).

1.8. Improving Social Recovery in Early Psychosis (ISREP) Project

The Improving Social Recovery in Early Psychosis (ISREP) trial (Fowler et al., 2009;
Appendix A) is of key importance to the thesis portfolio, as both empirical projects
conducted secondary analyses on the data collected as part of this project. Permission to use
these data was obtained from the primary author (Appendix B).

The ISREP trial was a randomised controlled trial (RCT) investigating the
effectiveness of SRCBT compared to treatment as usual (TAU) on structured time use for
people with psychosis and enduring functional difficulties. Possible selves were collected as a
tertiary outcome measure for this study (see Appendix C for the Possible Selves Inventory
measure), in order to inform meaningful values and goals (as described above as an important
aspect of SRCBT). The study sample in particular were recruited based on low levels of
functioning, with inclusion criteria specifying unemployment or engagement in less than16
hours paid employment or education at the time of recruitment. The ISREP study concluded
that SRCBT was effective at improving structured activity in people with non-affective
psychosis. Additionally, further analyses showed that SRCBT improved hope and positive

beliefs about the self and others, which mediated functional recovery (Hodgekins & Fowler,
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2010). Longer term outcomes suggested that 25% of individuals with non-affective psychosis
within the SRCBT intervention group went on to engage in paid work within the year,
compared to none of the control group, and that gains in hope were maintained 15 months
following the end of therapy (Fowler, Hodgekins & French, 2019). Since the initial ISREP
trial, there has been a larger study exploring the efficacy of SRCBT (Fowler et al., 2018).
Results of this trial also indicated that SRCBT is a beneficial intervention for improving
social recovery compared to treatment as usual in individuals with first episode psychosis and
persistent severe social disability. These findings, taken together, indicate that SRCBT is a

promising intervention for improving functional outcomes.
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Chapter 2. Systematic Review

This chapter includes a systematic review prepared for submission to The Journal of
Mental Health. The paper is formatted according to the journal guidelines (Appendix D). The
abstract for this review is 200 words (journal limit is 200). The word count for this review is

5370 (journal limit is 6000).
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Abstract

Background: Amotivation is a significant negative symptom in schizophrenia, which has
implications for functioning and quality of life. Reviews have highlighted that few
psychological interventions successfully alleviate negative symptoms, however, to date no
focus has been placed on interventions specifically focusing on alleviating amotivation as a
crucial negative symptom domain. Aims: This review aimed to explore the effectiveness of
psychological interventions on amotivation in schizophrenia. Methods: Second-generation
measures of negative symptoms such as the Clinical Assessment Interview of Negative
Symptoms (CAINS) and Brief Negative Symptom Scale (BNSS), were the outcome of focus
as the most valid and reliable measure of amotivation. Seven eligible studies met the criteria
for inclusion within the review. Due to high heterogeneity of studies, results were primarily
narratively compared, and a quantitative synthesis of effect sizes was also conducted where
calculable. Results: The results were mixed, particularly for studies with primarily cognitive
and behavioural elements. Both 1:1 and group-based interventions showed some efficacy,
with group-based interventions showing more mixed results. Conclusions: Conclusions with
regards to overall efficacy of interventions on amotivation could not be drawn. Further
research is needed on psychological therapies for amotivation and consensus is needed on the
routine outcome measurements used going forward.

Keywords: amotivation; avolition; psychosis; measurement; psychological; intervention
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Introduction

Negative symptoms in schizophrenia are poorly understood and difficult to treat
(Fusar-Poli et al., 2015; Lutgens, Gariepy & Malla, 2017; Veerman, Schulte & de Haan,
2017). Negative symptoms are heterogenous, encompassing a number of symptoms, such as
anhedonia, asociality, avolition, blunted affect and alogia (Andreason & Flaum, 1991).
Intervention studies generally target negative symptoms broadly, and several reviews have
concluded limited effectiveness of psychological and psychosocial therapies (Elis, Caponigro
& Kring, 2013; Lutgens et al., 2017; Tsapakis, Dimopoulou & Tarazi, 2015).

To increase efficacy of interventions, specific domains of negative symptoms may
need to be targeted. Amotivation has been argued as the principal negative symptom in
schizophrenia (Foussias and Remington, 2010), and there has been growing evidence to
suggest that it is at least one of two distinct overarching factors comprising negative
symptoms (Liemburg et al., 2013; Sarkar, Hillner & Velligan, 2015). Amotivation is
associated with poor functioning (Fervaha, Foussias, Agid, & Remington, 2013; Kirkpatrick,
Fenton, Carpenter & Marder, 2006; Najas-Garcia, Gomez-Benito & Huedo-Medina, 2018)
and poor quality of life (Savill et al., 2016), therefore implicating its importance as a
therapeutic target.

Amotivation in schizophrenia is argued to be amenable to change in therapeutic
settings. According to expectancy-value and self-determination theories (summarised by
Medalia & Brekke, 2010) as well as the cognitive model of negative symptoms (Rector, Beck
& Stolar, 2005), change occurs through many mechanisms such as altering expectations for
success (Choi, Mogami & Medalia, 2010), improving perceptions of self-competency (Choi,
Fiszdon & Medalia, 2010), improving autonomy, enjoyment and social relatedness through
creating a collaborative therapeutic environment and improving intrinsic motivation (Choi &

Medalia, 2010; Nakagami, Hoe & Brekke, 2010; Silverstein, 2010).



Possible Selves in Psychosis 26

Despite growing literature on the two-factor model of negative symptoms, and
specific role of amotivation on functioning and quality of life, there have been few
psychological interventions specifically developed to target this key negative symptom
domain. Some reviews (e.g. Lutgens et al, 2017), have made efforts to differentiate negative
symptom domains to explore the effects of therapy on amotivation specifically, however this
was notably disadvantaged by the assessment tools used.

There has been a lack of consensus on how best to capture change in negative
symptom domains, and concerns around the efficacy of available measures. A comprehensive
review of negative symptom and motivation measures (Luther, Fischer, Firmin & Salyers,
2019), argued that measures giving appropriate weight to critical negative symptom domains
are crucial in capturing clinically significant change. They concluded that second generation
measures of negative symptoms, such as the Clinical Assessment Interview of Negative
Symptoms (CAINS) and Brief Negative Symptom Scale (BNSS), are best placed to do this.
This is opposed to first generation measures such as the Positive and Negative Syndrome
Scale (PANSS; Kay, Opler & Lindenmayer, 1987), which had a significantly smaller effect
size regarding overlap with overall motivation.

First-generation measures are also argued to pay less attention to internal experiences
in favour of behavioural indicators (Blanchard, Kring, Horan & Gur, 2011). This is
problematic as internal experiences play a large role in the expression of amotivation. For
example, intrinsic motivation (e.g. enjoyment, satisfaction and interest in an activity) can be
present and provide motivational influence despite the presence of directly observable
behaviour. Additionally, it should be noted that first-generation measures were created before
the conceptualisation of negative symptoms changed towards the two-factor model, thereby
utilising using items (e.g. abstract thinking), which are now considered part of a separate

domain (Harvey, Koren, Reichenberg & Bowie, 2006).
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The psychometric properties of second-generation measures are well established. The
CAINS reliably reports on the two distinct subdomains of negative symptoms, defined as
‘expression’ and ‘experiential/motivation and pleasure’ (Kring, Gur, Blanchard, Horan &
Reise, 2013; Richter et al., 2019a). Similarly, the BNSS was developed as a valid and reliable
measure (Kirkpatrick et al., 2011) of the 5 domains suggested within the NIMH-MATRICS
Consensus Development Conference on Negative Symptoms (Kirkpatrick et al., 2006), which
have since shown to reliably combine to replicate the two-factor model (Strauss et al., 2012).
There is also movement towards more active use of self-report measures alongside observer-
rated measures of amotivation (Wolf et al., 2014), which stand to capture information more
difficult to access from standard interviews (Lincoln, Dollfus & Lyne, 2017). This includes
the Motivation and Pleasure - Self-Report (MAP-SR) outcome, which was derived from the
CAINS as a reliable self-report measure of amotivation in schizophrenia (Llerena et al., 2013;
Richter et al., 2019b). The Self-assessment of Negative Symptoms scale (SNS; Dollfus,
Mach, & Morello, 2016) is another second-generation self-report measure of negative
symptoms with good psychometric properties and in keeping with the 2-factor model.

In summary, the aim of the present paper was to investigate the effectiveness of
psychological and psychosocial interventions on amotivation in schizophrenia. To reliably
report on this symptom domain, only second-generation measures that have the capacity to
reliably delineate amotivation from the expressive negative symptom domain were

considered in this review.

Methods
Protocol and Registration
The review was registered with the International Prospective Register of Systematic Reviews

(PROSPERO) on 2™ May 2019. Registration number CRD42019132352.
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Search Strategy

Studies were identified via MEDLINE (EBSCO), PsycINFO (EBSCO), Embase, Scopus and
The Cochrane Library. Reference lists were scanned for studies not found electronically.
Avrticles from inception to July 2019 were included in the search, which was conducted on 8%
July 2019. Database-specific search strategies were conducted using the following search
terms: “Psychotic Disorders” OR psychotic OR psychosis OR psychoses OR schizo* OR
"delusional disorder*" OR "deficit syndrome™ AND Therap* OR Psychotherap* OR
“psycho-therap*" OR Intervention OR “Behavio* Activation” AND Motivation OR
Amotivation* OR Anhedoni* OR Avolition* OR Apathy OR apathetic OR Asocial* OR
“The Clinical Assessment Interview for Negative Symptoms” OR CAINS OR “Brief
Negative symptom Scale” OR BNSS OR “Motivation and Pleasure Scale” OR “Self-
Evaluation of Negative Symptoms” OR “Positive and Negative Symptom Scales” OR
PANSS OR “Scale for the Assessment of Negative Symptoms” OR SANS OR “Negative
Symptom Assessment*”. The search strategy around outcome measures was notably broad to
account for papers that primarily reported more widely accepted measures (i.e. PANSS or
SANS) with second-generation measures sometimes included as secondary measures.
Inclusion/Exclusion Criteria

Studies were included if they met the following criteria: manuscript accessible in the English
language; investigation of a psychological or psychosocial intervention (which did not need
to specifically target negative symptoms); a majority (>50%) of the sample population with a
diagnosis of schizophrenia or other non-organic psychotic disorder as determined by a valid
and reliable diagnostic instrument; an experimental design with a control group; report of
negative symptom outcomes using second generation measures of negative symptoms (as a
primary or secondary outcome) such as the CAINS, BNSS, MAP-SR or SNS; subscales of

amotivation reported or obtainable from authors. The following types of studies were
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excluded: those published in a language other than English; theoretical papers; medication
efficacy trials (including those using psychological or psychosocial interventions as a
complementary treatment); case studies; all review papers including meta-analyses; papers
reporting secondary analyses on pre-existing data; qualitative studies.

Screening

All citation titles were screened by the first author for their broad applicability using
computer-based reference management software. Titles that clearly did not meet the inclusion
criteria were removed from the citation listings. At the second stage, abstracts were screened
by the first author against inclusion criteria, particularly for the presence of the desired
outcome measures. Where it was clear that the desired outcome measures were not used, or
where any other inclusion criteria were not met, these papers were excluded from the citation
listings. Where abstracts were vague or unclear, the full text was reviewed for presence of the
desired outcome measures. All authors of conference abstracts were contacted to identify
whether there was any further published work. In the final stage, full texts where the desired
outcome measure was identified were reviewed in detail against all inclusion and exclusion
criteria.

A proportion of the titles (10%) were independently screened by a second researcher
for interrater reliability. There was 96.48% agreement across researchers. Where there were
disagreements at title screening (only 37 titles), these were moved to the abstract screening
stage for further review. A second independent researcher also screened all papers which
were identified as containing the measures of interest. There was 100% agreement between

researchers with regards to papers which met criteria for inclusion.
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Data Extraction

Individual study characteristics were extracted based on pre-defined published criteria and
following the Population, Intervention, Comparison and Outcome (PICO) structure. This
included information regarding study design, intervention type, control condition, method of
recruitment, inclusion/exclusion criteria, participant diagnoses, duration of intervention,
duration of follow-up, frequency and type of assessment, number and mean age of
participants, antipsychotic medication usage, comorbid substance use, dropout rates, and key
statistical information (means, standard deviations, participant numbers at each assessment
timepoint) on outcomes of interest. Where the above information or data were not published
in the study report, corresponding authors were contacted.

Risk of Bias

Risk of bias was assessed by the lead author in detail using the revised Cochrane risk of bias
tool (Sterne et al., 2019) for both controlled and uncontrolled studies, with the aim of treating
all papers with the same rigour. A rating of “low risk”, “some concerns”, or “high risk” was
provided, considering the following domains; effect of randomisation process; effect of
assignment to intervention, effect of adhering to intervention; missing outcome data;
measurement of the outcome; and selection of the reported result.

Data Analysis

Due to the high heterogeneity of the papers included in this review with regards to study
design and psychological intervention, this review was informed by procedures of narrative
synthesis (Popay et al., 2006). This process included a preliminary synthesis of the findings
of included studies, exploration of the relationships in the data and finally assessment of the
robustness of the synthesis. A meta-analysis was not conducted due to the high heterogeneity
between intervention types, therefore where data were available, a quantitative synthesis of

results was conducted by calculating between group effect sizes (Cohen’s d) for each study.
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This is opposed to pre-post effect sizes which may introduce bias (Cuijpers, Weitz, Cristea, &

Twisk, 2017).

Results

Search Results and Study Selection

The methodology for this review was guided by the PRISMA checklist and four-phase flow
diagram (Moher, Liberati, Tetzlaff & Altman., 2010) as outlined in Figure 1. The initial
search identified 20,573 results, of which 10,095 were duplicates. Most citations were
excluded at title and abstract screen due to being clearly irrelevant. Seven studies were
selected for inclusion within the review. Of these, 4 reported insufficient data. Two papers
did not report the relevant negative symptoms subscale scores (Pos et al., 2016; Velligan, et
al., 2015) and 2 papers did not report standard deviations required to calculate effect sizes
(Palumbo et al., 2017; Schlosser et al., 2018). Authors were contacted directly for these data,
with responses received from two (Pos et al., 2016; Velligan, et al., 2015). While all relevant
subscale data was available to comment upon presence of an effect, effect sizes could not be

calculated for the remaining two papers due to lack of response from the authors.
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Study Characteristics

Study Design

Study characteristics are outlined in Table 1. Five studies were randomised controlled trials
(Palumbo et al., 2017; Pos et al., 2016; Priebe et al., 2016; Schlosser et al., 2018; Velligan, et
al., 2015), and two were controlled trials (Cho & Lee, 2018; Choi, Jaekal & Lee, 2016). Of
all the studies, 3 were pilot studies (Choi et al., 2016; Palumbo et al., 2017; Velligan, et al.,

2015).
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Table 1. Summary of study characteristics
Author Design N Country  Diagnoses Mean % Treatment No. of Control % Outcome  Follow- Risk of biast
age Male sessions  group attri- measures  up in
(SD) (mean) tion months
Priecbeet RCT 275 UK Schizophrenia 42.2 73.82 BPT+ 20 (%) Pilates + 7.27 CAINS 6 LR, LR, LR,
al., 2016 (ICD-10) (10.7) TAU TAU SNS LR, LR, LR
Overall
Low risk
Posetal., RCT 99  Nether-  Schizophrenia 25.43 80.81 CBTsa 8(6.77 TAU 25.25 BNSS 6 LRLRLR
2016 lands (63) (4.45) group LRLR SC
Schizoaffective
(10) 6 (4) Overall
Psychotic 11 Some
disorder NOS concerns
(19)
Other (8)
(DSM-1V)
Cho & CT 35 Korea Schizophrenia * 68.57 MI& 12 (*) TAU 16.67 MAP-SR 5 HR, HR, HR,
Lee, 2018 (DSM-V) Group Art HR, LR, SC
Psycho-
therapy Overall
High Risk
Schlosser RCT 43  USA Schizophrenia 24.06 62.79 PRIME 12 (%) TAU 25.58 MAP-SR 3 LR, LR, LR,
etal., (13 (23) (3.65) /WL LR, LR, SC
2018 states) Schizophreniform
4 Overall
Schizoaffective Some
(16) concerns
(DSM-1V)
Choi et Pilot 47  Korea Schizophrenia 42.45 4894 mBA 10 (%) TAU 12.77 BNSS 0 HR, LR, LR,
al., 2016 CT Schizoaffective (11.24) LR, SC, SC

(DSM-1V)

Overall
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High Risk
Velligan  Pilot 51 USA Schizophrenia 41.6 66.66 MOVE l/week  TAU 23.53  CAINS 9 LR, LR, LR,
etal., RCT (Texas)  Schizoaffective (11.3) for 9 BNSS LR, LR, SC
2015 (DSM-1V) months
= Overall
approx. Some
36 concerns
Palumbo  Pilot 10 ltaly Schizophrenia 36.83 40.00 SoCIAL 20 (*) SSANIT 10 BNSS 0 LR, SC, HR,
etal., RCT Schizoaffective (9.73) + NIT + NIT LR, SC, SC
2017 (DSM-1V)
Overall
High Risk

* Data not available

+ Risk of bias domains: effect of randomisation process; effect of assignment to intervention, effect of adhering to intervention; missing outcome
data; measurement of the outcome; and selection of the reported result.
RCT = Randomised Controlled Trial, CT = Controlled Trial, ICD = International Statistical Classification of Diseases , DSM = Diagnostic and
Statistical Manual of Mental Disorders, NOS = Not Otherwise Specified, BPT = Body Psychotherapy, TAU = Treatment As Usual, CBTsa =

Cognitive Behavioural Therapy with Social Activation, M1l = Motivational Interviewing, PRIME = Personalized Real-time Intervention for
Motivational Enhancement, mBA = Motivational and Behavioural Activation, MOVE = Motivation and Enhancement Training, SoCIAL =

Social Cognition Individualized Activities Lab, NIT = Neurocognitive Individualised Training, SSANIT = Social Skills And Neuro-cognitive
Individualized Training, CAINS = Clinical Assessment Interview of Negative Symptoms, SNS = Self-Evaluation of Negative Symptoms, BNSS
= Brief Negative Symptom Scale, MAP-SR = Motivation and Pleasure — Self Report, LR = Low Risk, SC = some concerns, HR = High Risk.
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Participants

All 7 studies (n=560) recruited from a clinical population with a primary diagnosis of
schizophrenia using a valid diagnostic instrument, such as the ICD-10 (Priebe et al., 2016) or
DSM-1V/DSM-V (Choi et al., 2016; Cho & Lee, 2018; Palumbo et al., 2017; Pos et al., 2016;
Schlosser et al., 2018; Velligan, et al., 2015). Many studies also included individuals with
schizoaffective disorder in their study sample (Choi et al., 2016; Palumbo et al., 2017; Pos et
al., 2016; Schlosser et al., 2018; Velligan, et al., 2015).

Most participants were prescribed antipsychotic medication across all studies (range
86-100%). Five studies excluded participants whose antipsychotic medication had changed
before the study, ranging from at least 6 weeks (Priebe et al, 2016) to 6 months prior (Choi et
al., 2016), and 2 studies did not comment upon changes in antipsychotic medication (Cho &
Lee, 2018; Pos et al., 2016).

All studies included participants with at least moderate negative symptoms. Inclusion
criteria of 4 studies involved meeting a negative symptom threshold on the PANSS (Choi et
al., 2016; Pos et al., 2016; Priebe et al., 2016) or NSA-16 (Velligan, et al., 2015). The
remaining 3 studies reported moderate-high levels of negative symptoms at baseline as
measured by the SANS (Cho & Lee, 2018), PANSS (Schlosser et al., 2018) and BNSS
(Palumbo et al., 2017). Some studies excluded significant positive symptoms as measured by
the PANSS (Choi et al., 2016) or BPRS-E (Velligan, et al., 2015) and significant depressive
symptoms as measured by the BPRS (Velligan, et al., 2015) or PANSS (Choi et al., 2016).
Some studies excluded participants with a longer duration of psychosis, such as over 4 years
(Pos et al., 2016), over 5 years (Schlosser et al., 2018) and over 10 years (Palumbo et al.,
2017).

Most studies explicitly excluded participants with comorbid substance abuse (n=4).

Cho & Lee (2018) conducted their study within inpatient wards so it has been assumed drug
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and alcohol use was controlled. Priebe et al.(2016) made no comment about participant drug
and alcohol use. Pos et al. (2016) included participants using cannabis (42%) and did not
have sufficient data to control for the effects of this.

With regard to recruitment, 5 studies recruited from community mental health clinics
and outpatient treatment centres (Choi et al., 2016; Palumbo et al., 2017; Pos et al., 2016;
Priebe et al., 2016; Velligan, et al., 2015). Cho and Lee (2018) recruited from an inpatient
psychiatric ward and Schlosser et al. (2018) recruited through online message boards, website
trial listings and flyers in clinics.

All studies reported a mixture of male and female participants with a range of 40.00%
males (Palumbo et al., 2017) to 80.80% males (Pos et al., 2016). The mean (SD) age ranged

from 24.06 (3.65; Schlosser et al., 2018) to 42.45 (11.24; Choi et al., 2016).

Outcome Measurement

Only one study identified in this review explored an intervention specifically targeting
amotivation (Schlosser et al., 2016). Five studies explored interventions for negative
symptoms more generally (n=5), and one study explored an intervention targeting social
cognition, with negative symptoms as a secondary outcome (Palumbo et al., 2017). All 7
studies used at least one validated second-generation measure of negative symptoms. Two
used the CAINS (Priebe et al., 2016; Velligan, et al., 2015), 4 used the BNSS (Choi et al.,
2016; Palumbo et al., 2017; Pos et al., 2016; Velligan, et al., 2015), 2 used the MAP-SR (Cho
& Lee, 2018; Schlosser et al., 2018) and one used the SNS (Priebe et al., 2016). Two papers
used more than one second generation measure of negative symptoms (Priebe et al., 2016;
Velligan et al., 2015). Where more than one measure was used, only one was chosen as part
of this review. Clinician report measures were selected over self-rated measures, due to some
difficulty with measurement of the amotivation factor in self-report scales (Richter et al.,

2019b) and patients with chronic schizophrenia struggling to reliably self-evaluate subjective
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experience over time (Goldring et al., 2019). The CAINS was chosen over the BNSS, as
exploration of the two-factor structure of the BNSS showed a high correlation between the
factors, suggesting some potential difficulty with delineation (Strauss et al, 2012) compared
to the robust two-factor structure of the CAINS (Richter et al., 2019a). This resulted in
clinician reported outcomes for a majority of studies (n=5) and participant rated outcomes for
the remainder. Subscale data of second-generation negative symptom measures were

extracted from all studies included in this review.

Attrition/Dropout

The level of attrition varied between studies. Priebe et al. (2016) reported the lowest dropout
rate at 7.27% whereas Schlosser et al. (2018) reported the highest at 25.58%. Overall, the
average dropout rate was moderately high (17.30%) with almost one in five participants not
completing treatment. The dropout rate may indicate acceptability of the intervention or may
reflect the population sample itself. For example, people struggling with negative symptoms
such as amotivation are likely to find it difficult to engage with interventions, particularly
those that require active participation. High dropout rates can introduce bias (Hewitt,
Kumaravel, Dumville & Torgerson, 2010) and therefore it is important to consider the impact
on the outcomes reported. This will be discussed further within the discussion section.

Risk of Bias Assessment

Details of the risk of bias assessment for all studies are summarised in Table 1. For the
controlled studies, risk of bias was assessed as either low or some concerns. Risk of bias
amongst uncontrolled studies was high in relation to bias from lack of randomisation, but
varied in relation to the other domains.

Characteristics of Interventions

The psychological therapies explored were varied in nature (summarised in Table 2). The

average number of sessions offered by the RCTs was 20.4 (range 12-36), and 11 (range 10-
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12) for controlled trials. Six of the studies utilised face-to-face methods of delivery, one of
which was home-based (Velligan et al, 2015), while one study utilised a remote phone-based
app (Schlosser et al, 2018). The majority (n=5) of the studies utilised group interventions for
all (Choi et al., 2016; Cho & Lee, 2018; Priebe et al., 2016) or part of the treatment (Palumbo
etal., 2017; Pos et al., 2016).

The majority of studies (n=4) adopted some form of cognitive and/or behavioural
approach. Pos et al. (2016) compared Cognitive Behavioural Therapy with Social Activation
(CBTsa, n=49) to TAU (n=50). CBTsa utilised a manualised CBT approach aimed at
addressing dysfunctional beliefs and avoidance behaviours in negative symptoms (Staring,
Ter Huurne & van der Gaag, 2013), which was adapted to focus on increasing social
interaction and competencies. This included adding a group component to benefit from group
processes, such as practicing skills and sharing experiences with peers. Schlosser et al. (2018)
compared Personalised Real-time Intervention for Motivational Enhancement (PRIME,
n=22) to waitlist control (n=21). PRIME is a mobile phone based behavioural intervention
based on a CBT approach, which utilised social-reinforcement to engage and sustain goal-
directed behaviour. The intervention targets motivational behaviour specifically in an attempt
to engage the reward-processing process known to be disrupted in schizophrenia disorders.
Velligan, et al. (2015) compared Motivation and Enhancement Training (MOVE, n=26) to
TAU (n=25). MOVE is a manualised home-based novel intervention designed to address 5
key domains related to negative symptoms (Velligan, Maples, Roberts & Medellin, 2014).
These included initiating behavioural cues in the home environment (antecedent control),
behavioural experiments around anticipatory pleasure, computerised emotion perception
exercises to improve emotional processing and expression, CBT to address self-defeating
thoughts, and roleplays to build skills and promote independent living. Finally, Choi et al.

(2016) compared a Motivational and Behavioural Activation group (mBA, n=23) to TAU
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(n=24). The mBA intervention was primarily a behavioural approach for reducing negative
symptoms, combining both motivational interviewing (MI) and behavioural activation (BA)
principles. The aim was to increase routine and social activities identified as pleasurable and
meaningful (BA) while maintaining the participants engagement with the therapeutic process
(MI). This intervention was delivered in a group setting where participants could set goals
and plan activities, while problem solving possible difficulties.

Two studies adopted a broadly group psychodynamic psychotherapy approach. Priebe
et al. (2016) compared a Body Psychotherapy group (BPT, n=140) to a Pilates group
(n=135). The BPT intervention was a manualised group-based approach working under the
theory of body-mind functioning (Leitan & Murray, 2014). Participants were asked to engage
in touch, breathing and movement exercises. In this way, negative symptoms were addressed
through several mechanisms such as; modulating body self-awareness and movement
behaviour, improving emotional regulation and expression, reality-testing, improving
boundary demarcation and improving prosocial capabilities. Cho & Lee (2018) compared
Motivational Interviewing and Art Psychotherapy (n=17) to TAU (n=18). This group-based
intervention included two key components, both aimed at addressing negative symptoms.
Firstly, art psychotherapy focused on fostering a positive self-image, encouraging self-
expression and improving communication and psychological insight. Secondly, goal-oriented
M1 focused on improving motivation and eliciting behavioural change, as well as improving
general attendance to the art psychotherapy group.

One study (Palumbo et al., 2017) adopted a behavioural approach using social
cognitive training techniques, Social Cognition Individualised Activities (SOCIAL, n=5) was
compared to Social Skills Individualised Training (SSANIT, n=5). The SoCIAL intervention
involves addressing various domains of cognitive deficit in schizophrenia, such as emotion

recognition and theory of mind, through videos and vignettes. The intervention is primarily
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group based with one-to-one neurocognitive individualised training. The SSANIT
intervention has similar aims and structure, with a focus on communication, problem solving

and behavioural rehearsal.
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Therapy Description

Body Psychotherapy (BPT) group BPT is grounded in psychoanalysis and focuses on the interaction between the body and the
mind to improve emotional, cognitive, physical and social integration.

Motivational Interviewing in an Art Motivational Interviewing (MI) aims to consolidate motivation for change through highlighting

Psychotherapy group the discrepancy between the person’s goals and their behaviour while remaining empathetic,

flexible to resistance and supporting positive change. This was coupled with Art
Psychotherapy, which aims to improve self-expression, communication and psychological

insight.
Motivational and Behavioural Activation (mMBA) mBA combines BA and M1 principles to increase the level of routine, pleasurable and
group necessary social activities, while improving and maintaining people’s engagement with
treatment.

Motivation and enhancement Training (MOVE) MOVE is a manualised home-based intervention addressing 5 key domains related to negative
symptoms: antecedent control, anticipatory pleasure, emotional processing and expression,
CBT to address self-defeating thoughts and skills building.

Personalised Real-time Intervention for PRIME is a mobile-based intervention designed to improve motivation and quality of life.

Motivational Enhancement (PRIME) People can select goals in the domains of health, social, creativity and productivity. Daily
challenges are offered towards each goal. People have access to a PRIME community to share
achievements as well as motivation coaches offering CBT or BA interventions remotely.

Cognitive Behavioural Therapy with Social CBTsa is primarily a CBT based approach focussing on social activation, which aims to

Activation (CBTsa) increase engagement in social activity and reduce avoidance. This was delivered primarily in a
group setting, which included each person having a buddy to promote peer support. 1:1
sessions were used to supplement group work and refine personal goals.

Social Cognition Individualised Activities SoCIAL is a social cognitive training programme primarily aimed at cognitive deficits in

(SoCIAL) schizophrenia. There is a focus on emotion recognition and theory of mind (understanding the
mental states of others), explored through various videos, vignettes and roleplays.

Social Skills Individualised Training (SSANIT)  SSANIT is a social cognitive training and cognitive remediation training programme primarily
aimed at cognitive deficits in schizophrenia. There is a focus on communication, problem
solving and behavioural rehearsal.

Neurocognitive Individualised Training (NIT) NIT is a cognitive intervention utilising computer-based exercises to improve cognitive
domains such as attention, concentration, planning, memory and perception etc.

Table 2. Summary of psychological therapies grouped by broad treatment types.
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Examination of Amotivation Outcomes
See Table 3 for a summary of amotivation outcomes and calculated effect sizes. Of the RCTs,
2 did not directly report amotivation results, however they reported significant improvements
in negative symptoms more generally (Pos et al., 2016; Velligan et al., 2015). Effect sizes
calculated for amotivation subscales were found to be small (d=0.05) and medium (d= 0.49)
respectively. Three RCTs directly reported effect of intervention on amotivation, 2 were
found to be non-significant (Priebe et al., 2016; Schlosser et al., 2018) and one found
significant improvements on amotivation (Palumbo et al, 2017). Effect size could only be
calculated for Priebe et al. (2016), which was small at d=-0.03.

Of the 2 CTs, one (Cho & Lee, 2018) reported significant improvements in
amotivation and one (Choi et al., 2016) reported no significant change in amotivation after
controlling for differences in baseline cognitive symptoms. Effect sizes were large (d=1.81)

and medium (d=0.66) respectively.
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Study Design  Study Amotivation outcomes Longest term  Cronbach’s  Favours Between group
groups available a for amotivation (+)  effect size (d)
follow-up in  outcome or No treatment  for amotivation
months measure effect (-)
Pricheet RCT BPT + A significant mean reduction in scores at the end of 6 * - -0.03
al., 2016 TAU vs treatment on the CAINS motivation and pleasure
Pilates + subscale was seen after BPT + TAU (-0.62, 95% ClI -
TAU 1.23 t0 -0.00, P = 0.049, ICC = 0.022). However, this
significance was lost after multiple imputation
analysis to account for non-response data (-0.06, 95%
Cl-1.22t0 0.02, P = 0.056, ICC 0.026). At 6 month
follow up no significant mean difference was noted in
the CAINS motivation and pleasure subscale scores.
Pos et RCT CBTsa A significant mean reduction in scores was found on 6 0.81 - 0.05
al., 2016 vs TAU the BNSS total at 6 month follow-up. The researcher
was provided data for BNSS subscales. A between
group effect size at 6 months was calculated based on
the means and pooled standard deviation of the
motivation and pleasure subscale data.
Cho & CT MI & A significant effect of group (F=21.92, p<.001) and 0.5 0.77 + 1.81
Lee, Group significant group and test time interaction (F = 29.81,
2018 Art p <.001) was found for the MAP-SR measure. There
Psycho-  was no significant effect of time (F = 1.47, p = .234).
therapy
vs TAU
Schlosser RCT PRIME  No significant difference was found on the MAP-SR 3 >0.80 - *
etal., vs TAU  between PRIME vs TAU/WL, F(1,57) =3.79,P =
2018 /WL .06.
Choi et CT mBA Significant interaction effects of group (mBA vs 0 0.86 - 0.66
al., 2016 vs TAU  TAU) by time on BNSS motivation and pleasure

subscale, F (1, 28) P <.05. This significance was lost
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when baseline PANSS cognitive symptoms were
controlled for (P = 0.12).

Velligan RCT MOVE  Asignificant group by time (crossover) interaction 9 >0.80 0.49
etal., vs TAU was found for the CAINS total score. The researcher
2015 was provided data the CAINS subscales. A between
group effect size was calculated at 9 months based on
the means and pooled standard deviation of the
motivation and pleasure subscale data.
Palumbo RCT SoCIAL  Assignificant time effect was found in the SoCIAL 0 * *
etal., +NIT group for the BNSS motivation and pleasure subscale
2017 S (F=9.85, P < 0.04).
SSANIT
+ NIT

* Data not available
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Discussion

The current systematic review was the first of its kind to evaluate the efficacy of
psychological interventions in alleviating the negative symptom domain of amotivation in
people with psychosis, as measured by the most reliable measures of amotivation available. A
total of 7 studies were included in the review, 5 RCTs and 2 CTs.

Although efforts were made to reduce heterogeneity with robust inclusion criteria
regarding population, study design and outcome measurements, a broad range of
interventions were included in the review. However, as all studies reported a measure of
amotivation and aimed to reduce an aspect of negative symptomatology, this allowed the
studies to be narratively compared.

Quality and risk of bias varied according to study design. The majority of RCTs (n=3)
were rated as having some concerns due to bias in selection of the reported results (due to
lack of evidence of a pre-specified analysis plan), and one RCT was rated as overall low risk
(Priebe et al., 2016). One RCT (Palumbo et al., 2017) was rated as high risk due to using
completer analysis methods as opposed to the more robust intent-to-treat analysis, however
there were low levels of attrition (10%) explained reasonably as separate to course of
symptomatology of the participant (i.e. the potential ‘true value’), which somewhat mitigates
the impact of this approach on the conclusions that can be drawn. Both CTs were rated as
high risk due to lack of randomisation and assessor blinding, however one CT (Cho & Lee,
2018) was additionally rated high risk due to choosing completer analysis alongside high
attrition (16.67%), bringing into question the conclusions that can be drawn from the results
(which notably had the largest effect size of 1.81).

Efficacy of Psychological Interventions on Amotivation
Taking into account the limitations discussed, the 5 RCTs were found to report reasonably

reliable results, whereas the 2 CTs must be interpreted with caution. This means that of the 7
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studies, 2 have reported reliable change in support of psychological interventions for
amotivation in schizophrenia (Palumbo et al., 2017; Velligan et al., 2015).

One study that found significant results supporting psychological interventions for
amotivation broadly utilised cognitive behavioural interventions (MOVE) with a medium
between-group effect size for amotivation (d=0.49). This is compared to two RCTSs (pos et
al., 2016; Schlosser et al., 2018) which reliably reported non-significant change in
amotivation following broadly cognitive behavioural interventions (CBTsa and PRIME). It is
therefore difficult to draw conclusions regarding the efficacy of cognitive and behavioural
interventions, due to the fact that relatively few studies were included in this review and the
mixed effects reported. This finding is contrary to trends found in similar reviews (e.g. Elis et
al., 2013; Lutgens et al., 2019; Tsapakis et al., 2015), which found cognitive behavioural
interventions showed modest utility for reducing negative symptoms more broadly.

The MOVE intervention had the highest number of sessions (n=36) and was the only
home-based treatment, which is likely to lend itself to the nature of the target population. In
contrast, the PRIME study was the only study to utilise a non-face-to-face intervention,
which required participants to independently engage with the intervention. This may have
been problematic for participants, considering the difficulties of the target population with
motivation to engage in tasks independently, which is perhaps reflected by having the highest
attrition rate (25.58%) of all 7 studies. The CBTsa intervention had the second highest
number of participants (n=99) and was fairly robust in terms of study quality, however,
several participants (42%) were actively using cannabis throughout the trial, which may have
confounded the results in light of evidence that the effects of cannabis use on negative
symptoms and functioning are inconsistent and not well understood (Zammit et al., 2008).

The second intervention that found a significant improvement in amotivation utilised

a social cognitive training approach (SoCIAL). The effect size could not be calculated due to
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unavailability of standard deviation data post-treatment. This study notably had the smallest
sample size of all 7 papers (n=10), which suggests low statistical power and a high likelihood
of sampling errors. This study was one of two to include an active control group, allowing
some comment on the efficacy of treatment compared to other established efficacious
treatments. However, conclusions cannot be drawn regarding overall efficacy of social
cognitive training interventions on amotivation from a single pilot study with a small sample
size.

One RCT (Priebe et al., 2016) reliably reported no significant difference in
amotivation between groups at follow-up, after following a broadly psychodynamic
intervention (BPT). This was the highest quality study in the review with the highest number
of participants (n=275), lowest attrition 7.27 and utility of an active control group. Again, it is
difficult to draw conclusions based on a single study with regards to efficacy of interventions
informed by psychodynamic psychotherapy.

Both CTs reported change in support of their respective psychological interventions
(cognitive behavioural and psychodynamic) at much greater effect sizes respectively (d=0.66
and d=1.81), but were at much higher risk of bias, therefore conclusions that could be drawn
are limited. The slightly higher quality study was that of Choi et al. (2016) adding some
support for cognitive behavioural therapies, however significance was lost when baseline
cognitive differences on the PANSS were controlled for.

The two studies that reliably reported significant improvements in amotivation
utilised 1:1 interventions as part or all of their treatment, compared to one study reporting
reliable non-significance using 1:1 interventions for part of the intervention, suggesting that
amotivation interventions can be efficacious in a 1:1 format. The results for group-based
interventions showed that one of the two studies that reliably reported significant change

utilised group-based interventions, compared to two studies that reliably reported non-
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significance utilising group-based interventions. The mixed results for both 1:1 and group-
based interventions suggest that it is likely the content of the intervention rather than the
format that is impacting on efficacy. Whilst some interventions do not lend to being
facilitated within a group format (e.g. MOVE), this review suggests that groups can be an
effective delivery method for interventions. This is notable as groups hold potential benefits
such as cost effectiveness (e.g. Tucker & Oei, 2007) and the ability to target amotivation
treatment outcomes (e.g. asociality) in a ‘live’ environment (Pos et al, 2016).

Strengths and Limitations

This review employed a robust search strategy with a highly inclusive nature to ensure that
relevant papers were identified. This comprehensive search allowed for clear conclusions to
be drawn regarding availability of evidence for amotivation interventions. Equally, studies
were all assessed for quality and bias using a robust tool (e.g. Sterne et al., 2019), which
allowed for appropriate weighting between studies of lesser and greater quality.

Due to focusing on second-generation measures, this review was able to reliably
comment on the impact of interventions on amotivation specifically. Although these
measures were used primarily as secondary outcomes, this review has offered a first look into
this crucial negative symptom domain.

Due to the recent development of second-generation measures of negative symptoms
and the strict inclusion and exclusion criteria of this review, there were only a small number
of studies eligible for inclusion. Whilst a majority of studies were rated as having only some
concerns with regards to bias, this does limit the conclusions that can be drawn.

This review included peer reviewed studies only, which ensures a degree of quality of
papers included, though this can hold a risk of publication bias towards significant results
(Hopewell, Loudon, Clarke, Oxman & Dickersin, 2009). However, the mixture of significant

and non-significant results is indicative that this review represents a balanced picture.
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Only one study in this review examined a therapy designed to reduce amotivation
specifically. Three of the papers included in this review were pilot studies, and more
generally most studies included low participant numbers, therefore potentially lacking power
to detect significance, which limits conclusions that can be drawn. These factors combined
highlight the need for further studies and development of interventions to reduce this negative

symptom domain.

Conclusions, Clinical Implications and Future Directions

Overall, this review offers a first look at the efficacy of psychological interventions for
amotivation as a specific domain of negative symptoms, as reliably measured by second
generation measures of negative symptoms. Due to the limitations presented by the
literature/evidence base, such as few available studies, small sample sizes and varying levels
of bias, clear conclusions regarding overall efficacy of interventions cannot be drawn. This
indicates a clear need for more research into effective interventions for amotivation.

Few interventions identified through this review were specifically designed to address
amotivation in psychosis. Alongside this, there was a huge variety in available interventions
for treatment of negative symptoms, with each study exploring a notably different or novel
intervention. This has highlighted a clear need for future research into amotivation specific
interventions, alongside the use of second-generation measures as the primary outcome. This
may include further exploration of interventions (both 1:1 and group-based) that focus on
behavioural components, such as building perceived competency (through in-vivo
behavioural experiments or skills training) and increasing intrinsic motivators such as
perceived sense of enjoyment and social relatedness from engaging in behaviours. These
components were seen across both the MOVE and SoCIAL interventions, as the interventions

which facilitated the most reliable change. This review also highlighted some evidence
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towards exploration of interventions with a cognitive component. For example, this could
include challenging beliefs about self-competency as a known influencer of motivation. This
is also in the knowledge that CBT models acknowledge that behavioural change can occur as
a result of cognitive shifts.

It was not within the scope of this systematic review to explore the relationship
between reductions in amotivation and functional recovery within the included studies.
Amotivation is argued to be a critical factor associated with functional recovery in psychosis
(Fervaha et al., 2014; Foussias and Remington, 2010; Rabinowitz Levine, Garibaldi,
Bugarski-Kirola, Berardo & Kapur, 2012), therefore future research may wish to explore
whether therapies that reduce amotivation have a subsequent impact on functional recovery.

Finally, there is also a clear need for unification with regards to ways of measuring
negative symptoms, with a suggested move towards second generation outcome measures in

intervention research and clinical practice.
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Chapter 3. Bridging Chapter

This chapter provides a bridge between the systematic review and the empirical
papers to follow. This chapter is formatted to APA guidelines. The word count for this

chapter is 78.

The effectiveness of psychological therapies on negative symptoms are limited. The
systematic review focussed on effectiveness of interventions at reducing amotivation
specifically as a key negative symptom, however, conclusions that could be drawn were
limited by the lack of available studies and mixed results. The focus of the thesis now shifts
to consider the role that possible selves may play in functional recovery from psychosis, with

motivation theorised as a key mechanism by which possible selves initiate change.
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Chapter 4. Empirical Project 1

This chapter includes an empirical research project prepared for submission to the
journal Schizophrenia Research. The paper is formatted according to the journal guidelines
(Appendix E). The abstract for this review is 228 words (journal limit is 250). The word

count for this paper is 3884 (journal limit is 4000).
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Abstract

Possible selves are imagined representations of the self in the near or distant future,
encompassing what a person expects to become, hopes to become, or fears becoming.
Possible selves are fundamentally linked to identity and a person’s self-concept, which due to
the timing of onset of psychosis, is often in a state of confusion and conflict. This study
involved the application of possible selves theory to psychosis, with the broad aim of
describing the content of possible selves in this population. This study also sought to
investigate the impact of possible selves on symptoms and functioning in psychosis, by
exploring four key aspects of possible selves: balance, specificity, enmeshment and
optimism. Seventy-three participants completed the possible selves inventory (PSI) along
with measures of symptomatology, functioning, mood and cognitive ability. Descriptive
statistics were calculated, and correlational and between-groups analyses were conducted.
Hoped-for possible selves most frequently related to personal development, whereas feared
possible selves most frequently related to wellbeing. Balance was low across the population,
as was specificity and enmeshment. Conversely, optimism was found to be relatively high.
Feared possible selves were found to be the most enmeshed, indicating a high degree of fear
around future mental health outcomes. Balance, specificity, enmeshment and optimism were
not associated with functioning, negative symptoms, mood or neuropsychological outcomes.
Findings are discussed in detail, along with clinical implications and directions for future
research.

Keywords:
Psychosis
Identity
Selves
Functioning
Motivation

Optimism
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1. Introduction
1.1. Psychosis, Identity and Possible Selves

Psychosis often occurs in adolescence and early-adulthood (Hafner et al., 1998;
Volkmar, 1995), which overlaps with a crucial period of life during which a person develops
their identity and self-concept (Becht et al., 2016; Erikson, 1968). Due to the timing of
psychosis, individuals often feel a sense of uncertainty and instability with regards to their
identity, as they strive to establish a stable sense of self in the face of often severe and
disabling symptoms (Cogan et al., 2019). This experience has been well established across
several reviews, many of which also highlight the resultant impact on recovery (Ben-David &
Kealy, 2019; Boydell et al., 2010; Garcia-Mieres et al., 2019).

An extension to identity and self-concept (the self in the present) are possible selves,
which are imagined representations of the self in the near or distant future, encompassing
what a person expects to become, hopes to become or fears becoming (Markus and Nurius,
1986). Possible selves are future oriented and are comparable to goals, by which an
individual can assess their own progress and subsequently direct their behaviour to move
closer to that goal (Frazier & Hooker, 2006; Wurf & Markus, 1991). Therefore, possible
selves are argued to be self-regulatory/motivational in nature (Bak, 2015; Markus and Nurius,
1986; Oyserman et al., 2004).

Possible selves have recently been applied to psychosis due to its timing and impact
on motivation and functioning. Norman et al. (2014) found that feared possible selves were
an important independent predictor of self-esteem and depression in psychosis. They
concluded that addressing feared possible selves may be an important aspect of recovery.
Further to this, there are several other ways possible selves have been theorised to impact

recovery from psychosis.
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1.2. Balance

Higgins’ (1987; 1989) self-discrepancy theory states that people are motivated to
minimise discrepancy between their actual and ideal self. Individuals with psychosis report
desires to rebuild and grow as part of their recovery process (Pitt et al., 2007), therefore it
may be understandable that when these desired selves are perceived as distant from the
current self, this would act to motivate behaviour to address this. Further to this, it has been
argued that when hoped-for/expected possible selves are balanced with a countervailing
feared possible selves in the same domain, this will have maximal effectiveness in motivating
change (Oyserman & Markus, 1990). For example, a hoped-for/expected possible self of
“have a job” coupled with a feared self of “never getting a job” may motivate an individual
towards job-seeking behaviour.
1.3. Specificity

The degree to which possible selves provide self-regulation and motivate action is
directly related to the level of detail included in the possible self (Oyserman et al., 2004;
Oyserman et al., 2006; Ruvolo & Markus, 1992), whereby greater detail is indicative of
increased engagement with activities. Individuals with psychosis may experience difficulties
with generating specific possible selves due to negative symptoms (e.g. alogia), or as a result
of global cognitive deficits such as impairments with verbal memory and sematic fluency
(Sheffield et al., 2018). Greater clarity of possible selves has also been linked to greater
optimism and lower anxiety and negative affect (McElwee & Haugh, 2010).
1.4. Enmeshment

Enmeshment is the degree to which an illness is perceived as an aspect of a person’s
self-concept. For people with psychosis, there is a risk the person conceptually moves from
“having” psychosis to “being” psychotic, therefore losing their identity as separate to illness

(Estroff, 1989). This may decrease functioning (e.g. social withdrawal), as well as increase
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low self-esteem and depression (Lally, 1989). In a study of possible selves and pain
experience, enmeshment of hoped-for selves with pain was strongly related to hopelessness,
depression and lower acceptance (defined as engaging with meaningful action despite
experience of pain; Morley et al., 2005). The Self-Regulation Model (SRM; Leventhal et al.,
1997) suggests that individuals develop mental representations of their conditions, which
guide health-related behaviours and impact upon subsequent illness outcomes. When applied
to mental health, beliefs about greater negative consequences of mental illness can
significantly predict poorer outcome (Lobban et al., 2004). Enmeshed possible selves in
psychosis may therefore encompass future feared selves related to ongoing symptoms, or
hoped-for selves relating to recovery, resulting in negative consequences for both
symptomatology and functioning.
1.5. Optimism

Optimism in psychosis is inversely related to depression and highly correlated with
self-esteem and confidence in one’s own self-worth and abilities (Lecomte et al.,2010;
Lysaker et al., 2008; Scheier et al., 1994). Also, variance in optimism has been found to be
explained in part by high capacity for leisure activities in those with psychosis (Lecomte et
al., 2010). This suggests optimism plays a role for motivating engagement with activities in
those with psychosis. With regards to possible selves, positively framed possible selves are
thought to serve a self-enhancing function, whereby they can improve self-esteem, optimism
and hope when simply brought to mind (Gonzales et al., 2001; Oyserman et al., 2004). For
example, having positive expectations for the future is associated with confidence and self-
worth (Lecomte et al, 2010; Scheier et al., 1994). Hope and optimism about achieving
possible selves has also been found to positively relate to functional outcomes in psychosis

(Clarke, 2016), which further indicates optimism as important to functional recovery.
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1.6. Research Questions

The primary research question was: what are possible selves like with regards to
content, enmeshment, specificity, balance and optimism in people with psychosis and low
functioning? The secondary research question was: what are the relationships between

possible selves and symptoms, functioning and neuropsychological outcomes?

2. Methods
2.1. Design

This study is a secondary analysis of baseline data collected for the Improving Social
Recovery in Early Psychosis trial (ISREP; Fowler et al., 2009). Seventy-seven participants
were recruited from secondary mental health services, with the following inclusion criteria:
Diagnosis of affective or non-affective psychosis, persisting social disability, illness duration
< 8 years, positive symptoms in relative remission (score < 4 on PANSS individual items),
and either unemployed or currently engaged in < 16h paid employment or education.
Exclusion criteria were: organic psychotic disorders, acute psychotic episodes, a primary
diagnosis of drug dependency. All measures were administered during an initial baseline
assessment interview before random allocation into groups (SRCBT vs TAU). The primary
measure for this study was hours per week in structured activity assessed using the Time Use
Survey. Several other secondary and tertiary measures were collected, including the PSI.
Participants of the ISREP study were given a formal explanation of the study and gave
written consent to participate before baseline assessment and randomisation.2.2. Participants

Of the 77 ISREP participants, possible selves data were available for 73, therefore
only data for this subset were utilised for this study. The 73 participants had a mean (SD) age
of 29.0 (6.8) and length of illness of 4.81 (2.29) years. There were 71.4% male participants,

90.9% were white and 65.34% had non-affective psychosis. All participants were taking
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antipsychotic medication. The length of unemployment was high with a mean (SD) of 242.1
(182.7) weeks.
2.2. Outcome Measures

The Possible Selves Interview (PSI; Markus & Nurius, 1986) is a structured interview
that gathers information about an individual’s imagined future selves. It is possible for a total
of 9 verbal descriptions of possible selves to be generated, 3 in each domain of hoped-for,
expected and feared. Each possible self is rated quantitatively on three areas: how much the
person believes the possible self describes them currently, how much it will describe them in
the future and how much they would like it to describe them. These questions use 0-4 Likert
ratings, where 0 represents “not at all” and 4 represents “very much”. Structured surveys and
interviews are the primary method for assessing possible selves, with 64% of published
papers on possible selves between 1986 and 2004 using this methodology (Packard &
Conway, 2006). The study team developed a coding manual (supplemental document A),
which included coding possible selves based on content. Areas coded included domain,
balance, optimism, enmeshment and specificity (See Figure 1 for an overview). A second
independent researcher coded 25% of all possible selves experimental data. Krippendorff’s
alpha (Krippendorff, 1970; o) was excellent for all coding aspects at o= >0.80.

The Time Use Survey (TUS; adapted from UK 2000 Time Use Survey; Short, 2006)
was used to assess functioning. The TUS is a structured interview schedule designed to assess
time spent in activity. The TUS produces various scores on time use in different domains
(e.g. work, education, childcare, chores, and leisure and sports activities) and has a scoring
guide allowing for hours per week in each domain to be calculated. Total hours per week in
structured activity are calculated by summing all of the domains. Below 30 hours of activity

per week indicates functional disability (Hodgekins et al., 2015).
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The Beck Depression Inventory (BDI-I1; Beck et al., 1996) is a 21-item measure of
depression, with each item producing a score between 0 and 3 depending on symptom
severity over a time period of 2 weeks. This results in a range of scores from 0 to 63, with a
cut off score of 29 or above indicating severe depression.

The Beck Hopelessness Scale (BHS; Beck et al., 1974) is a 20-item true or false self-
report measure of hopelessness, comprised of three domains: motivation, expectations and
feelings about the future. Scores range from 0-20 and can be categorised from none/mild
hopelessness to severe.

The Positive and Negative Syndrome Scale (PANSS; Kay et al., 1989) is a 30-item
measure of positive (7-item), negative (7-item) and general psychopathology symptoms (16-
item) in schizophrenia. Negative symptoms can be split between expressive/amotivation and
experiential symptoms to fit the two-factor model (Khan et al., 2017).

The Repeatable Battery for the Assessment of Neuropsychological Status (RBANS;
Randolph et al., 1998) yields scaled scores in 5 cognitive domains of immediate and delayed
memory, attention, language and visuospatial. The memory and semantic fluency subscales
were used as a control measure to ensure differences in possible selves did not depend on

these cognitive domains.
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Hoped-for Expectedf Fearedf

Self-1 description.| Self-1 description | Self-1 description
1. Describe now? (0-4) 1. Describe now? (0-4) 1. Describe now? (0-4)
2. Describe future? (0-4)* 2. Describe future? (0-4) 2. future? (0-4)
3. Like to describe? (0-4) 3. Like to describe? (0-4) 3. Like to deseribe? (0-4)

Self-2 description| Self-2 description | Self-2 description.|
1. Describe now? (0-4) 1. Describe now? (0-4) 1. Describe now? (0-4)
2. Describe future? (0-4)* 2. Describe future? (0-4) 2. Describe future? (0-4)
3. Like to deseribe? (0-4) 3. Like to describe? (0-4) 3. Like to describe? (0-4)

Self-3 description,. Self-3 description,. Self-3 description..
1. Describe now? (0-4) 1. Describe now? (0-4) 1. Describe now? (0-4)
2. Describe future? (0-4)* 2. Describe future? (0-4) 2. Describe future? (0-4)
3. Like to deseribe? (0-4) 3. Like to describe? (0-4) 3. Like to describe? (0-4)
*Ratings are totalled, then divided TBalance is coded as present if >50% of expected and feared possible
by number of selves to calculate an selves match on domain and topic of the possible self.
optimism score (between 0-4)

JDomain - Coded as one of four domains: personal development, physical/emotional wellbeing, possessions and
interpersonal relationships.

J-Specificity - Rated against a 0-3 scale (*0° indicates ‘no self’ and °3” indicates ‘specific details’). Ratings are totalled,
then divided by number of selves to caleulate a specificity scores (range 0-3)

JEnmeshment - Rated based on presence of mental health references, by allocating either ‘1’ (enmeshed) or ‘0 (not
enmeshed). Ratings are totalled, then divided by number of selves to calculate an enmeshment proportion (range 0-1).

Figure 1. Diagram summarising the Possible Selves Interview data and details on the coding

of general domain, optimism, balance, specificity and enmeshment.
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2.3. Ethical Considerations

Full ethical approval was sought from the Health Research Authority for the ISREP
study. This research fell under the remit of the initial ethical approval as the analyses were
not unplanned.

2.4. Analysis Plan — Statistical Analysis

For research question 1, descriptive statistics were explored for each aspect of
possible selves. This included general domain, specificity, optimism, balance, enmeshment
and the three supplementary Likert questions, split by hoped-for, expected and feared selves.
A Kruskal-Wallis test was conducted to explore differences between hoped, expected and
feared selves on the Likert question “how much does this describe you now?”, to gain an
understanding of how much possible selves describe the current self. A Bonferroni correction
was applied at p <.016 to reduce the likelihood of Type I errors (Coolican, 2009).

For research question 2, descriptive statistics were explored for symptom measures,
neuropsychological data and functioning. Relationships between variables were explored
using Pearson’s r correlation or Spearman’s (rho) rank correlation for variables measured at
an interval or ordinal level respectively.

Between-groups analyses were conducted using independent samples t-tests and
Mann-Whitney U tests, to explore differences between balanced and non-balanced groups on
all variables.

All analyses were conducted using the Statistical Package for Social Sciences (IBM
Corp, 2016). Non-parametric test statistics were used for all possible selves variables, as
ordinal level data. Relevant Bonferroni corrections were applied to all statistical analyses, the

p-values for which are displayed below each results table.
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3. Results
3.1. Research Question 1: What are possible selves like in people with psychosis and low
functioning?

Possible selves generated were notably short. Examples of the length and content of

the possible selves for each hoped-for, expected and feared across the 4 domains are shown in

Table 1.
Domain Hoped-for Expected Feared
Personal Development “Be successful.” “Go back to college”  “Having to get a job”
Possessions “A house in the “Stay living in current “Losing benefits”
country with a flat”
garden”
Emotional/physical “Be myself, free from “I will still be on “Being really
Wellbeing anxiety and illness” medication” depressed”
Interpersonal “Get married and have “Relationship” “To be alone and not
Relationships children” settle down”

Table 1. Examples of possible selves from each hoped-for, expected and feared selves across

the 4 domains.

3.1.1. Possible Selves Domains and Missingness

Across all possible selves, the highest proportion related to the domain of personal
development (26.98%) and the lowest proportion related to possessions (8.95%). This trend
was also reflected in hoped-for and expected selves. Feared possible selves slightly differed,
in that the highest proportion was related to emotional/physical wellbeing (29.87%).
Missingness was relatively high across all possible selves (24.96%). Hoped-for selves had the
lowest proportion of missing selves (11.69%), whereas expected selves had the highest

(33.33%). These descriptive statistics are summarised in Table 2.
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3.1.2. Possible Selves Likert Questions

Participants’ mean scores appeared to indicate that hoped-for, expected and feared
selves did not describe the current self (range 0.75-1.30). The Kruskal-Wallis statistic
reported statistically significant differences between hoped-for, expected and feared selves on
participants perceptions of how much the selves describe them (H(2) = 14.482, p =.001).
Post-hoc comparisons reported a significant difference between hoped-for and feared selves
(H(2) = -52.215, p <.000), and hoped-for and expected selves (H(2) = -38.151, p =.009),
indicating that both feared and expected selves described the current self more than hoped-for
selves. Descriptive data for the Likert scale questions are displayed in Table 3.

3.1.3. Enmeshment, Balance, Specificity and Optimism

The proportion of selves enmeshed with illness across hoped for, expected and feared
selves was low (15.77%). Feared possible selves had the highest proportion enmeshed
(31.48%) in relation to hoped-for (8.33%) and expected (9.09%) selves. See Table 2 for these
data. After accounting for missing possible selves, the proportion of enmeshed feared selves
was 0.41 (see Table 4)

Balance was low across all participants for both expected-feared (22.1%) and hoped-
feared (24.7%). Specificity scores for participants were low at a mean of 1.51 (0.26) across
all selves produced. The highest mean specificity score was for hoped-for selves at 1.66
(0.46), and the lowest was for feared selves at 1.34 (0.40). Mean optimism scores were 2.58
(0.90), which indicated moderate optimism for hoped for selves. Tables 4 and 5 summarise

these data.
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Hoped (n=231)  Expected (n=231) Feared (n=231) Total (n =693)

Domain n % n % n % n %

Personal Development 88 38.10 70 30.30 29 12.55 187 26.98
Possessions 29 12.55 18 7.79 15 6.49 62 8.95

Emotional/Physical wellbeing 29 12.55 26 11.26 69 29.87 124 17.89
Interpersonal relations 58 25.11 40 17.32 49 21.21 147 21.20
Missing/none 27 11.69 77 33.33 69 29.87 173 24.96
Hoped (n = 204) Expected (n = 154) Feared (n =162)  Total (n = 520)

Enmeshment n % n % n % n %
Not enmeshed 187 91.67 140 90.91 111 68.52 438 84.23
enmeshed 17 8.33 14 9.09 51 31.48 82 15.77

Table 2. Descriptive statistics for domains and enmeshment proportion of all possible selves generated across the sample of 73 participants.
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Hoped-for possible selves Expected possible selves Feared possible selves
n Median Mean (SD) n Median Mean (SD) n Median Mean (SD)
How much does this describe you now? 204 0.00 0.75(1.20) 153 0.00 1.13(1.43) 161 1.00 1.30(1.49)

How much will this describe you in the
future?
;'(;’J’ﬁ)’ much would you like this to describe 55, 450 397(049) 153 400 337(115 161 000  0.04 (0.23)

Table 3. Descriptive statistics for the three Likert questions, split by all possible selves generated by the 73 participants.

203  3.00 253(1.13) 152 3.00 3.22(0.84) 156 1.00 1.31(1.21)

Hoped-for possible selves ~ Expected possible selves Feared possible selves Total

n Median Mean(SD) n Median Mean(SD) n  Median Mean (SD) n  Median Mean (SD)

Enmeshment Proportionf 72 0.00 0.09(0.19) 58 0.00 0.12(0.25) 70 033 041(058) 73 0.11 0.17 (0.18)
Specificity scoref 72 1.67 1.66(0.46) 62 133 146(0.39) 71 133 1.34(040) 71 1.50 1.51 (0.26)
Optimism score} 71 267 258(0.90) - - - - - - - -

Table 4. Descriptive statistics for enmeshment proportion, specificity scores and optimism scores across the 73 participants. TParticipants are
coded as having missing data for a category (hoped-for/expected/feared) if all 3 selves for each category are blank. The participant is coded as
having missing total score only if they have provided no selves at all.

Expected - Feared  Hoped - Feared

Balance n % n %
No 48 62.30 53 73.60
Yes 17 22.10 19 24.70
Missing/no selves 8 11.00 1 1.40

Table 5. Balance proportion for the 73 participants for both hoped-for and expected vs. feared possible selves.
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3.2. Research Question 2: What are the relationships between possible selves and symptoms,
functioning and neuropsychological outcomes?

Descriptive statistics for symptoms, functioning and neuropsychological variables are
displayed in Table 6. Mean BDI-II sores met the cut-off for “moderate depression” (Beck et
al., 1996) and mean BHS scores met the cut-off for “moderate hopelessness” (Beck et al.,
1974). Mean (SD) negative symptoms were 13.37 (3.43), with the expressive/amotivation
subscale at 8.08 (2.61), indicating mild-moderate levels of negative symptoms (Leucht et al.,
2005). Functioning was notably low in the population at a mean 29.29 hours structured

activity, which is below the cut-off for functional disability on the TUS (Short, 2006). There

were no differences between individuals with affective and non-affective psychosis on

baseline functioning, symptoms or possible selves data (p > .05).

Measure N Mean SD

PANSS Total 73 56.23 10.64

PANSS Positive 73 12.11 3.87

PANSS Negative 73 13.37 3.43

PANSS Negative: Expressive/amotivation 73 8.08  2.61
BDI-II 69 21.67 1292

BHS 71 891 581
Hours in structured activity 73 2929 19.70

RBANS Semantic Fluency 73 16.01 5.24

RBANS Immediate Memory 73 1515 4.16

RBANS Delayed Memory 73 798 2.89

Table 6. Descriptive statistics for Symptoms, functioning and neuropsychological data.
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3.2.1. Relationship Testing

There were no significant correlations between possible selves variables and
functioning, symptoms, mood or neuropsychological variables. The correlation matrix is
displayed in Table 7. Equally, there were no significant differences between balanced and
non-balanced groups on symptoms, functioning, neuropsychological domains of interest or

possible selves factors (p > .05). This has been summarised in Table 8.
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1 2 3 4 5 6 7 8 9 10 11
1 Semantic Fluency Pearson
Sig. -
N
2 Immediate Memory Pearson 34T7*F
Sig. .002 -
N 77
3 Delayed Memory Pearson 327*F 758*F
Sig. .004 .000 -
N 77 77
4 PANSS Positive Pearson -.057 -.018 .048
Sig. 624 878 .687 -
N 77 77 77
5 PANSS Negative Pearson -403*  -.328*F  -2961 .270%
Sig. .000 .004 .009 .018 -
N 77 77 77 77
6 BDI Pearson .047 -.049 -.092 2341 141
Sig. 691 .681 438 .046 234 -
N 73 73 73 73 73
7 BHS Pearson .098 .035 -095  .215 -.061 .648*+
Sig. 406 .768 420 .066 .606 .000 -
N 74 74 74 74 74 72
8 Structured activity Pearson/Spearman .260F 174 .106 -.034 -.206 -.013 -.039
Sig. .022 131 .359 .766 .073 915 743 -
N 77 77 77 77 77 73 74
9 Optimism Spearman 136 .065 .043 .012 -2521  -291f  .146 .026
Sig. .254 .585 721 .922 .033 .016 228 827 -
N 72 72 72 72 72 68 70 72
10 Enmeshment Total Spearman .060 -.042 -.110 .038 173 175 .083 003 172
Sig. .616 726 .354 .749 144 149 492 977 144 -
N 73 73 73 73 73 69 71 73 71
11 Specificity Total Spearman -111 .019 -058  .044 .049 .028 .025 215 -080 -.078
Sig. .355 873 632 717 .687 821 .838 072 511 517 -
N 71 71 71 71 71 67 69 71 70 71

Table 7. Correlation matrix exploring key associations between variables for each participant (n = 73), measured at ordinal or interval level.
*Correlation is significant at p = <0.0045 (2-tailed). 1 Correlation is significant at p <.05 (2-tailed) without Bonferroni correction.
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Non-balanced Balanced
N Mean (SD) Mean (SD) t p
PANSS Positive 65 12.10(3.96) 12.12 (3.39) -.051 .959
PANSS Negative 65 13.71(3.58)  13.18(3.00)  .547  .586
BDI-II 62 20.04 (12.43) 25.71(1455) -1.526  .132
BHS 64  8.57 (5.85) 9.01(5.70)  -266  .791

Hours in structured activity 65 27.31(18.77) 33.58(18.16) -1.192  .238
RBANS Semantic Fluency 65 16.04 (5.72) 16.47 (4.36) -.281 .780
RBANS Immediate Memory 65  15.27 (4.00) 14.88 (4.96) 323 .748

RBANS Delayed Memory 65  7.96 (2.66) 8.06 (3.68) -121 904
N Mean rank Mean rank U p
Optimism 65 32.07 35.62 45250  .408
Enmeshment 65 30.32 40.56 536.50 .048%
Specificity 64 3291 31.28 36450 .762

Table 8. Results of t-tests and Mann-Whitney U tests comparing balance groups on
experimental variables. Bonferroni correction applied at P <.0045. + Significant at p <.05
without Bonferroni correction.

4. Discussion

The primary purpose of this study was to explore the content of possible selves in a
population with psychosis and low functioning. A secondary purpose was to explore the
relationship between possible selves and functioning, symptoms, mood and
neuropsychological outcomes.
4.1. Content of the Possible Selves

There was a high proportion of ‘missing’ selves across the sample, which may be due
to. diminished speech output and complexity (Kerns, 2007; Marini et al., 2008).

With regards to domains, personal development occurred with the highest frequency
across all domains of hoped-for, expected and feared selves, perhaps indicating motivation to

achieve goals in this area (e.g. Hoppmann et al., 2007). Feared possible selves did not follow
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this trend, whereby selves most frequently related to physical/emotional wellbeing, perhaps
indicative of fears of relapse and ongoing symptomatology in this population.

Hoped-for possible selves were perceived as significantly less like the current self
than both expected and feared selves. Identifying with a feared self may represent a barrier to
change, equally, this may serve to motivate behaviour to become closer to hoped-for selves
(e.g. Higgins 1987; 1989).

4.2. Enmeshment, Balance, Specificity and Optimism

Enmeshment with illness of all possible selves taken together was generally low,
however, examining feared possible selves showed a higher proportion of enmeshment in
relation to hoped-for and expected selves, suggesting that poor mental health was largely a
feared outcome to be avoided (Markus & Nurius, 1986).

Balance was low overall, which is indicative of poor motivational power of possible
selves in this population (Oyserman & Markus, 1990). Balance was lower than found in
previous studies (Clarke, 2016) which may be related to differing methodology. This study
observed the written content of selves to calculate balance, compared to solely observing the
domain rating. It is notable that differing methodology in reporting balance has led to
inconsistent findings in previous research (e.g. Aloise-Young et al., 2001).

Participants were not specific about their possible selves, as indicated by short
descriptions and low specificity scores across all domains. No significant relationship
between specificity and fluency or memory capabilities was found, indicating specificity was
independent of cognitive ability. Low specificity indicates that self-regulatory properties of
the possible selves are limited (Bak, 2015; Markus and Nurius, 1986; Oyserman et al., 2004).

Finally, the population appeared to be optimistic about achieving hoped-for selves, as
observed from the mean optimism score across participants. Optimism in those with mental

illness is not unexpected or uncommon (Lecomte et al, 2010), which this study reflects. This
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finding suggests that population hold some confidence in their self-worth and abilities
(Lecomte et al.,2010; Lysaker et al., 2008; Scheier et al., 1994).

This study represented a particular subset of people with psychosis: a group of
individuals with low functioning, alongside high hopelessness and high depression. This
profile is likely to have had an impact on how possible selves were reported. Equally, the
nature of the possible selves reported could account for the low mood, hopelessness and
functioning.

One interpretation of the data could be that motivational deficits related to psychosis
made production of specific possible selves quite challenging. Low balance across the sample
is also indicative of poor motivation, which again relates to the study sample as having poor
functioning and feeling depressed and hopeless. Low motivation was not reflected in negative
or expressive/amotivation symptom scores however, perhaps due to a mix of both affective
and non-affective diagnoses in the sample.

4.3. Possible Selves and Functioning

There were no significant associations found between possible selves variables and
neuropsychological variables, symptoms and functioning. Lack of associations may also be
due to ceiling and floor effects. Participants scored highly on depression and amotivation and
low on functioning, specificity, balance and enmeshment overall, potentially resulting in a
lack of movement of mean scores and difficulties with non-parametric tests in rank ordering.

Lack of association between optimism about achieving hoped-for possible and
functioning was contrary to the literature discussed and findings in previous studies (Clarke,
2016). This lack of association may be related to the population under study. Clarke (2016)
observed possible selves in those with first episode psychosis (FEP), where this study
specifically involved longer durations of psychosis and low functioning. Differences in

findings may also be due to the different measurements of functioning between studies. The
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current study used time use as a direct measure of behaviour compared to quality of life
scales used in previous studies (Clarke, 2016) which measure how satisfied a person is. For
example, a person may be spending few hours engaging in activities (low time use) but be
satisfied with how they spend their time (high quality of life).

Low specificity and lack of association with functional outcomes may also be
indicative of possible selves being more self-enhancing in nature, rather than self-regulatory
(Hoyle & Sherrill, 2006; Oyserman et al., 2004). This would mean that the possible selves
primarily served to reinforce self-esteem and optimism rather than influence behaviour,
which could explain the relatively high optimism scores.

A possible explanation for the lack of associations found may be as a result of the
possible selves measure itself, and the method of coding of possible selves variables. It may
be that the measure and coding strategy failed to provide valid representations of the
constructs in question. This could explain the lack of associations between variables such as
optimism about achieving hoped-for possible selves and overall hopelessness, which would
reasonably have been expected to share a relationship.

Although not a primary aim of this paper, it is also notable that there was no
significant correlation between functioning and negative symptoms, as found in previous
research (Fervaha et al., 2014; Rabinowitz et al., 2012). This may be a factor of the study
sample as a mix of affective and non-affective psychoses.

4.4. Strengths and Limitations

This study has provided an initial step in exploring possible selves held by people
with psychosis and poor functioning. A large sample size was used in this study with a huge
amount of descriptive data available for possible selves. This allowed for a comprehensive
exploration for the content of possible selves and their associations with functioning and

symptoms.
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The possible selves descriptions were short in nature, limiting the way this data could
be used. For example, specificity coding could only include a 0-3 scale, which may have
limited measurement sensitivity (Cummins & Gullone, 2000). Also, basing ratings on a
single Likert scale, as with optimism may raise concerns regarding validity. However, single
item Likert scales have shown to be a reliable and valid methodology (e.g. Abdel-Khalek,
2006).

It is important to consider that perhaps the possible selves measure, or method of
coding, did not accurately represent the constructs under investigation. While the
development of the coding manual was rigorous, it may be beneficial to further explore the

validity and reliability of this measure for future research.

5. Conclusions and Clinical Implications

This study provided a first look at the possible selves of people with psychosis and
poor functioning. Overall, possible selves lacked specificity and balance, suggesting low
motivational properties. Participants were optimistic about achieving hoped-for selves,
suggesting the sample held some confidence and self-worth. Feared possible selves appeared
to be particularly enmeshed, indicating fears around ongoing mental health difficulties.
Possible selves were not associated with functioning, symptoms, mood or neuropsychological
outcomes.

The results of this study suggest that the possible selves of people with psychosis and
poor functioning may provide little motivational power, particularly due to their low
specificity and balance. A potential clinical implication is the need for interventions
specifically targeted at improving a positive sense of self in people with psychosis and low

functioning. This would serve to maximise the motivational properties of possible selves.
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6. Future Research

A key area for future research is with interventions to potentially change possible
selves. Possible selves are thought to be amenable to change, due to their sensitivity to
external influences such as new or inconsistent information about the self (Markus & Nurius,
1986). In this way, possible selves are dynamic in that each time they are activated, they are
likely to undergo subtle changes (Ddrnyei et al., 2015). A therapeutic environment aimed at
instilling a positive sense of self and deliberately eliciting possible selves in the therapeutic
process is warranted, particularly in individuals with low functioning.

Finally, future research with use of a non-clinical control group, or groups at different
stages of psychosis (e.g. FEP vs long-term) would be useful. This would allow for

observation of differences in possible selves between these groups.



POSSIBLE SELVES IN PSYCHOSIS 85

References

Abdel-Khalek, A. M. (2006). Measuring happiness with a single-item scale. Social Behavior
and Personality: an international journal, 34(2), 139-150.

Aloise-Young, P. A., Hennigan, K. M., & Leong, C. W. (2001). Possible selves and negative
health behaviors during early adolescence. The Journal of Early Adolescence, 21(2),
158-181.

Bak, W. (2015). Possible Selves: Implications for Psychotherapy. International Journal of
Mental Health & Addiction, 13(5), 650-658. https://doi.org/10.1007/s11469-015-
9553-2

Becht, A. I., Nelemans, S. A., Branje, S. T., Vollebergh, W. M., Koot, H. M., Denissen, J. A.,
& Meeus, W. J. (2016). The Quest for Identity in Adolescence: Heterogeneity in
Daily Identity Formation and Psychosocial Adjustment across 5 Years.
Developmental Psychology, 52(12), 2010-2021.

Beck, A. T., Weissman, A., Lester, D., & Trexler, L. (1974). The measurement of pessimism:
the hopelessness scale. Journal Of Consulting And Clinical Psychology, 42(6), 861-
865

Beck, A., Steer, R., & Brown, G. K. (1996). Beck depression inventory-Il. San Antonio, TX:
The Psychological Corporation.

Ben-David, S., & Kealy, D. (2019). Identity in the context of early psychosis: a review of
recent research. Psychosis-Psychological Social and Integrative Approaches. 1-11.
https://doi.org/10.1080/17522439.2019.1656283

Boydell, K. M., Stasiulis, E., Volpe, T., & Gladstone, B. (2010). A descriptive review of
qualitative studies in first episode psychosis. Early Intervention in Psychiatry, 4(1),

7-24. https://doi.org/10.1111/j.1751-7893.2009.00154 .x


https://doi.org/10.1007/s11469-015-9553-2
https://doi.org/10.1007/s11469-015-9553-2
https://doi.org/10.1080/17522439.2019.1656283

POSSIBLE SELVES IN PSYCHOSIS 86

Carver, C. S., Lawrence, J. W., & Scheier, M. F. (1999). Self-discrepancies and affect:
Incorporating the role of feared selves. Personality and Social Psychology Bulletin,
25(7), 783-792.

Clarke, R. (2016). Possible Selves in First episode Psychosis. A Mixed Methods study.
(Doctoral Thesis). University of East Anglia, Norwich, England.

Cogan, N. A., Schwannauer, M., & Harper, S. (2019). Recovery and self-identity
development following a first episode of psychosis. Journal of Public Mental Health,
18(3), 169-179. https://doi.org/10.1108/JPMH-01-2019-0013

Coolican, H. (2009). Research methods and statistics in psychology. London : Psychology
Press, Taylor & Francis Group, 20009.

Cummins, R. A., & Gullone, E. (2000). Why we should not use 5-point Likert scales: The
case for subjective quality of life measurement. Proceedings, second international
conference on quality of life in cities, 74, 93.

Erikson, E. H. (1968).Identity: Youth and Crisis. Norton, New York

Estroff, S. E. (1989). Self, identity, and subjective experiences of schizophrenia: In search of
the subject. Schizophrenia Bulletin, 15(2), 189-196.

Fervaha, G., Foussias, G., Agid, O., & Remington, G. (2014). Impact of primary negative
symptoms on functional outcomes in schizophrenia. European Psychiatry, 29(7), 449-
455.

Fowler, D., Hodgekins, J., Painter, M., Reilly, T., Crane, C., Macmillan, 1., Mugford, M., &
... Jones, P., B. (2009). Cognitive behaviour therapy for improving social recovery in
psychosis: a report from the ISREP MRC Trial Platform study (Improving Social
Recovery in Early Psychosis). Psychological Medicine, 39(10), 1627-1636.

Fowler, D., French, P., Hodgekins, J., Lower, R., Turner, R., Burton, S., & Wilson, J. (2013).

Cognitive Behaviour Therapy to Address and Prevent Social Disability in Early and


https://doi.org/10.1108/JPMH-01-2019-0013

POSSIBLE SELVES IN PSYCHOSIS 87

Emerging Psychosis. In Steel, C (Ed.), CBT for schizophrenia : evidence-based
interventions and future directions. (pp. 143-167). Chichester, West Sussex: Wiley-
Blackwell, 2013.

Fowler, D., Hodgekins, J., & French, P. (2017). Social Recovery Therapy in improving
activity and social outcomes in early psychosis: Current evidence and longer term
#outcomes. Schizophrenia Research, doi:10.1016/j.schres.2017.10.006

Frazier, L. D., & Hooker, K. (2006). Possible selves in adult development: Linking theory
and research. In C. Dunkel & J. Kerpelman (Eds.), Possible Selves: Theory, research
and applications. (pp. 41-59). New York, NY: Nova Science Publications.

Garcia, M. H., Nifio, R. N., Ochoa, S., & Feixas, G. (2019). Exploring identity and personal
meanings in psychosis using the repertory grid technique: A systematic review.
Clinical Psychology & Psychotherapy, 26(6), 717-733.
https://doi.org/10.1002/cpp.2394

Gonzales, M. H., Burgess, D. J., & Mobilio, L. J. (2001). The allure of bad plans:
Implications of plan quality for progress toward possible selves and postplanning
energization. Basic and Applied Social Psychology, 23(2), 87-108.

Hafner, H., Hambrecht, M., Loffler, W., Munk-Jorgensen, P., & Riecher-Rossler, A. (1998).
Is schizophrenia a disorder of all ages? A comparison of first episodes and early
course across the life-cycle. Psychological Medicine, (28), 351-365.

Higgins, T., E. (1987). Self-Discrepancy: A Theory Relating Self and Affect. Psychological
Review, (3), 319.

Higgins, T., E. (1989). Self-Discrepancy Theory: What Patterns of Self-Beliefs Cause People

to Suffer? Advances in Experimental Psychology, (22), 93-136.



POSSIBLE SELVES IN PSYCHOSIS 88

Hodgekins, F., & Fowler, D. (2010). CBT and Recovery From Psychosis in the ISREP Trial:
Mediating Effects of Hope and Positive Beliefs on Activity. Psychiatric Services, (3),
321.

Hodgekins, J., French, P., Birchwood, M., Mugford, M., Christopher, R., Marshall, M., & ...
Fowler, D. (2015). Comparing time use in individuals at different stages of psychosis
and a non-clinical comparison group. Schizophrenia Research, 161(2-3), 188-93.
doi:10.1016/j.schres.2014.12.011

Hoppmann, C. A., Gerstorf, D., Smith, J., & Klumb, P. L. (2007). Linking possible selves
and behavior: Do domain-specific hopes and fears translate into daily activities in
very old age? The Journals of Gerontology: Series B: Psychological Sciences and
Social Sciences, 62(2), P104-P111. https://doi.org/10.1093/geronb/62.2.P104

Hoyle, R. H., & Sherrill, M. R. (2006). Future orientation in the self-system: Possible selves,
self-regulation, and behavior. Journal of Personality, 74(6), 1673-1696.

IBM Corp. (2016). SPSS statistics, Version 23 [Computer Software]. Chicago: IBM
Corporation.

Khan, A., Liharska, L., Harvey, P. D., Atkins, A., Ulshen, D., & Keefe, R. S. (2017).
Negative symptom dimensions of the positive and negative syndrome scale across
geographical regions: implications for social, linguistic, and cultural consistency.
Innovations in clinical neuroscience, 14(11-12), 30.

Kay, S. R., Opler, L. A., & Lindenmayer, J.-P. (1989). The Positive and Negative Syndrome
Scale (PANSS): Rationale and standardisation. British Journal of Psychiatry, 155(7),
59-65.

Kerns, J.G., 2007. Verbal communication impairments and cognitive control components in

people with schizophrenia. Journal of Abnormal Psychology, 116(2), 279-289


https://doi.org/10.1093/geronb/62.2.P104

POSSIBLE SELVES IN PSYCHOSIS 89

Krippendorff, K. (1970). Estimating the Reliability, Systematic Error and Random Error of
Interval Data. Educational and Psychological Measurement, 30(1), 61-70.
https://doi.org/10.1177/001316447003000105

Lally, S. J. (1989). “Does being in here mean there is something wrong with me”?
Schizophrenia Bulletin, 15(2), 253-265.

Lecomte, T., Corbiere, M., & Théroux, L. (2010). Correlates and predictors of optimism in
individuals with early psychosis or severe mental illness. Psychosis: Psychological,
Social and Integrative Approaches, 2(2), 122-133.
https://doi.org/10.1080/17522430902995259

Leucht, S., Kane, J. M., Kissling, W., Hamann, J., Etschel, E., & Engel, R. R. (2005). What
does the PANSS mean?. Schizophrenia research, 79(2-3), 231-238.

Leventhal, H., Benyamini, Y., Brownlee, S., Diefenbach, E., Leventhal, E. A., Patrick-Miller,
L., & Robitaille, C. (1997). lliness Representations: Theoretical Foundations. In
Weinman, J. & Petrie, K. (Eds.), Perceptions of Health and IlIness. (pp 19-45).
London: Harwood Publishers.

Lobban. F., Barrowclough, C. & Jones, S. (2004). The impact of beliefs about mental health
problems and coping on outcome in schizophrenia. Psychological Medicine, (7),
1165.

Luther, L., Fischer, M. W., Firmin, R. L., & Salyers, M. P. (2019). Clarifying the overlap
between motivation and negative symptom measures in schizophrenia research: A
meta-analysis. Schizophrenia Research, 206, 27-36.
https://doi.org/10.1016/j.schres.2018.10.010

Lysaker, P.H., Salyers, M.P., Tsali, J., Spurrier L.Y. & Davis, L.W. (2008). Clinical and
psychological correlates of two domains of hopelessness in schizophrenia. Journal of

Rehabilitation Research & Development, 45, 911-920.


https://doi.org/10.1080/17522430902995259
https://doi.org/10.1016/j.schres.2018.10.010

POSSIBLE SELVES IN PSYCHOSIS 90

Marini, A., Spoletini, 1., Rubino, I.A., Ciuffa, M., Bria, P., Martinotti, G., ... Spalletta, G.
(2008). The language of schizophrenia: an analysis of micro and macro linguistic
abilities and their neuropsychological correlates. Schizophrenia Research, 105(1-3),
144-155.

Markus, H. & Nurius, P. (1986). Possible Selves. American Psychologist, (9), 954.

McElwee, R., & Haugh, J. (2010). Thinking Clearly Versus Frequently About the Future
Self: Exploring This Distinction and its Relation to Possible Selves. Self & ldentity,
9(3), 298-321. https://doi.org/10.1080/15298860903054290

Morley, S., Davies, C., & Barton, S. (2005). Possible selves in chronic pain: self-pain
enmeshment, adjustment and acceptance. Pain, 115(1/2), 84-94.
doi:10.1016/j.pain.2005.02.021

Norman, R. G., Windell, D., Lynch, J., & Manchanda, R. (2014). The significance of possible
selves in patients of an early intervention programme for psychotic disorders. Early
Intervention In Psychiatry, 8(2), 170-175.

Oyserman, D., Bybee, D., & Terry, K. (2006). Possible selves and academic outcomes: How
and when possible selves impel action. Journal of Personality and Social Psychology,
91(1), 188-204.

Oyserman, D., Bybee, D., Terry, K., & Hart-Johnson, T. (2004). Possible selves as roadmaps.
Journal Of Research In Personality, 38130-149. doi:10.1016/S0092-6566(03)00057-6

Oyserman, D., & Markus, H. (1990). Possible Selves in Balance: Implications for
Delinquency. Journal Of Social Issues, 46(2), 141-157. doi:10.1111/}.1540-4560.1

Packard, B. W., & Conway, P. F. (2006). Methodological Choice and Its Consequences for
Possible Selves Research. ldentity, 6(3), 251-271.

d0i:10.1207/s1532706xid0603_3990.th01927.x



POSSIBLE SELVES IN PSYCHOSIS 91

Pitt, L., Kilbride, M., Nothard, S., Welford, M., & Morrison, A. P. (2007). Researching
recovery from psychosis: a user-led project. Psychiatric Bulletin, 31(2), 55-60.

Rabinowitz, J., Levine, S. Z., Garibaldi, G., Bugarski-Kirola, D., Berardo, C. G., & Kapur, S.
(2012). Negative symptoms have greater impact on functioning than positive
symptoms in schizophrenia: Analysis of CATIE data. Schizophrenia Research,
137(1-3), 147-150. https://doi.org/10.1016/j.schres.2012.01.015

Randolph, C., Tierney, M. C., Mohr, E., & Chase, T. N. (1998). The Repeatable Battery for
the Assessment of Neuropsychological Status (RBANS): preliminary clinical validity.
Journal Of Clinical And Experimental Neuropsychology, 20(3), 310-319.

Ruvolo, A., & Markus, H. (1992). Possible selves and performance: The power of self-
relevant imagery. Social Cognition, 10(1), 95-124.

Scheier, M.F., Carver, C.S., & Bridges, M.W. (1994). Distinguishing optimism from
neuroticism (and trait anxiety, self-mastery, and self-esteem): A reevaluation of the
Life Orientation Test. Journal of Personality and Social Psychology, 67, 1063-1078

Sheffield, J. M., Karcher, N. R., & Barch, D. M. (2018). Cognitive Deficits in Psychotic
Disorders: A Lifespan Perspective. Neuropsychology Review, 28(4), 509-533.
https://doi.org/10.1007/s11065-018-9388-2

Short, S. (2006). Review of the UK 2000 Time Use Survey. London: Office for National
Statistics.

Volkmar, F., R. (1996). Childhood and Adolescent Psychosis: A Review of the Past 10
Years. Child Adolescent Psychiatry, 35(7).

Wurf, E., and Markus, H. (1991). Possible selves and the psychology of personal growth. In
Ozer, D. J.,Healy, J. M. and Stewart, A. J. (Eds),Perspectives on personality(Vol. 3,

39-62). London: JessicaKingsley.


https://doi.org/10.1016/j.schres.2012.01.015

POSSIBLE SELVES IN PSYCHOSIS 92

Chapter 5. Empirical Project 2

This chapter includes an empirical research project prepared for submission to the
journal Schizophrenia Research. The paper is formatted according to the journal guidelines
(Appendix E). The abstract for this review is 245 words (journal limit is 250). The word

count for this paper is 3288 (journal limit is 4000).
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Abstract

Background. Psychosis often occurs in adolescence, a crucial period in which a young
person develops and explores who they are (self-concept) and who they hope, expect and fear
becoming (possible selves). This important stage of life is understandably disrupted by the
onset of psychosis, resulting in consequences for both symptomatic and functional recovery.
Possible selves are powerful motivators providing direction and impetus for change, and
therefore could be a valuable therapeutic target to help improve functional outcomes in
psychosis. Possible selves act as motivators through various mechanisms, such as how
balanced, specific and enmeshed they are, alongside how optimistic individuals feel about
achieving/avoiding them. This study explores whether Social Recovery CBT (SRCBT) has an
effect on the possible selves of young people with psychosis, and whether any changes
mediate functional outcomes. Method. Secondary data for 49 individuals with a diagnosis of
psychosis were accessed from a randomised controlled trial, where SRCBT was compared to
treatment as usual, delivered over a 9-month period. The Possible Selves Interview was
administered at both baseline and follow-up, alongside symptom and functioning measures.
Results. There were no significant differences in post-treatment possible selves (balance,
specificity, optimism or enmeshment) between treatment and control groups. Conclusions.
This study provides some evidence that whilst it improves functioning, SRCBT does not
change possible selves. Results suggest that change in possible selves was not required to
motivate behavioural change in this population. Further research is indicated for longer term

follow-ups to assess future cognitive change.
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1. Introduction
1.1. Psychosis, Functional Impairment and Possible Selves

Psychosis can result in a wide range of difficulties, with functional impairment
presenting as a common and disabling feature, with consequences such as difficulties
maintaining social relationships, employment and education (Bellack et al., 1990; Couture et
al., 2004).

Psychosis often occurs in adolescence and early-adulthood (Hafner et al., 1998;
Volkmar, 1995), which overlaps with a crucial period of life where a person develops their
identity and self-concept (Becht et al., 2016). Due to the timing of onset at this crucial time of
development, psychosis results in a sense of uncertainty and instability in the individual’s
identity and self-concept, resulting in consequences for both clinical and functional recovery
(Ben-David & Kealey, 2019; Boydell et al., 2010; Garcia-Mieres et al., 2019). Self-
consolidation following psychosis is strongly associated with resumption of social roles and
meaning-making of psychotic experiences (Connell et al., 2015), implicating self-concept as
an important aspect of recovery from psychosis.

One key dimension within self-concept is ‘possible selves’, which contrary to the self
in the ‘now’, comprise of cognitive representations of hopes, expectations and fears about
one’s future self (Markus and Nurius, 1986). In psychosis, negative possible selves have been
found to predict lower self-esteem and negative mood states, indicating that feared possible
selves may have an important role in recovery from psychosis (Norman et al., 2014). In
addition, hope and optimism about achieving possible selves has been found to positively
correlate with functional recovery, indicating beliefs about possible selves motivate
individuals to engage in constructive behaviours (Clarke, 2016).

Possible selves are also understood to be powerful motivators and regulators of goal-

directed behaviour, providing direction and incentive for change (Bak, 2015; Markus and
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Nurius, 1986; Oyserman et al., 2004). Lack of motivation (amotivation) is a key negative
symptom in psychosis (e.g. Foussias & Remmington, 2010), which is broadly treatment
resistant and strongly linked to functional impairment (Fervaha et al, 2013; Foussias et al.,
2011; Kirkpatrick et al., 2006; Najas et al., 2018). Thus, possible selves have the potential to
be a useful therapeutic target in order to increase motivation. According to Higgins’s (1987,
1989) self-discrepancy theory, people are motivated to minimise discrepancy between their
actual self and their ideal self, lending to the idea that possible selves may act to motivate
behaviour. This idea has been evidenced in studies aimed at enhancing school involvement
(e.g. Oyserman et al., 2002), where possible selves were found to regulate behaviour
motivated to achieve personally valued academic goals. Additionally, when a possible self is
‘balanced’ (e.g. a hoped-for or expected self is matched by a feared self in the same domain),
this is argued to provide maximal motivational power (Oyserman & Markus, 1990;
Oyserman et al., 2002). It may be that improvement in functioning is more likely where there
are balanced possible selves increasing motivation for change. Possible selves are also argued
to encourage goal-directed behaviour when they are detailed and clearly elaborated (Ruvolo
& Markus, 1992). For example, the more elaborate the possible selves are, the more
positively they will impact goal attainment (Oyserman et al., 2004; Oyserman et al., 2006).
This indicates that the detail of the content of the selves is also important to direct behaviour.
Significant life events, such as the onset of psychosis, can bring possible selves into
question as the person is forced to view themselves from a different perspective (Bak, 2015).
This includes a risk that the person moves from having psychosis to being psychotic, thus
identifying as their illness (Estroff, 1989). Enmeshment, or the degree to which mental health
is viewed as a key aspect of someone’s self-concept, is hypothesised to impact on illness
behaviours and functioning (Lobban et al., 2004). Research into enmeshment with pain

experience has shown enmeshment is related to hopelessness, depression and a reduction in
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engagement with meaningful activities (Morley et al, 2005). It is possible that enmeshed
possible selves indicate a degree of hopelessness and thus may have an impact on ‘unhelpful’
behaviours such as avoidance, ultimately leading to poorer outcomes.

In summary, possible selves have the potential to impact upon functioning via many
mechanisms, and therefore may be a beneficial target for interventions. Possible selves are
theorised to be more susceptible to change than other forms of self-knowledge (Bak, 2015;
Markus & Nurius, 1986; Stein & Markus, 1996; Henry et al., 2015). Possible selves represent
‘potential’, which is sensitive to external influences such as new or inconsistent information
about the self (Markus & Nurius, 1986). In this way, possible selves are dynamic as each
time they are activated, they are likely to undergo subtle changes (Henry et al., 2015).
Equally, the power that possible selves exert (motivation/self-regulation) is dynamic, as
determined by the situation the individual is in (Henry et al., 2015). With this in mind, the
therapeutic environment is potentially well suited to facilitating exploration and change in
possible selves.

1.2. Interventions to Improve Functional Recovery and Possible Selves

Functional recovery in psychosis is markedly delayed compared to clinical remission
(Lambert et al., 2010; Tohen et al., 2000), and there has been growing interest in functional
recovery as a treatment goal (Alvarez-Jimenez et al., 2016; lyer et al., 2011). Despite this,
there are few interventions that purposely seek to promote functional recovery (Nowak et al.,
2016).

One intervention which shows promise is Social Recovery CBT (SRCBT; Fowler et
al., 2009; Fowler et al., 2013; Fowler, et al., 2017). In comparison to symptom-focussed
formulations which often adopt a focus on negative beliefs, SRCBT utilises social recovery
formulations. This includes observing multiple systemic and social factors, alongside patterns

of activity, meaning-making of the psychotic experience, motivation to change, and hopes,
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expectations and fears for the future. The main aim of SRCBT is to increase activity levels by
instilling hope for change, developing a positive sense of self and improving motivation.
Several behavioural techniques are employed to facilitate this, such as in-vivo behavioural
experiments linked to valued activities and future goals, to improve the person’s sense of
mastery and achievement.
1.3. Research Questions

The primary question for the current study was: does optimism, balance, enmeshment
or specificity of possible selves differ between groups offered SRCBT or treatment as usual
in a population with psychosis and particularly low functioning?

SRCBT has been shown to be effective at improving functional recovery in psychosis,
measured by increased time spent in structured activity (Fowler et al., 2009). If possible
selves were found to be significantly different between groups, then a secondary research

question was: are possible selves mediators of functional recovery?

2. Methods
2.1. Design

This study is a secondary analysis of data collected for the Improving Social
Recovery in Early Psychosis trial (ISREP; Fowler et al., 2009), which was a single-blind
randomised controlled trial (RCT). The study compared the novel psychosocial intervention
of Social Recovery Cognitive Behavioural Therapy (SRCBT) to Treatment as Usual (TAU).
The primary outcome measure was weekly hours in structured activity assessed using the
Time Use Survey.
2.2. Participants

Seventy-seven participants with psychosis and persisting social disability were

recruited from secondary mental health services from the East Anglia region of the United
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Kingdom between 2004 and 2007. Of the study sample 49 participants completed the
Possible Selves Interview, along with measures of symptoms, mood and functioning, in face-
to-face interviews at both time points. Therefore, only the subset of 49 participants with
possible selves data were selected for this study. Statistical analyses were conducted to
explore any differences between participants based on missingness of possible selves data.
No significant differences were found between those with either missing or complete baseline
or follow-up possible selves data on all variables. Therefore, statistical analyses on a subset
of the ISREP participants was not seen to be impacted by missing data, due to holding the
assumption that data were missing at random (MAR).

Participants provided full written informed consent before baseline assessments,
which took place prior to randomisation. Post-treatment follow-up measures were completed
at the end of the treatment period. Full ethical approval was sought as part of the ISREP
study.

2.3. Outcome Measures

The Time Use Survey (TUS; adapted from UK 2000 Time Use Survey; Short, 2006;
Hodgekins et al., 2015), was the primary outcome measure of the ISREP trial. The TUS is a
semi-structured interview schedule which asks how participants spent their time over the last
month. This allows the interviewer to assess time spent (hours per week) in structured
activities (work, education, childcare, housework/chores, leisure and sport). Below 30 hours
of activity per week indicates functional disability.

Possible selves were assessed using the Possible Selves Interview (PSI; Markus &
Nurius, 1986). Nine verbal descriptions of possible selves could be generated, 3 in each
domain of hoped-for, expected and feared. Each possible self was rated quantitatively on

three areas: “how much does this describe you now?”, “how much will this describe you in
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the future?”” and “how much would you like this to describe you?”. These questions used 0-4
Likert ratings, where O represents “not at all” and 4 represents “very much”.

Depressive symptoms were assessed using the Beck Depression Inventory (BDI-II;
Beck et al., 1996), which is a 21-item measure of depression, with each item producing a
score between 0 and 3 depending on symptom severity over a time period of 2 weeks. This
results in a range of scores from 0 to 63, with a cut off score of 29 or above indicating severe
depression.

Hopelessness was measured using the Beck Hopelessness Scale (BHS; Beck et al.,
1974), which is a 20-item true or false self-report measure of hopelessness, comprised of
three domains: motivation, expectations and feelings about the future. Scores range from 0-
20, with a score >8 indicating hopelessness and >9 indicating suicidality (Grand et al., 2017).

Clinical symptoms of psychosis were measured using the Positive and Negative
Syndrome Scale (PANSS; Kay et al., 1989), which is a 30-item measure of positive (7-item),
negative (7-item) and general psychopathology symptoms (16-item) in schizophrenia.
2.4. Analysis Plan — Coding

Due to the PSI collecting largely qualitative descriptions of selves, a coding manual
was developed by the study team to explore the selves quantitatively (supplemental document
A). Possible selves were coded depending on their general content as well as balance,
optimism, enmeshment and specificity. The PSI coding process is outlined in Figure 1. An
independent second rater coded 25% of all possible selves data to ensure an acceptable level
of interrater reliability. Krippendorff’s alpha (Krippendorft, 1970; a), suggested excellent

interrater reliability for all coding areas at o= >0.80.
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Hoped-for ExpectedT Fearedt

Self-1 description. Self-1 description, Self-1 description,

. Describe now? (0-4)
. Describe future? (0-4)*
. Like to describe? (0-4)

. Describe now? (0-4)
. Describe future? (0-4)
. Like to deseribe? (0-4)

. Describe now? (0-4)
. future? (0-4)
. Like to deseribe? (0-4)

T
[
W bd =

Self-2 description, Self-2 description/ Self-2 description,

1. Describe now? (0-4) 1. Describe now? (0-4) 1. Describe now? (0-4)

2. Describe future? (0-4)* 2. Describe future? (0-4) 2. Describe future? (0-4)

3. Like to describe? (0-4) 3. Like to describe? (0-4) 3. Like to describe? (0-4)
Self-3 description Self-3 description, Self-3 description..

1. Describe now? (0-4) 1. Describe now? (0-4) 1. Describe now? (0-4)

2. Describe future? (0-4)* 2. Describe future? (0-4) 2. Describe future? (0-4)

3. Like to deseribe? (0-4) 3. Like to describe? (0-4) 3. Like to describe? (0-4)

*Ratings are totalled, then divided {Balance is coded as present if >50% of expected and feared possible

by number of selves to calculate an selves match on domain and topic of the possible self.

optimism score (between 0-4)

JDomain - Coded as one of four domains: personal development, physical/emotional wellbeing, possessions and
interpersonal relationships.

JSpecificity - Rated against a 0-3 scale (*0’ indicates ‘no self’ and ‘3’ indicates *specific details’). Ratings are totalled,
then divided by number of selves to calculate a specificity scores (range 0-3)

JEnmeshment - Rated based on presence of mental health references, by allocating either *1° (enmeshed) or *0” (not
enmeshed). Ratings are totalled, then divided by number of selves to calculate an enmeshment proportion (range 0-1).

Figure 1. Diagram summarising the Possible Selves Interview data and details on the coding

of general domain, optimism, balance, specificity and enmeshment.

2.5. Analysis Plan — Statistical Analysis

The Statistical Package for Social Sciences (SPSS) was used to extract and analyse all
data (IBM Corp, 2016). Post-treatment descriptive statistics for primary and secondary
outcomes were calculated. Post-hoc power calculations suggested that there was 80% power
to detect a large effect size of 0.8 and 60% power to detect a medium effect size of 0.6.

Between-group significance tests were conducted following predetermined protocol.
Mann-Whitney U tests were used to explore significance of differences between treatment
and control groups on ordinal possible selves variables (Coolican, 2009). For each Mann-

Whitney U test, optimism, enmeshment and specificity at the end of treatment were used as
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the dependent variables. Allocation to treatment or control group was used as the
independent/fixed variable. The Bonferroni correction (p <.002) was applied to correct for
multiple testing and reduce the likelihood of Type I errors (Coolican, 2009). A Pearson Chi-
Square test was conducted to explore the distribution of balance across treatment and control
groups (Coolican, 2009). Due to the modest 2x2 Chi-Square comparison, post-hoc pairwise
comparisons and the Bonferroni correction were not adopted (Macdonald & Gardener, 2000).
Where possible selves were found to change, a mediation analysis was planned using
analysis of covariance (ANCOVA) to explore whether improvements in time use in the

SRCBT group were associated with change in possible selves.

3. Results

There were no significant differences in specificity, optimism and enmeshment
between treatment and control groups at follow-up (p > .05). Equally, there were no
significant differences in balance scores between treatment and control groups at follow-up.
Descriptive statistics and statistical analyses comparing treatment and control groups at
follow-up are displayed in Table 1.

Due to lack of significant changes in possible selves variables, a mediation analysis

was not conducted
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SRCBT (n = TAU (n=
24) 25)
Median (SD) Median (SD)

Statistical outputs for between group
differences at follow-up

Optimism 2.67 (0.85) 2.33(0.93) U =283.50, p =.933
Specificity 1.29 (0.32) 1.33(0.27) U =277.50, p =.652
Enmeshment 0.18 (0.24) 0.13 (0.16) U =354.00, p =.276
SRCBT (n = TAU (n = Statistical outputs for between group
22) 22) differences at follow-up
Balance (%) 86.36 73.91 X2 (1, N = 45) =1.089, p = .297

Table 1. Descriptive statistics at 9-month follow-up, split by treatment. Between group
analyses at follow-up are also presented.

Abbreviations: TAU, Treatment as usual; CBT, Cognitive Behavioural Therapy; PANSS,
Positive and Negative Syndrome Scale; BDI-1I, Beck Depression Inventory Il; BHS, Beck
Hopelessness Scale.

4. Discussion

This study set out to explore whether there was a difference in possible selves
between groups offered either SRCBT or TAU in a population with low functioning, and if
so, whether these differences mediated functional outcomes. The results suggested that there
were no significant differences in possible selves with regards to balance, specificity,
enmeshment or optimism between treatment and control groups at follow-up. There are
several possible factors that could explain these results.
4.1. Possible Selves as an Outcome

Previous studies on possible selves have focussed on possible selves as a primary
outcome, addressing their content in detail and gathering information on strategies for
achieving these (e.g. Oyserman & Markus, 1990; Oyserman et al., 2002; Oyserman et al.,
2006). The SRCBT intervention aimed to increase activity levels via instilling hope and
identifying and overcoming barriers to social recovery, alongside active behavioural
techniques to facilitate change (Fowler et al., 2013). Therefore, the intervention was not
explicitly designed to change possible selves. Instead, possible selves were elicited as part of
selecting personally meaningful long-term goals or values to direct the focus of behavioural

work. It is possible that in order to change possible selves as cognitive constructs, they need
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to be purposely elicited and directly challenged (Bak, 2015), as opposed to indirectly through
behaviour change strategies. This would fit with the idea that changeability is dependent upon
possible selves being cognitively active at the time (Markus & Nurius, 1986).

4.2. Populations with Low Functioning

Another explanation may be that possible selves are quite challenging to shift in this
population. Research suggests that the optimal point of change for possible selves is with
close temporal proximity to a significant change in role (Bak, 2015). However, the ISREP
sample experienced psychosis on average for 4.8 years (Fowler et al, 2009), with the subset
sample used in this study averaging 4.96 years, suggesting significant time had passed since
initial diagnosis.

Considering baseline possible selves for the whole ISREP sample with possible selves
data (n = 73), specificity and balance were particularly low (see empirical paper 1; Lee et al.,
2020), which indicated that the possible selves of people with psychosis and poor functioning
provide little motivational power. With regards to changeability of possible selves, this may
have been limited in this study by the potential floor effect of the possible selves and
functioning measures.

4.3. Change in Cognition

The findings suggest that changes in possible selves were not necessary for changes in
behaviour. While the SRCBT intervention does implement cognitive change elements, its
focus is on behavioural interventions (e.g. behavioural activation), which could be sufficient
to alter behaviour and improve functioning (Fowler et al, 2009). This is in line with literature
on behavioural activation, whereby a focus on change in behaviour is implemented to directly
change in affect. In that vein, the CBT model itself also postulates that changes in behaviour
can have positive effects on mood and cognition. It may be the case that 9 months was not a

sufficient time-frame to observe change in possible selves, as changes in cognition may occur
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later in time once behavioural change is consolidated. This is in line with the general tenet of
CBT, which suggests that behavioural change alone can be sufficient to have later effects on
cognition.

While motivational theories (such as expectancy-value and self-determination
theories; Medalia & Brekke, 2010) suggest that possible selves might be important
motivators, change in this construct may not be necessary in order to affect behavioural
change. Behavioural activation encourages individuals to perform behaviours (routine,
pleasurable and necessary) despite the perceived task value, expectations for success or even
internally felt motivations (intrinsic motivation).

Finally, encouraging the individual to consider what could be possible may not have
been sufficient to influence a major revision of the self-concept, however as considered
above, this may constitute as part of a longer process of progressive change as new
conceptions of the self are incorporated over time (e.g. Markus & Kunda, 1986)

With the above in mind, it may be the case that the behaviour change observed in the
ISREP study will result in possible selves becoming updated in the future. This is perhaps an
area for future research.

4.4. Changeability of Possible Selves

Another way of interpreting the findings is that possible selves in their own right may
not be as changeable as first thought. Possible selves are described as personalised roadmaps
(Oyserman et al., 2004), and as such may be conceptualised as containing important ideals
and personal wishes constructed based on who a person is as an individual. They are
developed based on personal experiences of the environment, through social interactions and
cultural experiences. Although possible selves reflect the capability of change through
bringing to mind what is possible, perhaps the foundation by which possible selves are

formed is much more resistant to change.
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5. Strengths and Limitations

The data explored in this study was rich and utilised a robust randomisation design,
lending to the validity, reliability and generalisability of the conclusions that can be drawn.
As outlined above, possible selves were not the primary outcome of the ISREP study, perhaps
lending to some missingness of possible selves data for all of the ISREP 77 participants.
However, this data was found to be missing at random, and therefore did not impact upon the
conclusions drawn within this study.

One limitation was the challenges faced with incorporating baseline data in the
statistical analysis model. Baseline data was not included in the analyses due to the non-
parametric nature of the possible selves data, and the notable lack of availability of a non-
parametric equivalent of the two-way ANOVA. The subsequent focus on only follow-up data
resulted in a loss of main effects of time and group x time. Despite this, a strength of the
study was in utilising appropriate statistical analyses methods to the type of data collected,
meaning that appropriate conclusions could be drawn.

Finally, it should be considered whether the possible selves measure and associated
coding strategy was a valid measure of the constructs being explored. Despite the rigorous
processes behind the creation of the coding manual, measurements may have been capturing
conceptually similar but separate constructs than those intended, which in turn could have

affected the results.

6. Conclusions, Clinical Implications and Future Directions

While this research provided some evidence that SRCBT did not impact possible
selves, some key theoretical implications have been discussed. Possible selves may be
inherently challenging to shift in a population with enduring psychosis and low functioning.
However, functional outcomes can be improved, as seen through the primary ISREP trial.

This suggests that change in cognition are not always necessary for change in behaviour, as
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seen in both behavioural activation and CBT models. It may be that change in possible selves
occurs later in the treatment process.

Clinical implications revolve around adding to the evidence base towards gleaning a
better understanding the mechanisms of treatment in alleviating low functioning in psychosis.
Functional recovery is complex and unique to each individual (Lahera, 2018).

Possible selves are equally heterogenous, and are likely to impact individuals in different

ways. Future research is clearly warranted in this novel area to build a better picture of
possible selves in psychosis across the disease course. Intervention studies may wish to
implement a longer follow up to observe change in possible selves over time.

Finally, future research should focus on possible selves as the primary outcome,
deliberately eliciting possible selves and addressing them within intervention. This would
allow for further consideration regarding the changeability of possible selves within this

population.
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Chapter 6. Extended Methodology

This extended and more detailed methodology section relates to the empirical papers
presented in Chapters Four and Five. This Chapter includes further information about the
production of the possible selves coding manual, with a primary focus on the rationale for the
coding methodology chosen. Additional information regarding methodology for data analysis
across both empirical projects is also discussed. This chapter is formatted to APA guidelines.

The word count for this chapter (including figures and tables) is 3204.
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6.1. Coding Manual

A coding manual for the Possible Selves Interview (PSI) was developed to define and
quantify possible selves across five areas of interest: general domain, specificity, balance,
enmeshment and optimism (see Appendix F for the complete manual). The possible selves
coding manual underwent a rigorous process of testing and refinement, which has been
recorded and summarised within a comprehensive version log (Appendix G). A diagram was
also created to support understanding of the data that could be collected from the PSI (see

Figure 1.)
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Hoped-for Expectedf Fearedf

Self-1 description.| Self-1 description | Self-1 description
1. Describe now? (0-4) 1. Describe now? (0-4) 1. Describe now? (0-4)
2. Describe future? (0-4)* 2. Describe future? (0-4) 2. future? (0-4)
3. Like to describe? (0-4) 3. Like to describe? (0-4) 3. Like to deseribe? (0-4)

Self-2 description| Self-2 description | Self-2 description.|
1. Describe now? (0-4) 1. Describe now? (0-4) 1. Describe now? (0-4)
2. Describe future? (0-4)* 2. Describe future? (0-4) 2. Describe future? (0-4)
3. Like to deseribe? (0-4) 3. Like to describe? (0-4) 3. Like to describe? (0-4)

Self-3 description,. Self-3 description,. Self-3 description..
1. Describe now? (0-4) 1. Describe now? (0-4) 1. Describe now? (0-4)
2. Describe future? (0-4)* 2. Describe future? (0-4) 2. Describe future? (0-4)
3. Like to deseribe? (0-4) 3. Like to describe? (0-4) 3. Like to describe? (0-4)
*Ratings are totalled, then divided TBalance is coded as present if >50% of expected and feared possible
by number of selves to calculate an selves match on domain and topic of the possible self.
optimism score (between 0-4)

JDomain - Coded as one of four domains: personal development, physical/emotional wellbeing, possessions and
interpersonal relationships.

J-Specificity - Rated against a 0-3 scale (*0° indicates ‘no self’ and °3” indicates ‘specific details’). Ratings are totalled,
then divided by number of selves to caleulate a specificity scores (range 0-3)

JEnmeshment - Rated based on presence of mental health references, by allocating either ‘1’ (enmeshed) or ‘0 (not
enmeshed). Ratings are totalled, then divided by number of selves to calculate an enmeshment proportion (range 0-1).

Figure 1. Diagram summarising the Possible Selves Interview data and details on the coding

of general domain, optimism, balance, specificity and enmeshment.

The coding manual was initially developed using an unrelated dataset of possible
selves data collected from a population with psychosis (from Clarke, 2016). This was to
minimise bias with regards to coders having access to and/or becoming familiar with the
experimental data before a coding and analysis plan was in place. Therefore, decision making
around the coding strategy can be said to be independent to the experimental data. Each
section of the coding manual will be discussed in turn. All references to datasets used to
develop the initial coding manual are referencing data originating from unrelated data used

by Clarke (2016).
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Each possible self was coded against four domains; personal development,

possessions, emotional/physical wellbeing and interpersonal relations. These domains

broadly encapsulate the key areas in which a possible self can be generated, and have been

used in various iterations across the possible selves research (Clarke, 2016; Markus & Nurius

1986; Molina, Schmidt & Raimundi, 2017; Oyserman & Burbidge, 2004.) Descriptions of

each coding domain and examples of possible selves that would be coded for that domain are

displayed in Table 1.

Domain

Description

Example possible selves

Personal
Development

Any area in which learning or time spent planning or
working is necessary, such as education, occupation or
skills development.

“I hope to work as a nurse”
“I won’t be able to learn
how to drive”

Possessions

References to material possessions, such as
ownership/lack of material object or financial
references.

“Owning my own home”
“Not having enough money
to pay the rent”

Emotional/ References to any physical or mental wellbeing. This “I will relapse again and
physical includes reference to feelings/emotions, physical become depressed”
Wellbeing illness/injury or mental health concerns such as “I want to be happy and get
symptoms, hospitalisation, drug/alcohol use etc. my old life back”
Interpersonal Reference to other people. As well as references to “To get married and have

Relationships

relationships with family, friends or spending time
with others more generally, this also includes being
alone.

kids”
“To lose my family and get
kicked out of the house”

Not
given/none

When the participant is not able to generate a possible
self, or the participant answers in the present tense.

Table 1. Descriptions of possible selves domains, alongside examples of possible selves

Enmeshment

Enmeshment was defined as the degree to which mental health was viewed as a key

aspect of a person’s possible self. This description was guided by research into pain

enmeshment, which utilised a similar definition (Morley, Davies & Barton, 2005). The
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enmeshment coding strategy included a binary rating for whether the possible self was
enmeshed (“1”) or not enmeshed (“0”), as has been utilised in previous possible selves
research (Clarke, 2016). With regards to what was considered a mental health reference in
this population, research has suggested that more than half of people with schizophrenia have
at least one comorbid psychiatric disorder (Buckley et al., 2009) and comorbidities have been
found to worsen outcomes for the person (Misra & Ganzini, 2006). Therefore, the coding
framework did not exclusively look at psychosis related references within the enmeshment
score. Instead, reference to any mental health concern was coded as an enmeshed possible
self (e.g. “not hear voices again” or “feel less anxious”). It was decided that vague comments
(e.g. “worry less” or “be happy”’) would not constitute as enmeshed, as these could not be
reliably linked to experience of mental health specifically. The content of the possible self
was taken precisely as written, with as little subjective decision making as possible.
Balance

Balance was adapted from previous possible selves in psychosis research (Dunkel,
2000; Dunkel & Anthis, 2001; Clarke, 2016). Balance can be coded in many different ways,
for example, observing congruence with domain ratings between hoped-for/expected and
feared selves (Clarke, 2016). In this case, balance would be present if a hoped-for/expected
possible self simply shared the same domain (e.g. possessions) as a feared possible self (e.g.
“I hope to house” balanced with “I fear not having a car”). Due to difficulties with the broad
and non-specific nature of this coding method, it was decided to instead code balance by
observing both the domain of the possible self (e.g. personal development) and the topic
(Job). In this case, balance would be present if a hoped-for/expected possible self specifically
shared the same domain and topic (e.g. possessions and housing) as a feared possible self

(e.g. “I hope to have a house” balanced with “I fear never having a house”).
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Balance can be coded for both expected vs. feared and hoped-for vs. feared selves.
Previous research has suggested little difference between hoped-for and expected possible
selves with regard to balance (Aloise-Young, Hennigan & Leong, 2001), therefore the coding
manual advises calculating balance in both ways. However, more emphasis should be placed
on expected vs. feared possible selves, based on the assumption that expected possible selves
are more likely to be based on reality compared to hoped-for selves that may capture
fantasies (Oyserman & Markus, 1990). Emphasis was placed on balance for expected vs
feared in this study by choosing it as the primary variable to analyse. This was because little
difference was found between percentage of balance between hoped-feared and expected-
feared possible selves. Where a greater percentage difference is observed, using both
calculations in analyses may be warranted.

Optimism

Optimism was coded using the quantitative ratings from the descriptive questions of
the PSI. Of the three descriptive questions, two could potentially be used to address this
construct: “how much would you like this to describe you?”” and “how much will this
describe you in the future?”. In order to provide a rationale for choosing one of these items
over the other, a distinction between hope and optimism needed to be made. Optimism and
hopefulness are semantically and conceptually linked, and observing the definition of each
highlights this: optimism is “hopefulness and confidence about the future or the successful
outcome of something; a tendency to take a favourable or hopeful view” and hope is the
“expectation of something desired; desire combined with expectation” (Blackburn, 2016). A
study attempted to delineate these concepts by exploring how people define hope and
optimism, and the distinction was made in relation to perceived control (Bruininks & Malle,
2005). Hope was described as an emotional state representing desired but unlikely outcomes

that people perceive to have little control over, whereas optimism was described as present



POSSIBLE SELVES IN PSYCHOSIS 121

when people have a high degree of control and the outcome now feels attainable. Due to the
role of control and belief about attainment in the future, it was decided that taking the average
of the 0-4 ratings for the question “how much will this describe you in the future?” best
captures this in an optimism score. This also remained in line with previous research on
optimism in possible selves (Clarke, 2016).

Specificity

Specificity of possible selves was a novel area explored by both empirical projects.
Each possible self was coded in relation to specificity, defined as how particular, exact,
clearly defined and not vague the self was (Stevenson, 2010). As part of defining this coding
domain, it was considered that specificity may have equally been termed “richness”, which
has been used in a similar way in autobiographical memory research (Katz, Klages &
Hamama, 2018; Kounios, Green, Payne, Fleck, Grondin & McRae, 2009; Spachtholz,
Kuhbandner & Pekrun, 2017), however this was decided against due to definitions of
richness largely suggesting the presence of something “positive” (e.g. Blackburn, 2017),
therefore failing to add adequate weight to the presence of more ‘negative’ possible selves
(Norman, Windell, Lynch and Manchanda, 2014).

Due to the short nature of the possible selves descriptions (often no more than 8-10
words), rather than using thematic or interpretative phenomenological analysis, the data was
coded and categorised based on content, then analysed quantitatively. Retrospective coding
of this type of data has frequently been utilised in studies looking at specificity of
autobiographical memories (e.g. Raes, Hermans, Williams & Eelen, 2007; Abram, Picard,
Navarro & Piolino, 2014), therefore support was sought by an expert in the field (Dr Louis
Renoult) throughout the coding development process.

The rating system for specificity underwent several iterations, developed over three

coding attempts on unrelated possible selves data, coupled with interrater reliability testing
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between the main researcher (JL) and an independent researcher (LR). Initially coding ranged

from 0-2, however this was expanded due to large variations in quality of specificity

observed within the highest point on the scale.

Rating specificity on the new 4-point scale (0-3) initially showed lower interrater reliability

than the 3-point scale. As part of the refinement of the new 4-point scale between dataset 1

and 2, it was stipulated that only the words should be rated as they are stated in the possible

self, with minimal subjective decision making around what the participant might have meant.

Also the “benefit of the doubt” rule was also included to manage possible selves bordering

between two ratings, resulting in the coder choosing the higher of the two scores. Following

clarification of the coding manual, interrater reliability improved. The specificity coding

process is summarised in Table 2. Interrater reliability percentage agreement data are

displayed in Table 3.

Specificity Definition

Code

Description of content

Example

0 No self No self, or self clearly generated in -
provided  present tense
1 General Short, non-descript, lacks reference to “A job”
comment  people, places, time-frames or roles
2 More Meets all criteria of 1, with addition of:  “Part-time job,
details - Qualifying characteristics (adjectives)  something simple to start
- One reference to person (“Dad”, with”
“John”) or place (“UEA”) or time-
frame (“next year” or role (“engineer”).
A(\:doddeed Definition Description of content Example
3 Specific Meets all criteria of 2, with addition of:  “Job in engineering
details - A second reference to person or place  design with my Dad”

or time-frame or role.

OR

- Additional details that elaborate on the
possible self further.

“I'd like a job which
fulfils my potential
something like graphic
design”

Table 2. Description of specificity coding framework with possible selves examples.
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Dataset 1 Hoped-for Expected Feared Total across all selves
Specificity Rating 0-2 scale 90.00 96.00 90.00 91.33
Specificity Rating 0-3 scale 88.00 90.00 80.00 86.00

Dataset 2 Hoped-for Expected Feared Total across all selves
Specificity Rating 0-3 scale 94.00 96.00 9.000 93.00

Table 3. Percentage interrater agreement for specificity coding shown for each rating scale
across two possible selves datasets unrelated to the primary study data. Ratings on dataset 2

occurred after refinement of the coding manual.

6.2. Interrater Reliability of the Coding Domains for the Experimental Data

A second researcher (LB) familiar with the possible selves construct coded 25% of all
experimental data used within empirical papers 1 and 2 before analysis. Krippendorft’s alpha
(Krippendorff, 1970; o) was chosen as the statistic to quantify interrater reliability.
Krippendorff’s alpha was originally developed in the field of content analysis and has many
advantages over other measures of reliability. For example, it is robust to missing data, able
to operate with many levels of data (ordinal, interval, nominal etc.) and accounts for chance
agreements to a higher accuracy than other measures (Hayes & Krippendorff, 2007,
Krippendorff, 2004). An alpha statistic of 1 indicates perfect agreement and O indicates no
agreement. According to Krippendorff (2004; 2013) an alpha over 0.8 indicates high
reliability and an alpha below 0.8 but above 0.67 indicates low reliability, with 0.67
representing the lowest acceptable limit. Alpha was calculated for each possible self coding
area involving any possibility of researcher subjectivity/bias. This included all areas except
optimism, which was calculated based solely on participant ratings. Interrater reliability was

excellent for all domains, each at a=>0.80 (Table 4.)
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Specificity Domain  Enmeshment  Balance - Expected Balance - Hoped
a 0.90 0.95 0.91 0.91 0.88

Table 4. Krippendorff’s alpha (a) interrater reliability ratings for all coding domains.

While interrater reliability was acceptable across all domains (a= >0.80), further
refinement was considered for future use of the manual. In a meeting with the second
researcher, feedback was offered to the primary researcher on the use of the manual, and a
comprehensive review was conducted of the few discrepancies found during interrater
reliability testing. This meeting identified some confusion with the specificity coding
between a code of 2 and 3 on borderline cases, resulting in a slight change of wording to
clarify which code to give. This was to further increase robustness of the coding manual for

future use in possible selves research.

6.3. Analysis Plans for Empirical Projects 1 and 2
6.3.1. Assumption Testing

Normality of all interval variables was observed using the robust Shapiro-Wilk
statistic (Razali et al., 2011) and visual inspection of histograms, box plots and Q-Q plots
(Orr et al., 1991). Qutliers (data points with z-scores >3 or <-3 according to the empirical
rule) were removed in an attempt to rectify the issue, however the variable remained non-
normal indicating non-parametric testing. Non-parametric analyses were also indicated for
the optimism, enmeshment and specificity variables, due to their ordinal measurement scale
(Coolican, 2009).
6.3.2. Likert Scales

The relatively narrow range of Likert scales for specificity and optimism (0-3 and 0-4

respectively) raised the concern that data may bunch up into one or two broad scales (e.g. 0-2
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and 2-4). This can result in difficulties for non-parametric tests due to the possibility of
several tied scores. The frequencies for Likert scale data were observed, to ascertain whether
there were significant ties within the data. Optimism showed a good spread between 1 and 4,
with no clear areas of ties. Specificity scores trended towards the lower end of the scale,
however the frequencies remained reasonably spread across the lower scores (a range of 0.89
to 2.25, with a maximum possible score as 3). Therefore, non-parametric analyses using
Mann-Whitney were seen as appropriate, as opposed to creating categories based on
groupings and using Pearson Chi Square analyses.
6.3.3. Empirical Project 2 - Missing Data

Of the 73 participants with baseline Possible Selves Inventory (PSI) data, just under
70% had PSI data available at follow-up. Therefore, for empirical project 2, 49 participants
were included in the analyses. This sample consisted of participants from the ISREP trial who
had possible selves data at both baseline and follow-up.

Handling missing data in a valid way is a complex yet important task (Jakobsen,
Gluud, Wetterslev & Winkel, 2017). Missing data can present as a potential source of bias in
studies, it can weaken the generalisability of results and reduce statistical power of studies
(Jakobsen, Gluud, Wetterslev & Winkel, 2017; Rubin, 1987; Schafer, 1997). Listwise and
pairwise deletion methods of managing missing data generally introduce further bias (Rubin,
1987; Schafer, 1997), therefore more robust methods such as multiple imputation are
recommended (Dong & Peng, 2013). Missing data in randomised controlled trials in
particular may have implications for the effect of randomisation, whereby validity of the
baseline comparability may be lost due to participants who are lost to follow-up (Groenwold,
Moons & Vandenbroucke, 2014). This would result in missing data potentially compromising
inferences that can be made, particularly if missingness is found to be non-random (L.ittle et

al., 2012). In the case of empirical project 2, missing data was almost entirely unit level (no
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information was collected from a participant). The unit nonresponse was not ‘nonignorable’,
in that there was no pattern of missing data related to the variables of interest (Little & Rubin,
1987). The process of assessing this is outlined below.

Observation of descriptive statistics suggested no difference at baseline on all
measures of functioning and symptomatology between those with follow-up PSI data and
those without. This was reinforced by statistical testing using t-tests, Mann-Whitney U tests
and Pearson’s Chi-Square, whereby no significant differences were found between those with
missing or complete possible selves follow-up data on all variables (p < .05). Possible selves
variables (e.g. specificity, enmeshment, optimism and balance) were also compared at
baseline, split between those missing follow-up possible selves data and those with
completed follow-up possible selves data. Equally, no significant differences were found
between groups (p < .05). These data are displayed in Table 5. There were slightly more
missing possible selves data from the control group at follow-up (36.1%) compared to the
treatment group (24.2%), however there were no significant differences between these groups
with regards to missing data at baseline (p < .05). Therefore, statistical analyses on a subset
of the ISREP participants was not seen to be impacted by missing data, due to holding the

assumption that data were missing at random (MAR). These data are summarised in Table 5.
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Baseline measure Completed Missing at Statistical Comparisons
follow-up follow-up

PANSS Total Mean (SD) 49.27 (9.00)  53.83(10.99) t(59) =-1.508, p = .137

EQ)';'SS Positive Mean 11.08 (3.40)  12.07 (4.75) t(62) = -.880, p = .382

PANSS Negative Mean 1555 3.52) 1358 (429)  (60) = -.796, p = .439

(SD)

BDI Mean (SD)

13.42 (11.68)

18.10 (12.08)

t(56) = -1.147, p = .256

BHS Mean (SD) 6.76 (4.86)  10.00(6.68)  t(54)=-1.839,p=.071
?;g;’t“red Activity Mean o7 53 21.84)  34.60 (22.60)  1(59) = .399, p = .691
RBANS Immediate
Memory Mean (SD) 15.18 (4.35)  14.23 (4.63) {(75) = .882, p = .380
RBANS Delayed _ :
Memory Mean (SD) 784(276) 777 (3.39) t(75) = .103, p = .918
ZBD’?NS Fluency Mean 16.16 (5.72)  15.15 (4.46) {(75) = .780, p = .438
Optimism Score B 3
(Mean rank) 37.17 33.57 U =496.00, p = 478
Specificity Score _ _
Mean rank) 33.79 40.61 U = 658.00, p = .192
Enmeshment Proportion 37.19 35.02 U =529.50, p = 571
(Mean rank)

2 = = =
Non-Balanced (%) 79.55 61.90 X*(1,N =65) =2.290, p

145

Table 5. Comparison of baseline symptoms, functioning, neuropsychological data and
possible selves between those with missing and complete follow-up data.

Ideally, prevention of missing data is more ideal to its management (Jakobsen, Gluud,

Wetterslev & Winkel, 2017), however in this case, the possible selves data were not the

primary outcome of the trial, and therefore it was understandable that there would be some

missing data compared to other outcomes. Where data are missing at random (MAR),

statistical techniques such as multiple imputation can result in valid results (Sterne et al.,

2009), however due to the extent of the missing data at follow-up across the ISREP 77

participants, multiple imputation was not seen as feasible.
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Post hoc power calculations adjusted to account for the missing data suggested that,
with approximately 26 participants in each group, there was 80% power to detect a large

effect size of 0.8 at p < .05, however only 60% power to detect a medium effect size of 0.6.
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Chapter 7. Extended Results

This extended and more detailed results chapter includes further information
regarding statistical analyses conducted for empirical paper 2. This chapter is formatted to

APA guidelines. The word count for this chapter (including figures and tables) is 585.
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7.1. Affective vs Non-Affective Psychosis

The findings of The Improving Social Recovery in Early Psychosis (ISREP) trial
(Fowler et al., 2009) trial suggested SRCBT was primarily effective at improving functioning
in the non-affective psychosis group. Non-affective psychosis refers to a broad range of
psychotic disorders, including schizophrenia-spectrum disorders, but not including affective
or drug induced psychoses (Nugent, Paksarian & Mojtabai, 2013). It may be that changes in
functioning relate to the effectiveness of SRCBT on schizophrenia-spectrum disorders, of
which negative symptoms are particularly relevant. Therefore, as a supplementary analysis,
the non-affective psychosis group was analysed for change in possible selves separately to
the affective psychosis group.

Due to stratification of participants in the ISREP trial to ensure equal affective and
non-affective psychosis groups across treatment and control, and due to no significant
differences observed at baseline for possible selves data between affective and non-affective
groups (summarised in Table 1), comparison between groups at follow-up only was possible.
Following statistical testing using Mann-Whitney U and Pearson's Chi Square (or Fischer’s
Exact Test for expected values < 5), no significant differences were found at follow up for the
non-affective psychosis group, indicating that possible selves did not change following
SRCBT compared to TAU within this group. This would suggest that diagnosis did not play a
role in the changeability of possible selves following SRCBT, and that possible selves remain
independent to the functional improvements seen within the ISREP trial (as also concluded
within empirical project 2). Of course, it should be taken into account that the power to detect
differences between groups is limited due to the decreased sample size. Data are summarised

in Table 2.
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i Non-affective Affective - .
Baseline measure (n=32) (n=17) Statistical Comparisons
PANSS Total Mean (SD) 57.63 (9.93) 53.69 (11.29) t(73) = 1.559, p =.123
PANSS Positive Mean (SD) 12.90 (3.47) 10.69 (4.13) t(73) =2.451, p =.017
PANSS Negative Mean (SD) 14.00 (3.15) 12.35 (3.73) t(73) = 2.029, p = .046

BDI Mean (SD)

20.20 (12.86)

24.52 (13.16)

t(69) = -1.343, p = .184

BHS Mean (SD) 8.12 (5.48) 10.33 (6.27) t(70) = -1.538, p = .129
Structured Activity Mean (SD)  26.65 (16.46)  33.46 (24.22) t(73) = 1.440, p = .154
RBANS Immediate Memory _ _
Mean (SD) 14.35 (4.50) 16.42 (3.58) t(73) = -2.034, p = .046
RBANS Delayed Memory 3 _
Mean (SD) 7.53 (3.16) 8.69 (2.24) t(73) =-1.662, p = .101
RBANS Fluency Mean (SD) 15.49 (5.00) 17.00 (5.62) t(73) =-1.192, p = .237
Optimism Score _ 3
(Mean rank) 31.79 38.15 U =463.00, p =.215
Specificity Score 3 :
(Mean rank) 37.22 35.42 U =580.00, p =.730
Enmeshment Proportion 34.84 38.12 U = 546.00, p = .518
(Mean rank)

Non-Balanced (%) 71.74 78.95 p =.516*

Table 1. Baseline differences between the affective and non-affective psychosis groups for

symptoms, functioning, neuropsychological data and possible selves. Bonferroni correction

applied at p < .004.

* Fischer’s Exact Test statistic utilised due to predicted cell count <5.
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SRCBT Control

Statistical Comparisons

Follow-up measure N
Optimism Score 32
(Mean rank)

Specificity Score 33
(Mean rank)
Enmeshment Proportion 33
(Mean rank)
Non-Balanced (%) 32

16.65

16.83

38.12

87.50

16.65

16.83

38.12

66.67

U =130.00, p = .941
U =132.00, p = .929

U =143.00, p =.789

p = 1.000*

Table 2. Difference in possible selves variables for the non-affective psychosis group at

follow-up, split between treatment and control. Bonferroni correction applied at p < .017.

* Fischer’s Exact Test statistic utilised due to predicted cell count <5.
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Chapter 8. Critical Review and Reflection

This chapter provides discussion and critical evaluation of the thesis portfolio as a
whole. It enables reflection on the research process, evaluation of strengths and limitations
and consideration of contributions to research and practice. Suggestions for further research
into psychological treatments for psychosis are also discussed. This chapter is formatted to

APA guidelines. The word count for this chapter is 2618.
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8.1. Thesis Portfolio Rationale

The rationale for this thesis portfolio was broadly to explore the effectiveness of
interventions for promoting recovery in psychosis. This included specifically exploring
effectiveness of interventions for amotivation as a key negative symptom, as well as the
potential role of possible selves in promoting functional recovery. Theories of negative
symptoms, motivation and possible selves were discussed in relation to their role in recovery

from psychosis.

8.2. Summary of Findings

The systematic review highlighted that novel interventions can be efficacious in
reducing amotivation in schizophrenia, however, conclusions regarding the overall efficacy
of any one type of intervention could not be drawn due to the small number of studies, small
sample sizes and mixed results. This is also in the context of very few studies using reliable
measure amotivation, which is inherently a problem within the literature. In order to
comment upon the effectiveness of interventions with more reliability, there needs to be a
consensus within the literature as to outcome measure use.

Empirical paper 1 applied possible selves theory to psychosis and explored the nature
of possible selves in a population with particularly low functioning. Possible selves were
found to be non-specific and non-balanced, indicating potential motivational deficits in the
population. Enmeshment was low overall, however feared possible selves had a notably high
proportion of enmeshment, indicating that mental health was the topic of fears for the future.
Optimism was generally high in the population, indicating that there was some confidence
and self-efficacy in relation to achieving hoped-for selves. Possible selves were not
associated with functioning, which was contrary to what the literature might currently

suggest. This was discussed in the context of a sample of individuals with low functioning,
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high hopelessness and high depression. This finding implicated future research into
interventions that can foster a positive self-concept and sense of possibilities for the future.
Empirical paper 2 explored the changeability of possible selves in the same
population with low functioning. The Social Recovery Cognitive Behavioural Therapy
(SRCBT) intervention was not found to have an impact on possible selves, despite the
effectiveness of SRCBT in improving functioning in this population. This suggested that
change in possible selves was not necessary for behavioural change, which was discussed in
relation to motivational theories, behavioural activation as well as the basic principles of
CBT. It remains to be explored whether change at a behavioural level results in changes in

possible selves much later, after behavioural change is consolidated outside of therapy.

8.3. Critical Evaluation (Strengths and Limitations)
8.3.1. Systematic Review

The focus of the systematic review was on change in amotivation. Consideration was
given as to whether amotivation as a negative symptom was on the same spectrum as
motivation, or whether they were separate constructs. Reviewing the literature suggested that
several research studies have viewed the two constructs as occupying the same spectrum (e.g.
Najas-Garcia, Gomez-Benito & Huedo-Medina, 2018). This is congruent with motivational
theories such as self-determination theory (discussed in the thesis introduction), which places
amotivation, extrinsic motivation and intrinsic motivation along a continuum. Objective
measures of motivation outside of clinical interview have shown promise in measuring
amotivation within this continuum, such as effort-based decision making tasks (Green &
Horan, 2015; Green, Horan, Barch & Gold, 2015). However inconsistent findings around the

relationship between performance-based measures and negative symptoms (e.g. McCarthy,
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Treadway, Bennett & Blanchard, 2016) resulted in the decision to only include direct
measures amotivation as a negative symptom, to provide a clear focus for the review.

A sample including only non-affective psychoses (i.e. schizophrenia spectrum
disorders) was chosen, in order to accurately comment upon amotivation as a negative
symptom, which is strongly associated with functioning in schizophrenia (Najas-Garcia et al.,
2018). The study could have broadened inclusion criteria to include a wider population with
psychosis, thus potentially increasing the number of studies included. However, this would
then have limitations for inappropriately generalising conclusions across the broad range of
psychotic disorders.

The systematic review was registered on PROSPERO (National Institute for Health
Research & University of York, 2016) to ensure overall transparency of the review and limit
duplication of work. The process as outlined in PROSPERO was carefully followed, with
special care not do deviate from the submitted protocol. Due to the iterative nature of the
review in its early stages, research aims and search criteria were subsequently refined before
data collection. Therefore, the PROPSERO submission was updated on 14™ November 2019
to include further methodology before data synthesis stage.

The search terms for the review were broad and highly inclusive, comprising both
first- and second-generation generation measure of psychosis. The rationale for this was two-
fold. Firstly, many papers prioritised first-generation measures (e.g. PANSS, SANS, NSA-
16) in their analyses, so minimal reference to second-generation measures were made within
the text of the paper. Secondly, if very few papers were found to report the subscales of
second-generation measures of interest (thus compromising feasibility of the review), then
subscale data from first-generation measures could have been used. Considering the large
amount of papers that this returned (over 20,000), in retrospect it may have been helpful to

consider refining the search further. For example, second-generation measures were produced
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more recently than first-generation measures, meaning that a date parameter could have been
beneficial to implement in initial stages of the search.

Of the papers returned from the search, 10% of the titles were checked by an
independent researcher against inclusion/exclusion criteria. Then, 100% of papers selected at
abstract stage were checked against inclusion/exclusion criteria by an independent researcher.
This added robustness to the systematic review, particularly given the large amount of papers
returned as part of the search.

The small number of studies included in the review represents the novel area under
study in the review. While it was challenging to balance the low number of papers with
reliability and validity of the review in drawing conclusions, the topic was still feasible,
relevant and appropriate to address as an important clinical question.

The studies included in the review were heterogenous, resulting in the decision to
conduct a narrative synthesis as opposed to a meta-analysis. The meaningfulness of
conducting a meta-analysis was considered within supervision, however it was decided that
including all of the papers in a meta-analysis would not produce a meaningful result in terms
of efficacy of interventions, as the interventions were so varied. Previous meta-analyses have
been conducted for effectiveness of interventions on negative symptoms more generally
(Lutgens, Gariepy & Malla, 2017), however their review included a significantly larger
number of studies, allowing them to group therapies meaningfully together in sufficient
numbers.

The narrative synthesis included a discussion around a quantitative synthesis, by
calculating post-treatment effect sizes between groups where data were available. This was
seen as the least biased way of assessing effectiveness of an intervention, as opposed to

calculating pre and post intervention effect sizes (Cuijpers, Weitz, Cristea, & Twisk, 2017).
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However, this perhaps resulted in an underreporting the effectiveness of the intervention
independent of a control group.

The systematic review included both Randomised Controlled Trials (RCTs) and
Controlled Trials (CT), which had the benefit of control groups to compare the outcome data
against. Quality checks were conducted on papers using a valid and reliable tool (Cochrane
risk of bias tool; Sterne et al., 2019). This tool was designed to asses quality of RCTs. The
same tool was implemented across all studies to promote fairness and uphold the systematic
nature of the review. This may have resulted in harsher ratings for the CTs, however this
meant that their results could be considered in the context of all of the papers included. If
resources were available, it would have been beneficial to have the quality assessment of
papers double-checked by an independent researcher, as with the inclusion and exclusion
criteria of studies.

Many of the studies did not report the relevant subscale data for second-generation
measures. Every effort was made to contact authors directly to gather information.
Reasonable time was allocated to wait for replies, and a maximum of 3 emails were sent per
paper where further information was needed. All but one author replied to emails, allowing
for a more comprehensive review of the included papers.

8.3.2. Empirical Papers

A large sample size was recruited from a robust RCT utilising vigorous methodology,
such as blinding and strict inclusion/exclusion criteria. This lends weight to the thesis,
particularly with regards to conclusions that can be drawn. Analyses of secondary data has
important ethical implications. Participants gave up their time to complete the possible selves
interview within the initial ISREP trial, and ethical approval was sought for subsequent
analyses. It would be unethical to leave the data and not use it for its intended purposes.

Equally, collection of new data was not warranted, reducing the strain on participants who
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may contribute in the future. However, analysis of secondary data has limitations. The ISREP
trial was published in 2009, meaning that the data is over 10 years old, which may have
implications for generalisability.

Both empirical papers included a combination of participants with affective and non-
affective psychoses within the study sample. Amotivation (and related motivational
difficulties impacting functioning) is a specific domain of negative symptoms, which is
generally represented within schizophrenia spectrum disorders. Equally, the ISREP project
identified effectiveness of SRCBT in improving functional outcomes primarily within non-
affective psychoses. This may have limited the generalisability of the conclusions due to the
mixed sample. More recent studies usually include affective psychosis within their exclusion
criteria for this reason, due to their inherently differing disease course and different functional
recovery profiles. Additional analyses were conducted with the non-affective study sample
separately, revealing similar results to empirical paper 2, however this was underpowered due
to the low number of participants.

Due to the wealth of data available and the methodology of its collection, there were
many ways in which the data could have been coded. Participants were not explicitly asked to
generate three possible selves per category of hoped-for, expected and feared, therefore it did
not appear prudent to ‘penalise’ individuals by having this impact on specificity, enmeshment
and optimism scores by coding the data as simply “missing”. This resulted in the inclusion of
a coding rule to provide a standardised average across selves generated, thus allowing equal
footing for participants. It was also important not to make assumptions about the data, for
example with enmeshment, it was considered whether magnitude of enmeshment could be
coded using the Likert scale question “How much will this describe you in the future”.
However, this was decided against as it could not be certain that this indicated ‘greater’

enmeshment.



POSSIBLE SELVES IN PSYCHOSIS 140

Coding of balance resulted in some difficulties. For example, the way that coding was
designed resulted in people with more feared possible selves having more opportunities at
having a balance score, especially in situations where one hoped-for or expected self was
compared to three feared selves. This did not work the other way around, as someone with
more hoped-for/expected selves than feared selves fundamentally had a lower balance score.
Further to this, there were rare situations in which individuals did not generate enough feared
selves to ever reach the 50% threshold to be considered balanced, limiting the coding
methodology somewhat. There were also situations where one feared possible self mentioned
more than one aspect covered in hoped-for/expected, however this still scored as low on
balance due to the stipulation that one possible self can only be included in the coding at one
time. Equally, lower specificity may also have resulted in a lower balance score, as there was
less detail and information within the self to utilise in coding.

There were also many ways in which the data could have been analysed, which
emphasised the importance of following the predefined analysis plan as outlined in the thesis
proposal. This ensured that the analysis did not evolve into a ‘fishing for significance’
process, thus reducing the validity of the empirical projects. For empirical paper 1, initial
analyses were iterative and somewhat explorative, due to the nature of the research question.
However, the main analyses of both empirical papers remained as per the thesis proposal,
which was chosen based on the broad research questions and the limitations of the

measurement data.

8.4. Clinical Implications and Future Directions
8.4.1. Systematic Review
There are clinical implications for exploration of novel treatment methods targeting

amotivation specifically in order to try and increase the efficacy of interventions. One
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possible novel treatment involves guided autobiographical memory retrieval in the form of
memory specificity training, which has been highlighted in recent research (Edwards, Garety
& Hardy, 2020). This intervention involved viewing a psychoeducation video exploring the
impact of memory on motivation, followed by a discussion with a researcher regarding
activities the individual would like to engage in that they had a positive memory of doing in
the past. This intervention was found to have positive effects on reducing amotivation as
measured by the CAINS. Interestingly, this intervention of past memories overlaps with
possible selves theory as discussed within both empirical papers, whereby specificity of
possible future selves plays a role in motivating behaviour. This may implicate further
research into the role of memory specificity training in relation to changing possible selves to
motivate behaviour.

The systematic review also highlights issues that clinicians may face in relation to
measuring amotivation in clinical practice. The PANSS is still commonly used, despite
emerging evidence of difficulties around giving appropriate weight to amotivation as one of
the more disabling negative symptoms. Some of the second-generation measures (such as the
Brief Negative Symptom Scale) may be well suited to clinical situations, as they are shorter
in duration and require similar efforts with regards to training. Plus, the addition of service-
user rated measures may also be important going forward in clinical practice, such as the
Motivation and Pleasure Self-Report (MAP-SR), which would be a positive step towards
service user inclusivity.

Research implications revolve around continuing to explore interventions for
amotivation in psychosis, alongside reaching an agreement with regards to symptom

measurement.
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8.4.2. Empirical Papers

The empirical projects highlighted the complexity of functional difficulties in
psychosis. While possible selves were not found to be associated with functioning and did not
appear to change as a result of SRCBT, there are still questions unanswered with regards to
this novel area. Possible selves may require time to change, following observed behavioural
change. Equally, change in possible selves may not be necessary to improve functioning in
people with psychosis and particularly low functioning. However, they still provide a useful
clinical tool for discussion of the individual’s hopes and fears for the future. It could be
considered that simply bringing into mind possible selves as part of the therapeutic process

provides enough positive benefits in the form of goal-setting and personalisation of treatment.

8.5. Conclusions

This thesis has explored some complex concepts and theories with regards to recovery
from psychosis Further research is warranted in order to continue development of
psychological and psychosocial treatments for amotivation. Consensus on the use of the most
valid tools for measuring amotivation is also required, in order to gain a better understanding
of the impact of current treatments. This thesis also explored the role that possible selves may
play in functional recovery. The profile of possible selves in people with psychosis and low
functioning suggested that generating possible selves was challenging, balance and
specificity was low, feared selves were particularly enmeshed and there was a moderate level
of optimism for achieving hoped-for selves. Possible selves generally did not appear to relate
to functioning, and appeared difficult to change in populations with particularly low
functioning. There may be a role for eliciting possible selves in order to understand an

individual’s personal goals, which may then be used to tailor therapy targets.
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Cognitive behaviour therapy for improving social
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Background This study reports on a preliminary evalustion of a cognitive behavioural intervention to improve
sxial recovery among young people in the eady stages of pevchosis showing persistent signs of poor social
functioning and unemployment. The study was a single-blind mndomized controlled trial (RCT) with two arms, 35
participants receiving cognitive behaviour thempy (CBT) plus testment as usual (TALU), and 42 participants
receiving TAL alone. Participants wene assessed at baseline and post-treatment.

Method. Seventy-seven participants wen recruited from sscondary mental health teams after presenting with
a history of unemployment and poor social outcome. The cognitive behavioural intervention was deliverad over
a %month period with a mean of 12 sessions. The primary outoomes were weekly hours spent in constructive
econommic and structured activity. A range of secondary and tertiary outcomes wene also sssessed.

Results. Intention-to-treat analysis on the combined affective and nom-afiective peycheris sample showed no
signd ficant impact of treatment on primary or hmn'daqr onrboommess. Howewver, ana |}m‘ih of nemctons ]:!_1_,-' diagn:mﬁr_'
subgroup was significant for secondary symptomatic outcomes on the Positive and MNegative Syndrome Scale
(PANSE) [F(1, 895 =3.99, p=005]. Subsequent explarabry analyses within diagnestic subgroups mevealed clinically
important and significant improvements in weekly houms in comstructive and structuned activity and PANSS wores
among, people with non-affective peychesis.

Conclusions. The primary study comparion provided no cear evidence for the benefit of CBT in a combined
sample of patent. However, planned analyses with diagnestic subgroups showed important benefits for CBT

among, people with non-affective pavchosis who have social recovery problems. These promising mesults need to be
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Intro-duc ion
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ORIGINAL ARTICLE

Poor social outcome is aften reported in psychosis.
Long-term follow-up studies suggest that less than
% of people with non-affective psychosis achieve
a sodal recovery, and only 10-20% of people return
to competiive employment (Johnstone ef al. 1990
Jablensky et al. 1992; Harrison ef al 1996), despite the

* Address for comespondence: Professor D Fowler, Schonl of
Medicine. Health Policy and Practice. Flizabeath Fry Building.
Undversity of East Angha, Morwich NR4 7T], LTEL

{Email : d fowlerSum ac uk)

majority suggesting that they want to waork (Mueser
ef al. 2001). Around 530 % of people with severe affect-
ive psychosis ako fail to return to work and remain
disabled (Tsaief al. 2001). Long-term follow-up studies
indicate that poor social outcomes in psychosis tend to
emerge early, often become stable, and are closely as-
sodiated with long-term social course (Strauss &
Carpenter, 1977; Carpenter & Strauss, 1991). The de-
velopment of an effective interventon to improve
sodal recovery in affective and non-affective psychosis
oould potentially have important long-term benefits,
especiallyif applied to cases whohave developed poar
social functioning in the early course of the disorder.
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Effective nterventions to improve psychosocial re-
mwvery in psychosis may need to consider factors as-
sociated with impairments in a sophisticated manmner.
These effects may indude residual psychotic symp-
toms, sensitivity to stress, and underlying cognitive
deficits. In particular, care needs to be taken not to
overstimulate, Past clinical trals of interventions
that have attempted to promote social activity with-
out taking careful acoount of sensitivity to psychosis
and anxiety have shown increased nsk of relapse,
especially among people who stll show psychotic
symptoms (Hogarty ef al. 1974, 1997). Cognitive be-
haviour therapy (CBT) may provide a useful basis
for developing such an intervention. Several studies
have reported evidence for the efficacy of CBT on de-
pression and negative symptoms, where these have
been assessed as secondary outcomes (Sensky ef al.
A00; Turkington ef al. A02; Durham ef al. 2005;
Gumley ef al. 2003; Wykes et al. 2008). However, these
trials used relatively imsensiive measures of social
functioning and no trial o date has directly targeted
changes in social recovery as a primary outcome. An
optimal intervention for people with psychosis who
want to work but who have some degree of residual
problems might be for therapists to combine tedh-
nigues of CBT with those of vocational case manage-
ment (Mueser ef al. 2001).

We have developed a novel CBT intervention
specifically focused on improving constructive social
behaviour while managing sensitivity to stress, social
anxiety and psychotic symptoms. Social recovery is
a complex construct probably best assessed across
several domains. Although engagement in competi-
tive work will always represent a key marker of social
recovery (Mueser ef al. 2001), it is not the only marker
of secial improvement. Engagement in other domains
of activity such as education, howsehold chores, aom-
structive voluntary work and struchured social activi-
ties reflect realistic and meaningful recovery goals for
many service wsers and carers, and also have wider
economic benefits. In this study we therefore used
time spent engaged in structured social and construc-
tive economic activity as our primary measure of out-
wme. We were also interested in assessing the impact
of the mtervention on a range of tertiary outcomes
inclhuding hopelessness, psychotic symptoms, de
pression and anxdety. These reflect common psy cho-
logical responses to the experience of psychosis and
associated social adversity that are important in their
own rght (Birchwood, 2003) but that also have im-
portant assodations with symptomatic outcomes and
withdrawn and amotivated social behaviour (Fowler
ef al. 20006).

This study was designed as a trial platform to in-
viestigate the feasibility and initial efficacy of a new
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CBT intervention to improve social recovery in psy-
chosis. We aimed to specifically target voung people
in the early stages of psychotic disorder who were
showing pemsistent signs of poor social funchoning
and unemployment despite previous efforts by early
interventon and mental health services to promote
social recovery after the first episode. Cur aim was
also to clarify and define selecion criteria and we
therefore ind uded people with both affective and non-
affective psychosis. Previous studies have shown that
people with affective psychosis tend to make better
recoveries after the first episode (Macmillan ef al. 2007)
and have better social outcomes generally than people
with nom-affective psychosis (Werry eof al. 1991;
Cannon ¢ al. 1997 ; Jarbin of al. 2003). We therefore
aimed to explore the differential effect of the inter-
vention on affective and non-affective psychosis.

Method
Diesign

The Improving Social Recovery in Early Psychosis
(BEREF) study was a single-blind randomized con-
trolled trial (RCT) comparing cases who received
Social  Recovery  Cognitive  Behaviour  Therapy
{(SRCET) in addition to treatment as usual (TAU) (treat-
ment arm) with those receiving TAU alone (control
arm). Partid pants were randomized to CBT or control
following a baseline assessment and initial screening
for suitability. Randomization was stratified for diag-
mosis (affective/non-affective psychosis was consi-
dered a prognostic factor) and administrative centre
(Morfolk/Cambridgeshire). Posttreatment  assess
ments were conducted at the end of the intervention
phase (9 months following randomization). The pn-
mary outcome was weekly hours spent in constructive
economic activity and structured activity, Secondary
outcomes included psychotic symptoms, anxiety and
depression, and hopelessness. Baseline and  post
treatment assessments were conducted by research
assistants who were blind to group allocation.

FParticipanis

We aimed o identify a group of young people with
pavchosis, early in the course of disorder, showing
signs of persisting social disability problems despite
previows attermpts by mental health services o pro-
mote social recovery following the first episode
Therefore, our inclusion ariteria were: (1) current di-
agnosis of affective or non-affective psychosis (inchad-
ing schizophrenia, schizo-affective disorder, bipolar
disorder, and psychotic depression) but not first epi-
sode; (2) illness duration =8 years. Onset of illness
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Fully suitable n= 200

Consented n=88
Did not consent =112

l

Assessed and randomized n

Cropped ocut during baseline assessment m=11

=77

Reasons: )
Symptomatic n=5
Mot interested n=5
Personal reasons n=1
Treatment (SRCBT) n=35 Control (TAU! n=42
Location: Location:
Centra 1 n=24 Centre 1 n=28
Centre 2 n=11 Centra 2 n=18
lagnasis: Dia
Atfactive n=12 ffective n=15
Mon-affective n=23 Mon-affective n=27

Post-intervention

2 drop-out =123 [f;lluw—q;

n=738 4 drop-out

Fig. 1. CONSORT diagmm of flow of participants through the trial. SRCET, Sodial Recovery Cognitive Behaviour Therapy:

TAL, treatment as usual.

was defined as the fimst contact with psychiatric
services for psychotic symptoms. This was checked
by research assistants from information in case-notes;
(3) positive psychotic symptoms (hallucinations and
delusions) in relative remission [less than moderate
severtty, scormg =4, on mdividual symptoms on the
Positive and Negative Syndrome Scale (PANSS)]; and
(4) unemployed status or currently engaged in <16h
paid employvment or education. Participants were ex-
duded if: (1) the pswchotic disorder was thought to
have an organic basis; (2) acute psychosis was present;
and (3) the primary diagnosis was drug dependency
on opiates or cocaine,

The study protocol was approved by local ethics
mmmittees and all participants gave written consent
to participate following a formal explanation of the

FParticipant flow and characteristics

Participants were recruited from secondary mental
health services in the East Anglia region of the UK,
localized around two sites. The site based in Morfolk
(centre 1) recruited from cases i the Nordfolk and
Waveney Mental Health NHS Foundation Trust. A site
based in Cambridgeshire (centre 2) recruited from
ses nbwo mental health trusts : the Cambndgeshire

and Peterborough Mental Health Partnership and
the West Suffolk Hospital National Health Service
(MNHS) Trust Together the two centres recruited from
a catchment area with a semi-rural population of
around two million people, living in small cities,
towns and rural areas.

The COMSORT flow diagram in Fig. 1 shows the
initial referral rate, allocation by centre and diagnosis,
and the level of drop-out from the main outcome as
sessment. A total of 200 suitable participants were
identified, of whom 77 individuals who consented
o participate were recruited into the study. The aver-
age age was 29 (range 18-52) yvears. Participants had
been in contact with services for an average of 5 years,
and the average duration of unemployment was 209
weeks. Fifty-five parficipants were male (71%). The
majority of the samplehad a diagnosis of non-affective
pavchosis (65%).

Thirty-five participants were randomized to the
treatment condition and 42 to TAU, the control con-
dition. Key clinical and social characteristics of the
sample are summarized in Table 1. This shows that
randomization resulted in balanced groups in terms
of demographics, diagnosis, duration of illness, and
social characteristics. Although not shown in Table 1,
the affective and non-affective psychosis subgroups
were also well balanced in terms of clinical and social
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Table 1. Bazline characterizlics of participants

SRCET (r=235) TALT (r=42) Total (r=77)
Demographic characteristics
Mean age in years [sn.) Fa(&8l) 0072 2900 (6.8)
Gender % male) 74 714 7l4
Ethnicity (% white) B.7 952 e
Dhagnosis (% non-affective psychosis) &7 &3 619
Mean duration of illness in years (s00) 4.922) 4.8 (24) 48 (2.3)
Medication level in mg (sm) 2651 (200.8) 3.7 (167.0) 24232 (182.7)
(chlorpromazine equivalence)
Social and clinical characteristics
Mean duration of unemployment in weeks 204 (146400 4.8 (209.2) 2091 (182.2)
Time use in hours per week
Corstructive sconomic activity 14.8 (20.2) 0.4 (13.9) 124 (17.1)
Structured activity A4 (199 a8 (192) 290 (19.4)
Current I} 1.8 (113) W37 (113) 1028 (11.3)
Murmber of contacts with secondary mental 121 (353) 59(231) 321 (35.3)
health services in the past & months
Number of contacts with voluntary services 11.0(183) 7.4 (144) a0 (16.2)

in the past & months

SRCET, Social recovery cogritive behaviour therapy : TALL treatment as usual; so., standard deviation.

dharacteristics. There were no differences between the
affective and non-affective groups in terms of duration
of either illness or unemployment Howewver, the af-
fective subgroup were shightly older.

Treatments
SRCBT

Therapy consisted of three stages and combined tedh-
niques of CBT with wocational case management.
Stage 1 mvolved developing a formulation of the per-
son mn soctal recovery. This consisted of assessment
and history taking with respect to personal motiv-
atiom, pre-morbid hopes/expectations and goals that
had been changed, possibly with respect to the impact
of illness. The focus was on identifying meaningful
persomal goals that could be linked with achievable
day-to-day activity targets and thus address motiv-
atiom and hopelessness. This often imvolved validation
and acceptance of barrers, threats and difficulties,
while focusing on promoting hope for social recovery.

Stage 2 mvolved identifying and working towards
medium- to long-term goals. A particularly important
aspect of this was identifying specific pathways to
meaningful new activities. Where relevant, this in-
duded referral to relevant vocational agendes, or
alternatively direct liaison with employers or edu-
ation providers. Cognitive work at this stage in-
volved promoting a sense of agency and addressing
hopelessness, feelings of shgma and negative beliefs
about self and others.

Stage 3 mvolved the active promotion of social ac-
tivity, work, education and leisure linked to mean-
mgful goals. This mvolved promotion of activity by
behavioural expermments, while managing symptoms
of anxiety and low-level psychotic symptoms. Mastery
and pleasure in achieving goals was reviewed with
respect to gains achieved in social opportunities in
work, education and leisure.

Specific therapeutic procedures wed in the study
were drawn from existing CBT manuals. Prominent
among these were procedures to fooms on self
regulation of psychotc symptoms and 1mprove social
recovery from psychosis (e chapters 11 and 15 of
Fowler ef al. 1995). Therapists were also encouraged to
use techmigues of actvity scheduling and reviewing
mastery and pleasure, as descrbed in Beck ef al
(1979); and behavioural experiment approaches to
manage social aniety, as described in Buter (1999).
Therapists were also encouraged o combine therapist
Tole with case management roles typical of individual
placement and support working practices; for ex-
ample by adopting an assertive outreach worker style
of contact, most frequently visiting people at home or
in the workplace. Therapists were also encouraged to
adopt a pragmatic and problem-solving approadh in
assisting people to overcome work-related problems.
This often involved setting up joint mterviews with
clients and employment and education providers to
dizouss potential problems.

Therapy in Morfolk was carried out by case man-
agers whio had no previous formal training in CBT, but
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who had over 2 years” experence working in an early
intervention in psychosis team, under the supervision
of expert CBT therapists. Therapy in the Cambridge-
based centre was camed out by CBT therapists who
had attended approved courses prior to working on
the tral. Therapy in both centres was supervised by
experienced CBT spedalists. Adherence and com-
petence were monitored wsing tape recordings and
individual and group supervision. Partcipants re-
ceived a mean of 12 sesswons (5.0, =7).

TAL

Both sites provided active case management by multi-
disciplinary secondary care mental health teams.
The services prowvided by the MNorfolk and Waveney
Mental Health Parmership Trust (centre 1) had a pre-
existing active policy of promoting social recovery in
se management. This consisted of multi-disciplinary
se management, and was backed by the availability
of services to provide supported employment for
people with severe and enduring mental health prob-
lems. Such an approach was consistently available for
all cases. The Cambridgeshire site (centre 2) also had
active multi-disciplinary case management, although
supported emplovment agencies were less consist-
ently available as part of generic services.

Measures
Primury ot come

Time Use Survey (adapfed from the UK 2000 Time Use
Survey ; Short, 2006). This measure consists of a semi-
structured interview in which the participant is asked
about how they have spent their time over the past
month. Activities enquired about mclude: work, edu-
ation, voluntary work, lesure, sports, hobbies, so-
dalizing, resting, housework /chores, childcare, and
sleep. Time spent on each of the activities is caloulated
in terms of the number of hours per week allocated
to that activity over the past month. Two summary
measures were derived from the Time Use Survey:
hours in “Constructive Economic Activity” and hours
in “Structured Activity’. Constructve economic ac-
tivity is calculated as the sum of hours per week over
the past month spent in work, education, voluntary
work, housework and chores, and childcare. The aon-
structive economic activity assessment could be un-
dertaken by telephone contacts and triangulated with
arer reports and also face-to-face mterviews, thus
maximizing available data at post-treatment. Struc-
tured activity is calculated as the sum of hours
per week over the past month spent in constructive
economic activity, but also includes voluntary and
structured leisure activities, sports and hobbies, The
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structured activity assessment required a face-to-face
interview with the partiapant.

Secomndary outcomes

PANSS (Ky ef al. 1987). The PANSS is a 3(-item rating
scale developed to assess symptoms associated with
pevchosis. Sy mptoms ocourning over the past week are
rated. PANSS total scores were used.

Beck Hopelessness Scale (BHS ; Bedk & Steer, 1988). The
BHS 15 a 20kitem selfreport scale designed to assess
the way an individual perceives the future. Tems are
rated using a dichotomous true/ false response format
Total scores from the BHS were used.

Cruality of Life Scale (QLS; Hetnrichs ef al. 1984). The
QLS is a 21-item semi-structured mterview designed
o assess the functional impairments associated with
psvchosis, including problems with mterpersonal re-
labonships and oocupational role functioming. Two
seores were used : the total QLS score and the score on
the Instrumental Role Fundioning subscale (e.g. em-
plovment, acoomplishment, role satisfaction).

Tertiary assessments

Tertiary outcomes and other measures included the
Beck Depression Inventory (BDI-IT; Beck e al. 1994),
the Beck Arnciety Inventory (BAT; Beck & Steer, 1987,
the Social and Oooupational Funcioning Assessment
Scale (SOFAS; Goldman ef al. 1992), and the Camber-
well Assessment of Needs (CAN; Slade ef al. 1996).
The Client Service Receipt Inventory (CSRI; Beecham
d Enapp, 1992) was also admimistered to assess ser-
wvice use over the penod of the tnal. All self-reports
were completed independently by participants. The
GAS, CAN, CSEI and S0FAS were completed with
case managers where appropriate.

Reliability of research assesaments and blinding
procedures

Baseline and post-treatment assessments were con-
ducted by research assistants who were independent
of treatment delivery and randomization. Every effort
was made to ensure they were kept blind to allocation.
Formal training in all measures was provided and in-
terviews were audio-taped for reliability and quality
control. Research assistants met regularly through-
out the tral to maintam relability of procedures
and ratings. Where blindness was broken, another re-
search assistant conducted the post-treatment assess
ment. Minety-three per cent of the posttreatment
assessments were completed blind. The research as
sistants made allocation guesses after post-treatment
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assessments. These were 58 % correct for CBT and 64%
correct for TALL This is within the levels that would be
expected by chance.

Statistical analyses

Hypotheses

Primary hypothesis. It was predicted that the provision
of SRCET added to mse management (TAL) would
improve levels of constructive economic and struc-
tured activity in comparson to cases receiving TAU
alonie.

Secondary hypothesis. We predicted that SRCBT added
o TAU would mprove on secondary outcomes of
symptoms of psychosis, emotional disorder and hope-
lessmess.

We also aimed to explore the differential effect
of therapy in affective and non-affective psvchosis.
Chur trial platform legiimized limited mvestigation of
research questions regarding interactions with diag-
nostic group and centre. However, we understood that
these would be underpowered. These investigations
were undertaken to inform the design of future re-
seardh, for example selection criteria for a larger, multi-
centre RCT for independent replication, extension.

Sumple size and power of the study

The purpose of the study was to condud exploratory
efficacy research on a mew intervention to improve
social recovery in psychosis. The sample sice was
predicated on testing for an effect of SRCBT on activity
with an effect size of around (L6, Sample sizes with a
minimum of 30 in each group would then be sufficient
to detect such an effect with %% power.

Amahysis plan

We first report desciptive statistics for each primary
and secondary outcome at baseline and post-treatment
for the combined study sample, and then the sample
split by diagnosis. These estimates provide the basis
for a provisional estimate of effect size, albett biased by
drop-outs and potential non-random differences at

Primary analyses and significance festing wene
anducted on an imtention-to-treat basis. Following the
protocol, ANOOVA models were used to test the sig-
nificance of differences between the treatment and
control groups. For each ANCOVA, outcome at the
end of treatment (eg hours in structured activity at
post-treatment) was used as the dependent vanable;
allo@mtion to treatment, centre, and diagnosis were
wsed as fived factors; and three key vanables assumed
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o be associated with outcome and predictive of drop-
out were wied as covanates. The covanates were:
baseline outcome (e.g. hours in strudured activity at
baseline); baseline schizotypal symptoms score; and
duration of unemployment. Mon-significant interac-
tons were removed before final testing for main ef
fects. Where initial testing indicated the presence of
an interaction between treatment and diagnosis, we
planned to undertake a series of further ANCOVAs
for each diagnostic group (affective non-affective
psvchosis). These were similar to the whole-group
AMCOVAs but wed allocation to treatment and
location as fixed factors, thus allowing assessment of
treatment effect mdependently of the diagnosis by
treatment interaction. These analyses allow for the
presence of missing outcome data under the assump-
tion that the data are missing at random (MAR), con-
diicnal on the covanates included in the regression
maodel (ie. allocation, schisotypal symptoms, duration
of unemployment, and baseline values of the outcome
wvariables).

Results

Prmary outcome dat (constructive economic
activity) were available for 929% of the recruited sam-
ple. Eighty per cent of the sample completed post-
treatment face-to-face interviews, providing structured
activity and secondary outcome assessments. Cues
tonnaire assessments for secondary outcomes (eg.
BDI, BAIL BHS) were available for aroumd 75% of the
sample. Descriptive statistics for all outcome variables
are given in Table 2 These are broken down by
treatment and diagnostic group at baselne and post-
treatment and derive from data available at post
treatment assessment (e, completers).

Contacts wwith secondary mental health services

There were no differences in the level of support given
1o treated mses and controls at baseline or the number
of contacts available for participants between the two
sites. However, the TAU group recerved more contacts
with secondary mental health services than the treat-
ment group over the course of the trial (mean =11.9,
so0=113 tersus mean =97, sn.=188; t=202, p=
.05). The difference in the mean mumber of contacts

with voluntary services was not significant.

Curfeomes for the combined group (mon-affective and
affective psychosis)

Table 2 shows thatall participants made large improve-
ments in most domains, including adivity and symp-
toms, as a result of both CBT and TAU conditions.
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Table 2. Diescriptive falistics jor primary, sacondary and mediator variables by treatment and disgnosis
Total sample MNaon-affective Affective
TAU CBT TAU CBT TAU CBT
Frimary outcomes
Structured Activity Tl 27.9(192) 0.4 (199) 277 (2000 251 (109) 2RI(18.4) 46 (28.5)
T2 34.4(208) 40,0 (22.8) 31.8(2L3) A71(17.2) FI9E(18.9) 45.4(31.2)
Constructive Economic Tl 10.4(139) 14.8(202) 8.7(133) 103 (73) 13.6(14.7) 6 (321)
Activity
T2 15.6(15%) 19.2(210 11.9(13.6) 14.7(129) 22.4(18.1) 28.6(30.6)
Secondary oulcomes
PAMSS Total Tl 56.0(103) SF.a(118) 58.1(%94) S7.5(10.8) 2 1(11.m S8.0(13.4)
T2 50.4(10.1) 50.5(92) 53.2(83) 503 (82) 44.5(11.3) S0T(11.3)
Beck Hopelessness Tl B.7(58) 8.9(58) B.0(55) 83(55) 10.2(64) 10.206.3)
T2 79(58) 6.4(47) 8.2(59) 4.9(23) T3(59) 9.3(6.6)
Quality of Life Tl G2.7(14.8) 66,8 (14.8) 582 (1L0) &4.1(102) TO7(17.5) TLT(20.5)
T2 725(185) 71 (1400 &7.1(15.0) T2E(123) S18(A.5) 823(15.5)
Rale Functioning Tl 5.6(38) a.6(41) 4.6(29) 5.8(35) TA(48) 8249
T2 7.2(55) S.0(58) &.1(53) 8.3(56) 95(59) 10.5(5.4)
Tertiary oulcomes
SOFAS Tl R.9(79) SLE (%) 47.3(6.8) 5001 (68) 5LE(%1) F.2(12.1)
T2 53.8(123) HLE(94) SLE(1L3) 53.7(92) 58.3(13.3) 56.9(10.1)
CAN MNumber of Mesds Tl 6.9(34) 56(23) 7.1(35) al(24) ad(32) 49(2.2)
T2 55(25) 53(18) 6.2(23) 55(18) 4.1(23) 50(L%
Beck Depression Tl 22 6(138) 21.1(13%) 21.4(144) 17.9(11L3) 24.7(12.8) 27 0(16.5)
T2 14.4(127) 13.6(108) 14.3(1L5) 11.3(75) 14.7 (14.9) 17.2(14.0)
Beck Arniety Tl 17.0(118) 16.9(135) lag (130 14.8(128) 17.7(2.8) 2L1(14.5)
T2 13.2(105) 13.0(128) 12.3(97) 1L&(1L%) 14.7 (12.0) 15.3(14.8)

TAL, Treatment as usual; CBT, cognitive behaviour therapy ; PANSS, Positive and Negative Syndrome Scale; SOFAS,
Social and Cecupational Functioning Assessment Scale; CAN, Camberwell Assessment of Needs; T, baseline assesament;

T2, post-treatment (% months ).
WValues given as mean (standard deviation).

There were no mam effects of CBT treatment for any of
the outcome varables. There were, however, strong
trends suggesting treatment by diagnosis interac-
tons for PAMNSS [F(1,69 =399, p=005] and CAN
[F(1,69) =327, p=008]. There were no main effects of
centre, or centre by diagnosis interactons for any of
the outcome variables in the combined group.

Non-affective psychosis group

The mon-affective group consisted of 50 cases (23
treatment, 27 controls) for whom 43 post-treatment
assessments were available. Descripive results are
reported in Table 2 Table 3 shows the results of sig-
nificance testing for the man outaome variables n the
noneaffective subgroup. The ANCOWVAS for the non-
affective psychosis group showed sigmficant benefits
for treatment (CBT) on constructive economic activity,
structured activity, and PANSS; and trends for im-
provements m hopelessness, mstrumental role func-
tioning, and mumber of unmet needs (CAN). There

was also a significant main effect of centre for BHS
scores favouring centre 1 [F1,44)=6.08, p =0.02]; and
significant treatment by centre interactions for stroc-
tured activity and depression. The treatment by centre
mteractions were consistent with a relatively large
treatment effect on actvity favourmg the expert
therapist centre (centre 2). However, effects on de-
pression tended to favour the nom-expert therapist
centre (centre 1).

Affective psychosis group

There were 27 cases in the affective psychosis group
who were predominantly people with bipolar dis
order. The results for mine cases in the treatment
group and 12 in the control group were available post-
treatment. The descnptive statistics m Table 2 show
suggestions of effects favouring CBT on anxiety and
beliefs about self but few ndications of effects on ac-
tivity or other outcomes. However, there were no sig-
nificant effects for treatment or centre on any of the
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Table 3. Reaulis of model esf tnales of reatment gfects within the non-gffective psywchoss group (wsing expecta lon-maxirgzalion

eslimales for missing data)

Main effect (of CBT) Interaction (CBT = centre)
P mary oulcome variables
Structured Activity F(l, 43)=11.73, p =0.001** Hl, 43 =544, p =0.02*
Constructive Economic Activity F(l, #)=6.19, p =002 H1, 43) =079, p=038
Secondary outcome variables
PANS5Tolal F(l, 4)=4.56 p =0.04 F1, 43) =005, p=0582
Cality of Life F(l,4)=1.54, p=022 Fl, 43) =016, p=046%
Instrumental Fole Functoning F(l,44)=3.32, p=10008""* Hl, 43) =059, p=045
Beck Hopelessness Scale F(l, 44)=3.79, p=0064"" H1, 43) =350, p =007
Tertiary outcome variables
Beck Diepression Inventory F(l1,43) =003, p=08&7 Fl, 43)=995, p =0.003*
Beck Arxiety Inventory F(1, 44) =0u001, p=0.97 F1, 43)=008, p=078
Social and Occupational Functioning F(l,44)=243, p=013 F1,43)=075, p=039
CAN Mumber of Wesds F(l, #) =29, p=005" H1, 43)=030, p=058

CBT, Cognitive behaviour therapy ; PANSS, Positive and Negative Syndrome Scale ; CAN, Camberwell Assessment of Neads.

*p <005, p<0.0L, ** p <0001, *** p<0.10.

outcome variables. The main observation is of stiking
mmprovements in activity levels for the affective psy-
chosis group in both the treatment and control condi-
tons.

Admissions fo hospital

Ten participants had admissions into hospital during
the trial. Six of these were in the treatment group and
four were in the control group. The average mamber of
days spent in hospital for the whole sample over the
course of the trial was 3.8 (sp. =17.2). In the 6§ months
prior to participating in the trnal there had been 15
admissions in the sample. Seven of these were in the
group allocated to TAU, and eight were in the group
allocated to receive treatment The average number
of days spent in hospital for the whole sample i the
6 months preceding the trial was 5.8 (5.0, =14.4). Thus,
participating in the tral did not seem to have an ad-
verse effect on relapse rates.

Discussion

This trial was designed to refine methods and estimate
the effect size of the wse of SRCBT on the primary
outcome of hours i constructive social activity;
and secondary outcomes of psychotic symptoms,
emotional disorder, and hopelessness. The primary
study comparison provided no clear evidence for the
benefit of CBT on a combined sample of patients
with affective and non-affective psychosis. However, a
planned secondary analysis revealed some evidence
for the potential of CBT to improving constructive
and structured actvity among a more homogeneous

sample of patents with non-affective psychosis with
poor soaal outcomes relatively early mn the course of
disorder.

The indications of benefits for the cognitive be-
havioural mtervention in non-affective psychosis are
promising but require replication in a large multi-
centre trial. These gams were large and clinically
meaningful. There was an average gain of 12h per
week in structured activity for CBT in comparnison to
4 h for TAU in the non-affective psychosis group. This
was achieved in association with clinicall y meaningful
and significant improvements in symptoms and hope-
lessness. The affective psychosis cases (mamly bipolar
disorder) also showed large gains in both symptoms
and activity but as this ooccurred in both treatment and
comtrol groups, it is likely tobe the result of a response
o TAU conditions and possibly the placebo effect of
being mvolved i a tral.

The study provided a relativel y strict evaluation of
efficacy as large improvements also oocurred in the
control group on most of the target variables of out
come, inchading activity, symptoms and depression.
These gams were unexpected as we had deliberately
recruited a group of patients who had stable poor
social outcome at recruttment and may be the result of
a good response to the TAU provided. The affective
psvchosis group made particularly large gains in ac-
tivity and depression in both comtrol and treatment
conditions. As cases in the affective and non-affective
pavchosis groups were well matched on clinical and
social factors, the differences observed between these
two groups are unlikely to be due to vanables such
as duration of either illness or unemployment. The
findings may be more consistent with our recemt
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observations, and those of others, that bipolar disorder
mses respond rapidly and with good social recovery
outcomes 0 early intervention services compared
with non-affective psychosis (Macmillan ef al. 2007).

It was certainly the case that there was an active
treatment factor m the TAU condibon. All cases were
in receipt of active treatment from secondary mental
health teams. In both centres the control group re-
ived more than 20 contacts from these teams owver
the course of the trial, with some interventions aiming
o improve socal recovery and also providing genenc
mse management. Informal observatons also sug-
gested that involvement in the therapy trial may have
acted as a catalyst for those providing TAU to focus
attention on the social recovery needs of cases in both
the therapy and control groups. Furthermore, in-
volvement in the trial assessment procedures for all
mses provided several sessions of discussing, review-
img and monitoring social and symptomatic outcomes
that may have had a beneficial effect It s therefore
important to imterpret the impact of the study in terms
of the effect size of providing an addibonal focused
mgnitive behavioural intervention over and above a
good existing community mental health service.

Improvements in emotional disorder could be taken
as support for the cognitive model underpinning the
ntervention, which focused on deliberately fostering
positive self-esteem and hope while working towards
adopting new social activities. The aim of the study
was also to develop an imtervention that deliberately
Imked mmprovements in meanmgful achvities with
improvements in psychological wellbeing and self-
esteemn, while also managmg risk of sensiivity to
stress. In this regard it is important to note that there
was mo indication of any womsening of psychotic
symptoms, as has been observed n other studies
Hogarty ef al. 1974, 1997). Indeed, the fndings sug-
gest that symptoms improved. Chimical observations
by therapists suggested the need to take particular
are regarding initial increases in social anxiety symp-
toms associated with mwvolvement o new achvities.
However, there was no sigmficant increase m anxiety
symptoms over the course of the nterention. We in-
tend to explore the association between changes in
emotional and psychological variables and changes in
activity in future mediational analyses.

This study has highlighted that it was possible for
s managers to provide hope and 0 manage many
aspects of cognitive therapy work associated with
SRCET, within their existing case management style
of work and skill base. However, there were sugges-
tons thatthose therapists m the trial who had recerved
more formal prior traiming (mainly in centre 1) ac-
hieved stronger effects, especially on activity. Super-
vision discussions and analysis of case-notes suggest
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that these differences may have ansen from those
therapists who had less formal traming in CBT feeling
less confident about using more structured active be-
havioural nterventions, particularly in cases where
assisting people to engage n new activities may lead
to short-term increases in araety. At the present time,
trained CBT therapists may be best placed to deliver
the behavioural experiment aspects of this inber-
vention, with dgorous levels of adherence and com-
petence. However, this study clearly shows that case
managers can deltver an intervention that accrues
many sgnificant benefits (particularly m terms of m-
creasing hope); and that it may be possible to develop
specific programmes of fraining focusing on improv-
ing their skills to apply the imtervention in day-to-day
practice at some stage in the future.

The results of this study need to be regarded with
caution and as indicative of an effect size useful for
researchers undertaking further research. The study
was designed to be exploratory rather than confirma-
tory and ladks power. The results for the non-affective
group are therefore suggestive, and those for the af
fective group are too small o warrant any formal
conclusion. The study has been useful in indicating
that the key outcome assessments are sensifive to
change and, mn the case of achvity assessment, are
relatively mmdependent of other dimensions of out
come. The results also ndicate the possible promise of
undertaking further research on what seems to be a
highly feasible intervention to improve act vity in non-
affective psychosis. A further large-scale tnal of this
type of mtervention s warranted.
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Appendix B - Consent Email from Dr David Fowler to use ISREP Data

From: Joanne Hodgekins (MED - Staff) [J.Hodgekins@uea.ac.uk]
Sent: 05 June 2018 12:02

To: David Fowler

Cc: Clio Berry

Subject: ISREP Possible Selves data

Hi David
Hope you are well

As per our previous discussions, | am supervising a Trainee who is planning to look at the ISREP possible selves data for her ClinPsyD thesis. The planned research

questions are:

Does SRT have an impact on possible selves? This can be broken down into 4 elements:

1. Do possible selves become more balanced after SRT compared to control?

2 Does optimism about achieving hoped for possible selves increase after SRT compared to control?

3. Does enmeshment with mental illness in feared possible selves decrease after SRT compared to control?
4 Does the descriptive richness of possible selves increase after SRT compared to control?

If a change in possible selves is found after SRT compared to control, a secondary research question would be:

Does change in possible selves mediate (explain) the relationship between SRT and positive functional outcomes?

As formal custodian of the ISREP data, would you be happy for her to go ahead with this? I've also copied Clio into this email as | thought she might be interested in

being involved in some capacity too.

Many thanks

Jo

From: David Fowler <D.Fowler@sussex.ac.uk=

Sent: 05 June 2018 13:20

To: ¢ b <C.Berry@sussex.ac.uk>

Cc: Joanne Hodgekins (MED - Staff) <J.Hodgekins@uea.ac.uk>
Subject: Re: ISREP Possible Selves data

Hi

Of course looks a great idea.

Thanks

David
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Appendix C - Possible Selves Inventory (PSI) Measure

Possible Selves Questionnaire

Who will you be in the future? Each of us has some image or picture of what we will be like and
what we want to avoid being like in the future.

Hoped-for Possible Selves

Think about what you would ideally like to be doing in the future.

# |n the lines below, write what you hope you will be like and what you hope to be doing
in the future.

& |n the space next to each hoped-for self, mark NO (X) if you are not currently working
an that goal or doing something about that hoped-for self and mark YES (X] if you are
currently doing something to get to that hoped-for self.

* [For each hoped-for self that you marked YES, use the space to the right to write what
you are doing to attain that goal.

Am | am doing If yes,
| hope to be... something to be | What | am doing now to be that way in the
that way future?
NO YES

For each hoped-for self rate the following:

& How much does this describe you now?

*  How much will this describe you in the future

*  How much would you like this to describe you?
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Expected Possible Selves
Think about what you expect to be doing in the future.

& |n the lines below, write what you expect you will be like and what you expect to be

doing in the future.

* n the space next to each expected self, mark NO (X) if vou are not currently working on
that goal or doing something about that expectation and mark YES (X) if you are
currently doing something to get to that expected self.

= [For each expected self that you marked YES, use the space to the right to write what

wou are doing to attain that goal.

Am | am doing If yes,
| expect to be... something to be | What | am doing now to be that way in the
that way future?
NO YES

For each expected self rate the following:

=  How much does this describe you now?

=  How much will this describe you in the future

*  How much would you like this to describe you?

0=not at all, 1 = a little, 2 = somewhat, 3 = guite a bit, 4 = very much
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Feared Possible Selves

In addition to expectations and expected goals, we all have images or pictures of what we
don't want to be like; what we don't want to do or want to avoid being. First, think a minute
about ways you would not like to be in the future - things you are cancernad about ar want to
avoid being like.

* \Write those concerns or feared possible selves in the lines below.

* |n the space next to each concern or feared self, mark NO (X) if you are not currently
working on avoiding that concern or to-be-avoided self and mark YES (X) if you are
currently doing something so this will not happen in the future.

* For each concern or feared self that you marked YES, use the space at the end of each
line to write what you are doing to reduce the chances that this will describe you in the
future. Use the first space for the first concern, the second space for the second
concern and so on.

Am | am doing If yes,
| fear.. something to ‘What | am doing now to NOT be that way
avoid this? in the future?
NO YES

For each feared self rate the following:

* How much does this describe you now?
* How much will this describe you in the future
. How much would you like this to describe you?

0= not at all, 1 =a little, 2 = somewhat, 3 = guite a bit, 4 = very much'
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Appendix D — The Journal of Mental Health Author Guidelines
Instructions for authors

Thank you for choosing to submit your paper to us. These instructions will ensure we have
everything required so your paper can move through peer review, production and publication
smoothly. Please take the time to read and follow them as closely as possible, as doing so will
ensure your paper matches the journal’s requirements.

For general guidance on every stage of the publication process, please visit our Author
Services website.

For editing support, including translation and language polishing, explore our Editing
Services website

This journal uses ScholarOne Manuscripts (previously Manuscript Central) to peer review
manuscript submissions. Please read the guide for ScholarOne authors before making a
submission. Complete guidelines for preparing and submitting your manuscript to this journal
are provided below.

Contents
. About the Journal
. Peer Review
. Preparing Your Paper
o Structure
o Word Limits
o Style Guidelines
o Formatting and Templates
o References
o Checklist
. Using Third-Party Material
. Submitting Your Paper
. Data Sharing Policy
. Publication Charges
. Copyright Options
. Complying with Funding Agencies
. Open Access
. My Authored Works
. Reprints

About the Journal

Journal of Mental Health is an international, peer-reviewed journal publishing high-quality,
original research. Please see the journal's Aims & Scope for information about its focus and
peer-review policy.
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Please note that this journal only publishes manuscripts in English.

Journal of Mental Health accepts the following types of article: Original Article, Review
Article, Research and Evaluation, Book Review, Web Review.

Book Reviews All books for reviewing should be sent directly to Martin Guha, Book
Reviews Editor, Information Services & Systems, Institute of Psychiatry, KCL, De Crespigny
Park, PO Box 18, London, SE5 8AF

Peer Review

Taylor & Francis is committed to peer-review integrity and upholding the highest standards
of review. Once your paper has been assessed for suitability by the editor, it will then be
double blind peer reviewed by independent, anonymous expert referees. Find out more about
what to expect during peer review and read our guidance on publishing ethics.

Preparing Your Paper
Structure

Your paper should be compiled in the following order: title page; abstract; keywords; main
text introduction, materials and methods, results, discussion; acknowledgments; declaration
of interest statement; references; appendices (as appropriate); table(s) with caption(s) (on
individual pages); figures; figure captions (as a list).

Word Limits
Please include a word count for your paper.

The total word count for Review Articles should be no more than 6000 words. All other
articles should be no more than a total of 4000 words. We do not include the abstract, tables
and references in this word count. Manuscripts are limited to a maximum of 4 tables and 2
figures.

Style Guidelines

Please refer to these quick style guidelines when preparing your paper, rather than any
published articles or a sample copy.

Any spelling style is acceptable so long as it is consistent within the manuscript.

Please use double quotation marks, except where “a quotation is ‘within’ a quotation”. Please
note that long quotations should be indented without quotation marks.

Formatting and Templates

Papers may be submitted in Word format. Figures should be saved separately from the text.
To assist you in preparing your paper, we provide formatting template(s).
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Word templates are available for this journal. Please save the template to your hard drive,
ready for use.

If you are not able to use the template via the links (or if you have any other template queries)
please contact us here.

References

Please use this reference guide when preparing your paper.
An EndNote output style is also available to assist you.
Taylor & Francis Editing Services

To help you improve your manuscript and prepare it for submission, Taylor & Francis
provides a range of editing services. Choose from options such as English Language Editing,
which will ensure that your article is free of spelling and grammar errors, Translation, and
Artwork Preparation. For more information, including pricing, visit this website.

Checklist: What to Include

1. Author details. All authors of a manuscript should include their full name and
affiliation on the cover page of the manuscript. Where available, please also include ORCiDs
and social media handles (Facebook, Twitter or LinkedIn). One author will need to be
identified as the corresponding author, with their email address normally displayed in the
article PDF (depending on the journal) and the online article. Authors’ affiliations are the
affiliations where the research was conducted. If any of the named co-authors moves
affiliation during the peer-review process, the new affiliation can be given as a footnote.
Please note that no changes to affiliation can be made after your paper is accepted. Read
more on authorship.

2. Should contain a structured abstract of 200 words. Use the following headings:
Background, Aims, Method, Results, Conclusions, Declaration of interest. The declaration of
interest should acknowledge all financial support and any financial relationship that may pose
a conflict of interest. Acknowledgement of individuals should be confined to those who
contributed to the article's intellectual or technical content.

3. You can opt to include a video abstract with your article. Find out how these can help
your work reach a wider audience, and what to think about when filming.

4. Between 3 and 8 keywords. Read making your article more discoverable, including
information on choosing a title and search engine optimization.

5. Funding details. Please supply all details required by your funding and grant-awarding
bodies as follows:

For single agency grants

This work was supported by the [Funding Agency] under Grant [number xxxx].
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For multiple agency grants

This work was supported by the [Funding Agency #1] under Grant [number xxxx]; [Funding
Agency #2] under Grant [number xxxx]; and [Funding Agency #3] under Grant [number
XXXX].

6. Disclosure statement. This is to acknowledge any financial interest or benefit that has
arisen from the direct applications of your research. Further guidance on what is a conflict of
interest and how to disclose it.

7. Data availability statement. If there is a data set associated with the paper, please
provide information about where the data supporting the results or analyses presented in the
paper can be found. Where applicable, this should include the hyperlink, DOI or other
persistent identifier associated with the data set(s). Templates are also available to support
authors.

8. Data deposition. If you choose to share or make the data underlying the study open,
please deposit your data in a recognized data repository prior to or at the time of submission.
You will be asked to provide the DOI, pre-reserved DOI, or other persistent identifier for the
data set.

9. Supplemental online material. Supplemental material can be a video, dataset, fileset,
sound file or anything which supports (and is pertinent to) your paper. We publish
supplemental material online via Figshare. Find out more about supplemental material and
how to submit it with your article.

10. Figures. Figures should be high quality (1200 dpi for line art, 600 dpi for grayscale
and 300 dpi for colour, at the correct size). Figures should be supplied in one of our preferred
file formats: EPS, PS, JPEG, GIF, or Microsoft Word (DOC or DOCX). For information
relating to other file types, please consult our Submission of electronic artwork document.

11.  Tables. Tables should present new information rather than duplicating what is in the
text. Readers should be able to interpret the table without reference to the text. Please supply
editable files.

12. Equations. If you are submitting your manuscript as a Word document, please ensure
that equations are editable. More information about mathematical symbols and equations.

13.  Units. Please use Sl units (non-italicized).
Using Third-Party Material in your Paper

You must obtain the necessary permission to reuse third-party material in your article. The
use of short extracts of text and some other types of material is usually permitted, on a limited
basis, for the purposes of criticism and review without securing formal permission. If you
wish to include any material in your paper for which you do not hold copyright, and which is
not covered by this informal agreement, you will need to obtain written permission from the
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copyright owner prior to submission. More information on requesting permission to
reproduce work(s) under copyright.

Submitting Your Paper

This journal uses ScholarOne Manuscripts to manage the peer-review process. If you haven't
submitted a paper to this journal before, you will need to create an account in ScholarOne.
Please read the guidelines above and then submit your paper in the relevant Author Centre,
where you will find user guides and a helpdesk.

1. When submitting an Original Article or Research and Evaluation, please include a
sentence in the Methods section to confirm that ethical approval has been granted (with the
name of the committee and the reference number) and that participants have given consent
for their data to be used in the research.

2. When submitting a Review, please confirm that your manuscript is a systematic
review and include a statement that researchers have followed the PRISMA guidance. Please
also confirm whether the review protocol has been published on Prospero and provide a date
of registration.

Please note that Journal of Mental Health uses Crossref™ to screen papers for unoriginal
material. By submitting your paper to Journal of Mental Health you are agreeing to
originality checks during the peer-review and production processes.

On acceptance, we recommend that you keep a copy of your Accepted Manuscript. Find out
more about sharing your work.

Data Sharing Policy

This journal applies the Taylor & Francis Basic Data Sharing Policy. Authors are encouraged
to share or make open the data supporting the results or analyses presented in their paper
where this does not violate the protection of human subjects or other valid privacy or security
concerns.

Authors are encouraged to deposit the dataset(s) in a recognized data repository that can mint
a persistent digital identifier, preferably a digital object identifier (DOI) and recognizes a
long-term preservation plan. If you are uncertain about where to deposit your data, please see
this information regarding repositories.

Authors are further encouraged to cite any data sets referenced in the article and provide a
Data Availability Statement.

At the point of submission, you will be asked if there is a data set associated with the paper.
If you reply yes, you will be asked to provide the DOI, pre-registered DOI, hyperlink, or
other persistent identifier associated with the data set(s). If you have selected to provide a
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pre-registered DOI, please be prepared to share the reviewer URL associated with your data
deposit, upon request by reviewers.

Where one or multiple data sets are associated with a manuscript, these are not formally peer
reviewed as a part of the journal submission process. It is the author’s responsibility to ensure
the soundness of data. Any errors in the data rest solely with the producers of the data set(s).

Publication Charges
There are no submission fees, publication fees or page charges for this journal.

Colour figures will be reproduced in colour in your online article free of charge. If it is
necessary for the figures to be reproduced in colour in the print version, a charge will apply.

Charges for colour figures in print are £300 per figure ($400 US Dollars; $500 Australian
Dollars; €350). For more than 4 colour figures, figures 5 and above will be charged at £50 per
figure ($75 US Dollars; $100 Australian Dollars; €65). Depending on your location, these
charges may be subject to local taxes.

Copyright Options

Copyright allows you to protect your original material, and stop others from using your work
without your permission. Taylor & Francis offers a number of different license and reuse
options, including Creative Commons licenses when publishing open access. Read more on
publishing agreements.

Complying with Funding Agencies

We will deposit all National Institutes of Health or Wellcome Trust-funded papers into
PubMedCentral on behalf of authors, meeting the requirements of their respective open
access policies. If this applies to you, please tell our production team when you receive your
article proofs, so we can do this for you. Check funders’ open access policy mandates here.
Find out more about sharing your work.

Open Access

This journal gives authors the option to publish open access via our Open Select publishing
program, making it free to access online immediately on publication. Many funders mandate
publishing your research open access; you can check open access funder policies and
mandates here.

Taylor & Francis Open Select gives you, your institution or funder the option of paying an
article publishing charge (APC) to make an article open access. Please contact
openaccess@tandf.co.uk if you would like to find out more, or go to our Author Services
website.

For more information on license options, embargo periods and APCs for this journal please
go here.
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My Authored Works

On publication, you will be able to view, download and check your article’s metrics
(downloads, citations and Altmetric data) via My Authored Works on Taylor & Francis
Online. This is where you can access every article you have published with us, as well as
your free eprints link, so you can quickly and easily share your work with friends and
colleagues.

We are committed to promoting and increasing the visibility of your article. Here are some
tips and ideas on how you can work with us to promote your research.

Article Reprints

You will be sent a link to order article reprints via your account in our production system. For
enquiries about reprints, please contact the Taylor & Francis Author Services team at
reprints@tandf.co.uk. You can also order print copies of the journal issue in which your
article appears.

Queries
Should you have any queries, please visit our Author Services website or contact us here.

Updated 18-05-2018
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Appendix E - Schizophrenia Research Author Guidelines

Types of papers:

(1) Full-length papers: 4000 words (excluding tables, figures and references). (2) Review
articles upto 5000 words.(3) Letters to the Editors: 600-800 words, 10 references, 1 figure or
table.(4) Special solicited research and/or reviews.(5) Invited comments or hypotheses( Less
than 1000 words).(6) Editorials.(7) Schizophrenia meeting reviews; solicited and/or
submitted.(8) Book reviews. Submission checklist

You can use this list to carry out a final check of your submission before you send it to the
journal for review. Please check the relevant section in this Guide for Authors for more
details.

Ensure that the following items are present:

One author has been designated as the corresponding author with contact details:

 E-mail address

* Full postal address

All necessary files have been uploaded:

Manuscript:

* Include keywords

* All figures (include relevant captions)

« All tables (including titles, description, footnotes)

* Ensure all figure and table citations in the text match the files provided

* Indicate clearly if color should be used for any figures in print

Graphical Abstracts / Highlights files (where applicable)

Supplemental files (where applicable)

Further considerations

» Manuscript has been 'spell checked' and 'grammar checked'

» All references mentioned in the Reference List are cited in the text, and vice versa

* Permission has been obtained for use of copyrighted material from other sources (including
the Internet)

* A competing interests statement is provided, even if the authors have no competing interests
to declare

» Journal policies detailed in this guide have been reviewed

* Referee suggestions and contact details provided, based on journal requirements

For further information, visit our Support Center.

Ethics in publishing

Please see our information pages on Ethics in publishing and Ethical guidelines for journal
publication.

Declaration of interest

All authors must disclose any financial and personal relationships with other people or
organizations that could inappropriately influence (bias) their work. Examples of potential
competing interests include employment, consultancies, stock ownership, honoraria, paid
expert testimony, patent applications/registrations, and grants or other funding. Authors must
disclose any interests in two places: 1. A summary declaration of interest statement in the title
page file (if double-blind) or the manuscript file (if single-blind). If there are no interests to
declare then please state this: 'Declarations of interest: none'. This summary statement will be
ultimately published if the article is accepted. 2. Detailed disclosures as part of a separate
Declaration of Interest form, which forms part of the journal's official records. It is important
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for potential interests to be declared in both places and that the information matches. More
information.

Submission declaration

Submission of an article implies that the work described has not been published previously
(except in the form of an abstract, a published lecture or academic thesis, see '‘Multiple,
redundant or concurrent publication’ for more information), that it is not under consideration
for publication elsewhere, that its publication is approved by all authors and tacitly or
explicitly by the responsible authorities where the work was carried out, and that, if accepted,
it will not be published elsewhere in the same form, in English or in any other language,
including electronically without the written consent of the copyright-holder.

Preprints

Please note that preprints can be shared anywhere at any time, in line with Elsevier's sharing
policy. Sharing your preprints e.g. on a preprint server will not count as prior publication (see
‘Multiple, redundant or concurrent publication' for more information).

Use of inclusive language

Inclusive language acknowledges diversity, conveys respect to all people, is sensitive to
differences, and promotes equal opportunities. Articles should make no assumptions about
the beliefs or commitments of any reader, should contain nothing which might imply that one
individual is superior to another on the grounds of race, sex, culture or any other
characteristic, and should use inclusive language throughout. Authors should ensure that
writing is free from bias, for instance by using 'he or she', ‘his/her' instead of 'he’ or 'his’, and
by making use of job titles that are free of stereotyping (e.g. ‘chairperson’ instead of
‘chairman’ and 'flight attendant' instead of 'stewardess').

Changes to authorship

Authors are expected to consider carefully the list and order of authors before submitting
their manuscript and provide the definitive list of authors at the time of the original
submission. Any addition, deletion or rearrangement of author names in the authorship list
should be made only before the manuscript has been accepted and only if approved by the
journal Editor. To request such a change, the Editor must receive the following from the
corresponding author: (a) the reason for the change in author list and (b) written confirmation
(e-mail, letter) from all authors that they agree with the addition, removal or rearrangement.
In the case of addition or removal of authors, this includes confirmation from the author
being added or removed.

Only in exceptional circumstances will the Editor consider the addition, deletion or
rearrangement of authors after the manuscript has been accepted. While the Editor considers
the request, publication of the manuscript will be suspended. If the manuscript has already
been published in an online issue, any requests approved by the Editor will result in a
corrigendum.

Article transfer service

This journal is part of our Article Transfer Service. This means that if the Editor feels your
article is more suitable in one of our other participating journals, then you may be asked to
consider transferring the article to one of those. If you agree, your article will be transferred
automatically on your behalf with no need to reformat. Please note that your article will be
reviewed again by the new journal. More information.
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Copyright

Upon acceptance of an article, authors will be asked to complete a ‘Journal Publishing
Agreement' (see more information on this). An e-mail will be sent to the corresponding
author confirming receipt of the manuscript together with a 'Journal Publishing Agreement’
form or a link to the online version of this agreement.

Subscribers may reproduce tables of contents or prepare lists of articles including abstracts
for internal circulation within their institutions. Permission of the Publisher is required for
resale or distribution outside the institution and for all other derivative works, including
compilations and translations. If excerpts from other copyrighted works are included, the
author(s) must obtain written permission from the copyright owners and credit the source(s)
in the article. Elsevier has preprinted forms for use by authors in these cases.

For gold open access articles: Upon acceptance of an article, authors will be asked to
complete an 'Exclusive License Agreement' (more information). Permitted third party reuse
of gold open access articles is determined by the author's choice of user license.

Author rights
As an author you (or your employer or institution) have certain rights to reuse your work.
More information.

Role of the funding source

You are requested to identify who provided financial support for the conduct of the research
and/or preparation of the article and to briefly describe the role of the sponsor(s), if any, in
study design; in the collection, analysis and interpretation of data; in the writing of the report;
and in the decision to submit the article for publication. If the funding source(s) had no such
involvement then this should be stated.

Open access

Please visit our Open Access page from the Journal Homepage for more information.
Language (usage and editing services)

Please write your text in good English (American or British usage is accepted, but not a
mixture of these). Authors who feel their English language manuscript may require editing to
eliminate possible grammatical or spelling errors and to conform to correct scientific English
may wish to use the English Language Editing service available from Elsevier's Author
Services.

Submission

Our online submission system guides you stepwise through the process of entering your
article details and uploading your files. The system converts your article files to a single PDF
file used in the peer-review process. Editable files (e.g., Word, LaTeX) are required to
typeset your article for final publication. All correspondence, including notification of the
Editor's decision and requests for revision, is sent by e-mail.

Referees

Please submit the names and institutional e-mail addresses of several potential referees. For
more details, visit our Support site. Note that the editor retains the sole right to decide
whether or not the suggested reviewers are used.

Use of word processing software
It is important that the file be saved in the native format of the word processor used. The text
should be in single-column format. Keep the layout of the text as simple as possible. Most
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formatting codes will be removed and replaced on processing the article. In particular, do not
use the word processor's options to justify text or to hyphenate words. However, do use bold
face, italics, subscripts, superscripts etc. When preparing tables, if you are using a table grid,
use only one grid for each individual table and not a grid for each row. If no grid is used, use
tabs, not spaces, to align columns. The electronic text should be prepared in a way very
similar to that of conventional manuscripts (see also the Guide to Publishing with Elsevier).
Note that source files of figures, tables and text graphics will be required whether or not you
embed your figures in the text. See also the section on Electronic artwork.

To avoid unnecessary errors you are strongly advised to use the 'spell-check’ and ‘grammar-
check'’ functions of your word processor.

Article structure

Subdivision - numbered sections

Divide your article into clearly defined and numbered sections. Subsections should be
numbered 1.1 (then 1.1.1, 1.1.2, ...), 1.2, etc. (the abstract is not included in section
numbering). Use this numbering also for internal cross-referencing: do not just refer to 'the
text'. Any subsection may be given a brief heading. Each heading should appear on its own
separate line.

Introduction
State the objectives of the work and provide an adequate background, avoiding a detailed
literature survey or a summary of the results.

Material and methods

Provide sufficient details to allow the work to be reproduced by an independent researcher.
Methods that are already published should be summarized, and indicated by a reference. If
quoting directly from a previously published method, use quotation marks and also cite the
source. Any modifications to existing methods should also be described.

Theory/calculation

A Theory section should extend, not repeat, the background to the article already dealt with
in the Introduction and lay the foundation for further work. In contrast, a Calculation section
represents a practical development from a theoretical basis.

Results
Results should be clear and concise.

Discussion

This should explore the significance of the results of the work, not repeat them. A combined
Results and Discussion section is often appropriate. Avoid extensive citations and discussion
of published literature.

Conclusions
The main conclusions of the study may be presented in a short Conclusions section, which
may stand alone or form a subsection of a Discussion or Results and Discussion section.

Appendices
If there is more than one appendix, they should be identified as A, B, etc. Formulae and
equations in appendices should be given separate numbering: Eq. (A.1), Eq. (A.2), etc.; ina
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subsequent appendix, Eg. (B.1) and so on. Similarly for tables and figures: Table A.1; Fig.
A.l, etc.

Vitae

Submit a short (maximum 100 words) biography of each author, along with a passport-type
photograph accompanying the other figures. Please provide the biography in an editable
format (e.g. Word), not in PDF format.

Essential title page information

» Title. Concise and informative. Titles are often used in information-retrieval systems. Avoid
abbreviations and formulae where possible.

 Author names and affiliations. Please clearly indicate the given name(s) and family name(s)
of each author and check that all names are accurately spelled. You can add your name
between parentheses in your own script behind the English transliteration. Present the
authors' affiliation addresses (where the actual work was done) below the names. Indicate all
affiliations with a lower-case superscript letter immediately after the author's name and in
front of the appropriate address. Provide the full postal address of each affiliation, including
the country name and, if available, the e-mail address of each author.

* Corresponding author. Clearly indicate who will handle correspondence at all stages of
refereeing and publication, also post-publication. This responsibility includes answering any
future queries about Methodology and Materials. Ensure that the e-mail address is given and
that contact details are kept up to date by the corresponding author.

* Present/permanent address. If an author has moved since the work described in the article
was done, or was visiting at the time, a 'Present address' (or 'Permanent address’) may be
indicated as a footnote to that author's name. The address at which the author actually did the
work must be retained as the main, affiliation address. Superscript Arabic numerals are used
for such footnotes.

Abstract

A concise and factual abstract is required. The abstract should state briefly the purpose of the
research, the principal results and major conclusions. An abstract is often presented
separately from the article, so it must be able to stand alone. For this reason, References
should be avoided, but if essential, then cite the author(s) and year(s). Also, non-standard or
uncommon abbreviations should be avoided, but if essential they must be defined at their first
mention in the abstract itself.

Keywords

Immediately after the abstract, provide a maximum of 6 keywords, using American spelling
and avoiding general and plural terms and multiple concepts (avoid, for example, 'and’, 'of').
Be sparing with abbreviations: only abbreviations firmly established in the field may be
eligible. These keywords will be used for indexing purposes.

Abbreviations

Define abbreviations that are not standard in this field in a footnote to be placed on the first
page of the article. Such abbreviations that are unavoidable in the abstract must be defined at
their first mention there, as well as in the footnote. Ensure consistency of abbreviations
throughout the article.
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Acknowledgements

Collate acknowledgements in a separate section at the end of the article before the references
and do not, therefore, include them on the title page, as a footnote to the title or otherwise.
List here those individuals who provided help during the research (e.g., providing language
help, writing assistance or proof reading the article, etc.).

Math formulae

Please submit math equations as editable text and not as images. Present simple formulae in
line with normal text where possible and use the solidus (/) instead of a horizontal line for
small fractional terms, e.g., X/Y. In principle, variables are to be presented in italics. Powers
of e are often more conveniently denoted by exp. Number consecutively any equations that
have to be displayed separately from the text (if referred to explicitly in the text).

Footnotes

Footnotes should be used sparingly. Number them consecutively throughout the article. Many
word processors can build footnotes into the text, and this feature may be used. Otherwise,
please indicate the position of footnotes in the text and list the footnotes themselves
separately at the end of the article. Do not include footnotes in the Reference list.

Artwork

Electronic artwork

General points

» Make sure you use uniform lettering and sizing of your original artwork.

* Embed the used fonts if the application provides that option.

* Aim to use the following fonts in your illustrations: Arial, Courier, Times New Roman,
Symbol, or use fonts that look similar.

» Number the illustrations according to their sequence in the text.

* Use a logical naming convention for your artwork files.

* Provide captions to illustrations separately.

* Size the illustrations close to the desired dimensions of the published version.

* Submit each illustration as a separate file.

* Ensure that color images are accessible to all, including those with impaired color vision.
A detailed guide on electronic artwork is available.

You are urged to visit this site; some excerpts from the detailed information are given here.
Formats

If your electronic artwork is created in a Microsoft Office application (Word, PowerPoint,
Excel) then please supply 'as is' in the native document format.

Regardless of the application used other than Microsoft Office, when your electronic artwork
is finalized, please 'Save as' or convert the images to one of the following formats (note the
resolution requirements for line drawings, halftones, and line/halftone combinations given
below):

EPS (or PDF): Vector drawings, embed all used fonts.

TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of 300 dpi.
TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a minimum of
1000 dpi.

TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to a
minimum of 500 dpi.

Please do not:

* Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPQG); these typically
have a low number of pixels and limited set of colors;
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* Supply files that are too low in resolution;
« Submit graphics that are disproportionately large for the content.

Color artwork

Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS (or
PDF), or MS Office files) and with the correct resolution. If, together with your accepted
article, you submit usable color figures then Elsevier will ensure, at no additional charge, that
these figures will appear in color online (e.g., ScienceDirect and other sites) regardless of
whether or not these illustrations are reproduced in color in the printed version. For color
reproduction in print, you will receive information regarding the costs from Elsevier after
receipt of your accepted article. Please indicate your preference for color: in print or online
only. Further information on the preparation of electronic artwork.

Figure captions

Ensure that each illustration has a caption. Supply captions separately, not attached to the
figure. A caption should comprise a brief title (not on the figure itself) and a description of
the illustration. Keep text in the illustrations themselves to a minimum but explain all
symbols and abbreviations used.

Tables

Please submit tables as editable text and not as images. Tables can be placed either next to the
relevant text in the article, or on separate page(s) at the end. Number tables consecutively in
accordance with their appearance in the text and place any table notes below the table body.
Be sparing in the use of tables and ensure that the data presented in them do not duplicate
results described elsewhere in the article. Please avoid using vertical rules and shading in
table cells.

References

Citation in text

Please ensure that every reference cited in the text is also present in the reference list (and
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Appendix F - Possible selves Coding Manual

Possible Selves Coding and Scoring Manual

Overview

The possible selves interview is a clinical interview that collects quantitative and
qualitative data on possible selves, a concept introduced by Markus and Nurius (1986),
defined as “representations of the self in the past and ... the self in the future. They are
different and separable from the current now selves, yet are intimately connected to them”. In
the standard administration of the possible selves interview, it is possible for a total of 9
verbatim descriptions of possible selves to be generated, 3 in each domain of hoped for,
expected and feared. There is no direct request for the informant to be as specific as possible
with their recall of possible selves; instead the selves are extemporaneously described. Each
of the possible selves generated are then rated quantitatively on three questions: “how much
does this describe you now?”, “how much will this describe you in the future?”” and “how
much would you like this to describe you?”. These questions use a 0-4 Likert style rating
system, where 0 represents “not at all” and 4 represents “very much”.

This manual provides a step-by-step overview of the coding process of the data
collected from the possible selves interview?, and is presented in the following order:

1) Coding general domains for each possible self, including personal

development, possessions, emotional/physical wellbeing and interpersonal

relations.
2) Coding specificity of possible selves.
3) Coding enmeshment of possible selves with mental health.
4) Coding balance of hoped and feared possible selves.
5) Coding optimism about achieving hoped for possible selves.

See Figure 1 for a diagrammatic overview.

Al examples of possible selves provided in this manual are fictitious and have been made for demonstration

purposes only.
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Hoped-for Expectedf Fearedf

Self-1 description.| Self-1 description | Self-1 description
1. Describe now? (0-4) 1. Describe now? (0-4) 1. Describe now? (0-4)
2. Describe future? (0-4)* 2. Describe future? (0-4) 2. future? (0-4)
3. Like to describe? (0-4) 3. Like to describe? (0-4) 3. Like to deseribe? (0-4)

Self-2 description| Self-2 description | Self-2 description.|
1. Describe now? (0-4) 1. Describe now? (0-4) 1. Describe now? (0-4)
2. Describe future? (0-4)* 2. Describe future? (0-4) 2. Describe future? (0-4)
3. Like to deseribe? (0-4) 3. Like to describe? (0-4) 3. Like to describe? (0-4)

Self-3 description,. Self-3 description,. Self-3 description..
1. Describe now? (0-4) 1. Describe now? (0-4) 1. Describe now? (0-4)
2. Describe future? (0-4)* 2. Describe future? (0-4) 2. Describe future? (0-4)
3. Like to deseribe? (0-4) 3. Like to describe? (0-4) 3. Like to describe? (0-4)
*Ratings are totalled, then divided TBalance is coded as present if >50% of expected and feared possible
by number of selves to calculate an selves match on domain and topic of the possible self.
optimism score (between 0-4)

JDomain - Coded as one of four domains: personal development, physical/emotional wellbeing, possessions and
interpersonal relationships.

J-Specificity - Rated against a 0-3 scale (*0° indicates ‘no self’ and °3” indicates ‘specific details’). Ratings are totalled,
then divided by number of selves to caleulate a specificity scores (range 0-3)

JEnmeshment - Rated based on presence of mental health references, by allocating either ‘1’ (enmeshed) or ‘0 (not
enmeshed). Ratings are totalled, then divided by number of selves to calculate an enmeshment proportion (range 0-1).

Figure 1. Diagram summarising the Possible Selves Interview data and details on the coding
of general domain, optimism, balance, specificity and enmeshment.
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Coding possible selves into domains (adapted from Clarke, 2016)

Each possible self will be coded in relation to 4 domains; personal development,

possessions, emotional/physical wellbeing and interpersonal relations.

0 Not Given/None
When the participant is not able to respond with any possible self then it is included in this

group.
If the participant answers in the past or present tense, score O (if there is a clear indication

that they are not talking about the future tense).

1 Personal Development

When the content of the possible self is related to any personal development it is included in
this category. Development can be in any area in which learning or time spent planning or
working is necessary. Personal development is defined as:
e Educational references either occupationally or for personal interests. (E.g. Hobbies,
college/university courses, travel.)
e Occupational references. (E.g. Work, jobs, earning)

e Reference to the development of skills (e.g. learning to drive)

2 Possessions
When the content of the possible self relates to material possessions it is included in this
category. Possessions are defined as the following:

e Ownership/lack of any material object (E.g. Home, car)

e Financial references (E.g. Money, debt)

3 Emotional/Physical Well Being

When the content of the possible self relates to any physical or mental wellbeing it is
included in this category. This includes emotionally related experiences and specific mental
health concerns. This category includes the following:

e Feelings/emotions. (E.g. Being sad, happy, bad, lonely)

e Physical health. (E.g. Physical illness, injuries, severe accidents)

¢ Mental health references* (Incl. Psychotic symptoms, stress, hospitalisation, suicide

excl. alcohol and drugs selves)
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*An additional note should be made when a specific mental health reference is made.
Place a 1’ in the designated column if present or ‘0’ for not present. Score a maximum
of one mental health reference per possible self, even if mental health is referenced more
than once per possible self. See mental health references section below for further detail

on coding.

4 Interpersonal Relations

When the content of the possible self relates to other people it is included in this category. As
well as references to relationships with family and friends this also includes being alone. This
includes the following:

e Family

e Friends

e Spending time with others

Additional information on coding domains:

e Each possible self should only be coded as having one domain. Where two domains
are indicated, choose the first one mentioned.

e When rating the possible selves there should be minimal subjective decision making
on the content of the possible self. Only rate the words, as they are in the possible self.

e If the participants refers to the past or present tense, score 0. There should be a clear
lack of future thought to score 0.

Mental Health References

e An additional note should be made when a specific mental health reference is made
within the possible self, using a 1’ for present and ‘0’ for not present.

e Possible selves that are scored as 0 (e.g. because they are clearly not future-focused)
cannot be scored as having a mental health reference.

e Score a maximum of one mental health references per possible self, even if mental
health is referenced more than once per possible self. The total mental health
references can therefore not be more than 9 per informant (if 3 hoped, expected and
feared possible selves are reported).

e Mental health references may include the specific words ‘psychosis’ or ‘depression’

or any other specific type of mental health problem, but may also include less specific
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references such as ‘hearing voices’, ‘low mood’, ‘relapse’, ‘Sectioned’ and ‘worried’
where these refer to the consequence of mental ill health.

e References to changes to life or identity could also be considered a mental health
reference e.g. “Wanting life to be like before’. When unsure, the context of the
possible self can support in making this decision.

e The number of mental health references must be divided by the total number of

possible selves to provide an average score.

Specificity

This section looks at coding the specificity, or how specific, the possible selves are.
‘Specific’ is defined as being particular, exact, clearly defined or identified, and not vague
(Stevenson, 2010).

0 Not Given
When the participant has not given a response and the possible self is left blank then it is

scored in this domain.

1 General Comment

When the content of the possible self is short, non-descript (does not describe what the
possible self would look like) and lacks any reference to specific people, places, time-frames
or roles.

This includes short comments such as: “at college”, “a relationship”,
“good/part/time/wellpaid job”, “feel better”, “relapse”, “a family/have kids”, “married with

children”, “taking drugs or alcohol”, “stay the same” and “own place”.

2 More Detailed

When the content of the possible self describes what the possible self would look like in a
little bit of detail. Generally more than one or two words would be used and qualifying
characteristics (adjectives) will start to be used, which add detail to the possible self. This
may include details such as colour, number, size and origin etc. General examples include:
“In a loving relationship of mutual respect”, “seeing or hearing things again”, “a three-
bedroomed house”, “full time job at £30,000-£40,000”, “part-time job, something simple to
start with”.
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The possible self will usually have no more than one reference to:
a) Specific people - using names or positions in the family, such as ‘John’, ‘parent(s)’ or
‘Aunt’. Words such as ‘family’ or ‘friend(s)’ do not count as specific people.
b) Specific places or names - using names of cities, institutions or businesses.
c) Explicit use of time-frames - such as ‘in 2 weeks’ or ‘next year’. Ambiguous or
implied time-frame by using terms such as “still” or “again” are not sufficient.
d) Specific roles - such job roles (e.g. ‘nurse’, ‘electrician’) or other roles such as
‘Christian’, ‘DJ’ or ‘footballer’ or ‘mother’.
Examples would be ““a nurse or carer”, which names the job role(s) but no time frame, name
of company, place of work or any other detail.
Other examples include: “be an art teacher”, “live in London”, “6 children”, “finish a PhD in

maths” and “a job next year”.

Overall, the possible self is detailed enough that it does not meet the criteria for a score

of 1 but does not have enough detail to obtain a score of 3.

3 Specific Details

When the content of the possible self contains some detail and describes what the possible
self would look like. The statement must have one or more references to specific people,
places, time-frames or roles (as explained above) OR one reference to specific people, places
and time-frames or roles and other additional details which elaborate further. Examples
include: “job in engineering design with my dad” (reference to role and person) and “I'd like
a job which fulfils my potential something like graphic design” (reference to role with
elaboration on details).

It is not sufficient to have a short 2-3 word possible self with mention one reference to
specific people, time-frames or roles with one qualifying characteristic (adjective), such as
“be a successful DJ”.

Other possible selves that would meet criteria of having specific details include: “working as
a retail assistant at ‘Johnny’s’ place”, “at UEA studying Maths”, “like to help mum/’Jane’
financially”, “More time to do something for myself, for example art or aerobics class” or “I
would like to have my home decorated by interior designers”.

Additional information on coding for specificity

e Specificity scores are to be summed for each participant’s hoped, expected and feared

possible selves, resulting in a minimum score of 0 and a maximum score of 27. The
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specificity score must then be divided by the total number of possible selves given to
provide an average score.

e When rating the possible selves there should be minimal subjective decision making
on the content of the possible self. Only rate the words, as they are in the possible self
(using the guidance above).

e In situations where it is ambiguous or unclear which score is indicated for a possible
self, the “benefit of the doubt” rule should be used. If a possible self is on the
borderline between a score of 2 or 3, a score of 3 should be given if it could be
reasonably considered to meet this specificity score. This decision can be further
indicated where there is sufficient elaboration on a possible self or where the possible
self is lengthier than what is normally seen in the lower coding score.

Enmeshment

Enmeshment scores will be calculated by looking at possible selves conditional on
mental health, as identified by coding with a ‘1’ if present and ‘0’ if not present. Up to 3
possible selves can be generated for each hoped-for, expected and feared selves. A summed
enmeshment score ranging from 0-3 will be given for each hoped-for, expected and feared
selves. This score can be divided by the number of selves given to account for variation in
number of selves given per participant and provide an average score.
Examples that would code 1’ (present) for enmeshment: “Not hear voices again”, “come off
tablets”, “end it all/end my life”, “go to mental hospital”, “feel less anxious/depressed”, “get
well/unwell” and “relapse”.
Examples that would code ‘0’ (not present) for enmeshment: “be happy”, “drug and alcohol
free”, “healthy” or “worry less”, as these cannot be reliably linked to experience of mental
health specifically. Also, comments that appear to stem from the participants psychotic
illness, such as “random acts of violence towards self by unknown persons or organisations”
will not be coded as enmeshed, as they do not meet the definition of enmeshment described

here. Comments clearly linked to physical health will also not be rated as enmeshed.

Balance (adapted from Clarke, 2016)

Once the possible selves are coded into domains, participants will be allocated as

having either ‘balanced’ or ‘non-balanced’ possible selves. Participants will be considered to
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have balanced possible selves if 50% or more of their expected possible selves match the

general domain and topic as the feared possible selves. For example, an expected possible

self might be “I want to be employed” and a feared possible self might be “I will always be

unemployed”.

This coding process is adapted from the procedure detailed by Clarke (2016), using a

percentage rather than a number of possible selves to avoid bias of number of possible selves

reported.

Additional information for coding balance:

If a participant has only given two hoped-for or expected possible selves, then only
one possible self would need to be balanced, as this would count as 50%.

If the person only has one hoped-for or expected possible self listed, then this would
need to be balanced with one of the feared possible selves in order to meet the 50%
cut-off.

A possible self can only be included once in the balance calculation. For example if a
person had two hoped for selves related to swimming, and only one feared self related
to swimming, then the feared self can only be counted against one of the hoped-for
selves.

Hoped-for possible selves will also be coded for balance against feared selves using
the same methodology. This should be explored with caution however, as some
hoped-for selves can have content such as “T hope to win the lottery” which you might
not expect someone to fear if it does not come to pass. Therefore more emphasis may
want to be placed on expected-feared possible selves balance.

In situations where it is ambiguous or unclear whether a possible self is balanced or
unbalanced, the “benefit of the doubt” rule should be implemented. An example of
when this rule may be triggered is where the expected possible self mentions “have a
girlfriend” and the feared possible self mentions “being alone”. While the feared
possible self does not explicitly state “not have a girlfriend”, it is in the same domain
(interpersonal relations) and could be reasonably considered to meet a score of
“balanced”. In contrast, if the feared self mentioned “lose my family”, this would be
in the same domain (interpersonal relations) but could not be reasonably considered to

be related to “have a girlfriend”. Therefore this would be scored as “unbalanced”.
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Optimism

The possible selves interview includes quantitative ratings (on a 0-4 Likert scale) on
the question “How much would you like this to describe you” for each hoped-for self.
Optimism in achieving hoped-for selves will be calculated by looking at these quantitative
ratings. There can be up to three hoped for selves per participant, which will require
calculation of a ‘total optimism score’ between 0 and 12. Total optimism scores will be
divided by the number of hoped for selves given to account for variation in number of selves

given per participant and provide an average score.



POSSIBLE SELVES IN PSYCHOSIS 208

References

Clarke, R. (2016). Possible Selves in First episode Psychosis. A Mixed Methods study.
(Doctoral Thesis). University of East Anglia, Norwich, England.

Markus, H. & Nurius, P. (1986). Possible Selves. American Psychologist, (9), 954.

Morley, S., Davies, C., & Barton, S. (2005). Possible selves in chronic pain: self-pain
enmeshment, adjustment and acceptance. Pain, 115(1/2), 84-94.
doi:10.1016/j.pain.2005.02.021

Stevenson, A. (2010). Oxford dictionary of English. New York, NY : Oxford University

Press, 2010.



POSSIBLE SELVES IN PSYCHOSIS

Appendix G - Coding Manual Version Log

209

Coding Manual Version Log

Version

Date

Author

Changes

19/06/18

J. Lee
J. Hodgekins

Original coding plan for richness written with
support from supervisors.

30/07/2018

J. Lee
L. Remzi
J. Hodgekins

Addition of 4" coding category (now score of 0, 1, 2
AND 3). More specific details added to facilitate
accurate coding of richness, following consultation
with L. Remzi using unrelated data set.

03/08/2018

J. Lee
L. Remzi
J. Hodgekins

Addition of adjectives to coding of richness
following consultation with L. Remzi using
unrelated data set.

21/09/2018

J. Lee

More detail on the use of adjectives, including
examples.

23/11/2018

J. Lee

Move to integrate coding of richness into a full
coding manual for all data. This included adding
coding methods for:

1) General categories of possible selves

2) Balance

3) Optimism

4) Enmeshment.
A move from using the term ‘richness’ to
‘specificity’ to emphasise the nature of the self not
needing to be ‘positive’ (as suggested by definitions
of the word ‘richness’ in dictionaries and research).
Removal of adjectives from coding specificity as
this overcomplicated the coding process.
Addition of using word count as a control measure
for specificity.

25/11/2018

J. Lee
L. Renoult

Addition of corrections recommended by L. Renoult
(as seen in the document from his comments).

Benefit of the doubt rule added for specificity
coding, where there is a very fine line between a
score of 1 and 2 or 2 and 3, to err on the side of a
score of the higher score. For example, “go to
college and learn languages” and “find a job I am
comfortable with, maybe a care role” are considered
borderline between 2 and 3, so 3 was chosen.
Added coding only one domain (first mentioned)

08/02/2019

J. Lee

ISREP data received and coding started, which has
resulted in changes to specificity coding to clarify




POSSIBLE SELVES IN PSYCHOSIS 210

decision making process (where previously this was
more unclear).

- Added more examples of possible selves that
would fit into each category.

- Added a stipulation about using word count
in specificity as a control, whereby If
possible selves have been written in an
abbreviated manner, word count should not
be used.

- Re-added and clarified role of adjectives in
distinguishing between score of 1, 2 and 3.
Appeared valuable in helping to decide
between 2 and 3 specifically. Benefits in
improving inter-rater reliability outweighed
potential complexity.

- Also clarified what is meant by time-frames,
roles and names of people and places in
distinguishing between score of 1, 2 and 3.

- Generally clarified the wording of the
coding.

Changed coding of specificity to be collapsed into
one rating overall rather than a rating for each
domain. This is due to practicality, as the possible
selves in the ISREP data are so short, hardly any fit
into more than one domain.

8 18/04/2019 J. Lee Added final examples clarifying domains of
specificity.

Listed examples of inclusion and exclusion criteria
for coding enmeshment, for added clarity of coding.
Decided to have “mother” as a specific role, due to
its similarities to a job role or role of ‘value’ already
included under this category, such as “musician” or
“Christian”.

Final decision NOT to include that specified time-
frames (such as ‘in 2 weeks’ or ‘next year’) also
include terms such as “still”, which is assumed to
indicate an ongoing time frame. This made the
coding far too complex and felt like it removed the
ability of the coder to be appropriately objective.

Added the “benefit of the doubt” rule for balance
coding, along with examples of when this might be
triggered.

9 09/05/2019 J. Lee Clarity for L. B coding — Removed ‘alternative’
ways of coding and kept the coding specific to my
data quality.
- Removed other measures for specificity
(word count)
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- Removed Additional information on coding
(coding specificity for each domain)

10 16/05/2019 J. Lee Added a diagram to aid understanding for how
possible selves will be coded.

11 03/06/2019 J. Lee Following inter-rater reliability testing of coding

L. Barnes manual against data with L. Barnes. Final

amendments of specificity to tackle common
discrepancies between coding of 2 and 3 — added as
sentence about ‘elaboration’.

12 October 2019 | J. Lee Removed the use of the Likert scale scores on the

FINAL J. Hodgekins | Enmeshment coding. Added the use of the “How

much would you like this to describe you™ question
to the Optimism coding.




