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Therapy for psychosis (CBTp) model
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Ella Guerinc, Ceri Darea, Callam Constantb and Mary Birkena

aDivision of Psychiatry, University College London, London, UK; bResearch and Development, North East London 
NHS Foundation Trust, Goodmayes Hospital, Ilford, UK; cSchool of Health Sciences, University of Nottingham, 
Nottingham, UK

ABSTRACT
Background: Psychological interventions delivered in inpatient settings 
have rarely been coproduced with those who receive them. The aim of 
this study is to outline the coproduction process which led to the devel-
opment of an adapted inpatient intervention underpinned by a Cognitive 
Behaviour Therapy for psychosis model.
Method: Our coproduction group was comprised of experts by experi-
ence, family and carers, multi-disciplinary clinicians, and researchers. The 
group met monthly to develop the intervention and focused on eight key 
areas of the intervention, including therapist values, assessment, formula-
tion, coping strategies, crisis/safety plans, and discharge plans.
Results: The coproduction panel highlighted the importance of flexible 
delivery of the intervention, developing a trusting relationship with the 
therapist, advocacy, prioritising patient safety on the ward, managing the 
impacts of inpatient care, preparing for discharge, and having family, carer 
and community involvement. Challenges of the coproduction process 
included having a pre-existing intervention model that was being 
adapted rather than coproducing a new one, discussing emotionally 
charged issues, and having limited time to coproduce the intervention.
Discussion: Coproduction brought immense value to the development of 
this intervention, ensuring it was culturally competent and suitable for the 
inpatient setting. Further research should be undertaken exploring the 
coproduction process applied to clinical research.
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Introduction

Cognitive Behaviour Therapy for psychosis (CBTp) is the recommended psychological therapy for 
people experiencing psychosis and should be offered to people experiencing a mental health crisis 
(American Psychiatric Association, 2020; National Institute of Health and Care Excellence [NICE],  
2014). Although there has been much debate, there is general consensus that CBTp is helpful in 
supporting people experiencing psychosis (Van der Gaag et al., 2014). It has been offered to different 
populations, including those who experiencing their first episode psychosis and those with more 
long-term difficulties, however it less likely to be offered to people receiving inpatient care and in 
acute crisis (Jacobsen et al., 2018; Van der Gaag et al., 2014). There have been three recent reviews 
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which have examined the usefulness of psychological therapies offered in inpatient settings, which 
have demonstrated limited improvements in patient’s experiences of psychosis, relapse and rehos-
pitalisation (Jacobsen et al., 2018; Paterson et al., 2018; Wood et al., 2020). The reviews demonstrated 
that the research undertaken in this setting was of poor to moderate quality and the interventions 
were not specifically tailored to this setting.

Acute mental health inpatient hospitals provide care for those in significant distress and often at 
high risk towards themselves, others, or from others. The average length of stay is usually about 
a month and patients receive intensive biopsychosocial treatment from a multi-professional team 
aiming to reduce distress and related risk (Royal College of Psychiatrists, 2018). The acute mental 
health inpatient setting is a challenging and restrictive environment and there are many things to 
consider when developing a psychological therapy for patients in this setting. For example, many 
patients are under section of the Mental Health Act (MHA) and have limited leave from the ward, are 
experiencing significant distress, and are being cared for in restrictive environments (Evlat et al.,  
2021). Moreover, it is well-acknowledge that patients from racially minoritised backgrounds, parti-
cularly Black African and Black Caribbean backgrounds, are four times more likely to be compulsorily 
detained under the MHA and are overrepresented in this setting (HM Government, 2018). Therefore, 
it is imperative that any psychological therapy is culturally competent, adapted to be delivered in 
this setting, and aims to prevent future admissions.

Patient and Public Involvement (PPI) in research has become essential to all aspects of research 
delivery with increasing use internationally, including Europe, Australia, the United States and 
Canada (Boote et al., 2015; Fortuna et al., 2021). In many countries, it has rightly become 
a compulsory requirement of any large-scale funded research (INVOLVE, 2018). Common activities 
for PPI within the research process include designing study materials, advising on methods, and 
research management (Blackburn et al., 2018; Boote et al., 2015). It has been demonstrated that PPI 
can improve the quality of the research produced, improve relationships between researchers, 
clinicians and patients, and improve service provision (Blackburn et al., 2018). The National 
Institute of Health Research (NIHR) have also produced standards for PPI in research and they 
emphasise the importance of using a “coproduction” model whereby those with lived experience 
are involved as “co-researchers”, and valued as equal members within the research team (National 
Institute of Health Research, 2021). Coproduction is an involvement approach in its own right and 
has been defined as a process where “researchers, practitioners and the public work together, 
sharing power and responsibility from the start to the end of the project, including the generation 
of knowledge” (INVOLVE, 2018). Coproduction goes beyond traditional PPI and moves towards 
a shared model of power and responsibility for decision making (Boote, Wong & Booth, 2012; 
Fortuna et al., 2021).

Best-practice coproduction guidelines outline five key principles for quality coproduction 
(National Institute of Health Research, 2021). These principles include the sharing of power (the 
research is jointly own and people work together to achieve a joint understanding), including all 
perspectives and skills (making sure the research team includes all those who can make 
a contribution), respecting and valuing the knowledge of all those working together on the research 
(everyone is of equal importance), reciprocity (everybody benefits from working together), and 
building and maintaining relationships (there needs to be joint understanding and consensus and 
clarity over roles and responsibilities). A patient led guideline, produced by the National Survivor 
User Network (NSUN), called the 4Pi document also outlines key coproduction principles including; 
shared principles, a clear purpose, diverse representation, careful planning of processes, and mean-
ingful impact (NSUN, 2013). The value of co-production is clear, and it can increase the quality of the 
research and ensure meaningful outputs are produced. Moreover, coproduction can be particularly 
helpful for intervention development as it can ensure that the intervention is relevant and meeting 
the needs of patients, is deliverable, and useful (Rapaport et al., 2018).

An intervention, underpinned by a CBTp model, specifically focused on supporting inpatient 
patients during crisis was proposed to be developed and evaluated for feasibility and acceptability 
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using a Randomised Controlled Trial (RCT) design following guidance from the Medical Research 
Council (MRC) complex intervention development guidelines (Skivington et al., 2021). An integral 
part of this study was the coproduction of the intervention. This current study aims to outline and 
reflect upon the coproduction process that led to the adaptation of the intervention and help inform 
future coproduction research.

Methodology

Design

This study outlines the coproduction approach used to adapt a crisis-focused intervention under-
pinned by a CBTp model for use in inpatient settings. It describes the process by which the 
coproduction group was formed, what work was undertaken, and reflections. This manuscript 
follows a reflective framework approach for describing a coproduced psychosocial intervention 
utilised in Rapaport et al. (2018). Full Health Research Authority (HRA) and NHS Research Ethics 
Committee (REC) approval was gained for the intervention development process (IRAS ID: 272043; 
20/LO/0137/AM01) and the study was sponsored by University College London (UCL). The feasibility 
Randomised Controlled Trial (RCT) of the coproduced crisis focused CBTp intervention is registered 
on the ISRCTN trial registry (ISRCTN59055607) and the protocol for the study has been published 
(Wood et al., 2022). The development of this manuscript was co-developed by the coproduction 
group.

Coproduction member recruitment

The opportunity to be a member of the coproduction group was advertised through several 
means. For lived experience and carer members, a recruitment leaflet was circulated via the 
McPin Foundation, a charity organisation that increases lived experience expert involvement in 
research, and the Policy Research Unit lived experience working group based at UCL. 
A particular effort was made to recruit members from racially minoritised backgrounds due 
to their over representation in the inpatient setting (HM Government, 2018). Clinician members 
of the group were recruited via LW’s multi-disciplinary professional network and via twitter. 
Emails were sent out to academics at UCL who were asked to disseminate to colleagues who 
may be interested in being in the group. Potential members contacted LW via email or phone 
if they were interested. An informal meeting between LW and individual potential members 
took place to ensure the coproduction group was the right fit and, if it was, they were 
recruited into the coproduction group. During this meeting LW gave and overview of the 
study and the role of the coproduction group. Potential members were asked why they wanted 
to join the group, their hopes, and expectations about joining the group, and any support that 
might be required.

Coproduction team

The coproduction group comprised experts in acute mental health inpatient care. The group 
consisted of two experts by experience, one expert by experience researcher, two carer experts by 
experience, two clinical psychologists (one being the principal investigator of the research trial), one 
occupational therapist, one mental health nurse, and one assistant psychologist/research assistant 
all with experience of inpatient mental health care. Participants’ time to attend the meetings were 
paid, and data usage costs were covered in line with NIHR INVOLVE guidance (National Institute of 
Health Research, 2021).
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Process of coproduction

The intervention development process was underpinned by the Medical Research Council (MRC) 
guidelines on complex intervention development (Skivington et al., 2021). The guidelines outline 
that the first stage is to undertake a review of relevant exsting literature to inform the intervention 
development process. Secondly, an appropriate theory is developed to underpin the intervention. 
Thirdly, the intervention and related outcomes are examined for feasibility and then evaluated. The 
coproduction process contributed to adapting the research and theory into a workable intervention. 
The coproduction group were presented with summaries of relevant research and theory and used 
this information to adapt different aspects of the intervention.

Stage 1 and 2: literature review and first draft

The intervention began its development in January 2020. LW gathered together relevant evidence to 
underpin the intervention development including a systematic review (Wood et al., 2020), relevant 
psychological theory (Brabban et al., 2016; Morrison, 2017), core competency frameworks for work-
ing with people experiencing psychosis (Roth & Pilling, 2012), crisis care (Dass-Brailsford, 2007), and 
acute mental health inpatient care respectively (Wood et al., 2021), three qualitative interviews 
studies (Wood et al., 2018, 2019; Wood et al., 2020), and a Delphi study (Morrison & Barratt, 2010). The 
first author presented plain English summaries of the research to the coproduction group and they 
discussed how the research should be used to inform the intervention development. For example, 
the lead author summarised the CBTp theoretical model and the group decided how this should be 
applied to crisis situations. This process was used to underpin a first draft of the intervention.

Stage 3: coproduction input

The coproduction panel met for seven monthly meetings (August 2020 to February 2021) to develop 
and refine the intervention. All meetings were undertaken on zoom due to the COVID-19 pandemic. 
Each session lasted two hours and would focus on a different area of the intervention development. In 
the initial meeting, the group rules were discussed and collaboratively agreed, which included main-
taining confidentiality, being respectful and understanding of differences of opinions, understanding 
that everyone has equal expertise to bring to the project, and that everyone has an opportunity to 
share their opinions. The group were also presented with the INVOLVE and NSUN coproduction 
principles and discussed how to ensure the principles were adhered to. These were then briefly 
presented at the start of each meeting to remind the group of the principles we were adhering to.

We spent time in the first meeting getting to know one another and discussing how to make the 
meeting a safe space given that coproduction is based on respectful and meaningful relationships. 
This was especially important given the meetings were remote, which can potentially reduce the 
ability to bond and connect. We shared about our experiences and reasons for being in the group 
and would ensure there was some time during each meeting to share and update on how each 
group member was doing.

Each meeting was audio recorded and detailed minutes taken to ensure that information could 
be used to inform the intervention development. The start of meetings would always include 
feedback on how previous group discussions were integrated into the intervention development. 
The meeting discussion topics are outlined in Table 1. At each meeting, the group would discuss one 
or two key topic areas which related to the intervention development. Initially, the group focused on 
the existing research and considered what should be extracted to inform the current intervention. 
On some occasions, the group would be presented with pre-existing resources to guide the sessions, 
for example, an assessment sheet or a safety plan, and discussed if and how such resources should 
be part of the intervention. The group chair (first author) would always ensure that every member 
had an opportunity to share their thoughts and opinions but there was no pressure to speak. All 
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members were offered the opportunity to contact the group chair for additional support or debrief 
outside the meeting.

This coproduction process led to a final intervention protocol being drafted.

Stage 4: final intervention and piloting

The final product was a crisis-focused modularised intervention, underpinned by a CBTp model, 
consisting of approximately six to eight sessions of therapy. The therapy aimed to help people with 
crisis-related goals and support them in managing distress and adverse impacts of being hospita-
lised. The intervention protocol outlines seven modules including: engagement, assessment and 
identifying priorities; formulation of the crisis; stabilisation and safety; coping, self-management and 
problem solving; crisis plans and crisis cards; change strategy work focusing on crisis appraisals and 
safety behaviours; and discharge, relapse planning and recovery toolkits. The first two components 
(engagement, assessment and identifying priorities, and formulating the crisis) are essential compo-
nents of the intervention and the remaining ones are flexible and collaboratively chosen based on 
the patient priorities. The number and length of sessions will be determined by the collaborative 
priorities set by the patient and therapist. The therapy will also include at least one follow-up 
sessions post discharge to ensure support through the discharge process. The intervention includes 
strategies to involve the individual’s network, for example, family sessions, and formulation sharing 
with the multidisciplinary team. Further detail about the intervention can be found in trial protocol 
paper (Wood et al., 2022). The final intervention was deemed acceptable by the coproduction group 
and the protocol was then tested in a Randomised Controlled Trial (RCT) for feasibility and accept-
ability. This is currently ongoing.

Results

The results have been composed based on the coproduction meeting minutes, audio recordings, 
and a coproduction meeting which specifically focused on planning this publication. The key topics 

Table 1. Aspects of the intervention covered and discussion questions.

Topic 1: Values underpinning the intervention and the therapeutic relationship 
What are the important attitudes, values and ways of interacting for staff to have when delivering a talking therapy in inpatient 
care?

Topic 2: Initial assessment session 
The coproduction group were presented with an assessment template. What is important to consider at the assessment 
session(s)?

Topic 3: Intervention priorities 
“What should be the targets/priorities of a talking therapy in an inpatient setting? Should it focus on the current crisis?”

Topic 4: Formulation template 
The coproduction team were presented with a formulation template. They were asked: What do you think of the formulation 
template? Is it clear? Are there any improvements that can be made?

Topic 5: Safety and stabilisation 
What do you think is important for patients to feel safe on the ward?

Topic 6: Coping strategies 
What are other helpful coping strategies that can be done on the ward?

Topic 7: Crisis/safety/discharge planning 
The coproduction group were presented with a crisis/safety plan. They were asked: What do you think of this safety plan? What 
do you think is important to include in a safety plan? 
The coproduction group were presented with a draft discharge plan. They were asked: What do you think of the discharge plan? 
What do you think is important in discharge planning?

Topic 8: Managing difficult thoughts and emotions 
The coproduction group were presented with a summary of key strategies used in Cognitive Behaviour Therapy for psychosis. 
They were asked: What is helpful in managing difficult thoughts and emotions? What has helped you, your loved one or patients 
in the past?

PSYCHOSIS 5



below summarise the groups key reflections on the intervention and were agreed upon by the 
group. The results outline the key adaptations that have been made to the intervention based on 
group discussions and reflections on the coproduction process.

Key topic areas

Topic 1: values underpinning the intervention and the therapeutic relationship
The coproduction group highlighted that the therapist’s values and ability to develop a trusting 
relationship with a patient on the ward was the utmost priority. It was especially important given the 
potentially distressing inpatient environment that the patient would be in.

Personal qualities of the therapist. The therapist should be empathetic, patient, non-judgmental, 
tolerant, honest, transparent, kind, have open and welcoming body language, use lay language, and 
always assume the patients has capacity. The therapists should also have integrity and follow- 
through with any agreed plans as this was not often the case with wider inpatient staff.

Cultural awareness and competence. Therapists should attempt to understand a patient’s perso-
nal cultural, religious, and spiritual beliefs, and enquire about negative experiences such as racism 
and discrimination, within the context of their current crisis to ensure these needs were met. 
Therapists should not make assumptions based on cultural stereotypes and instead should remain 
curious and sensitively enquire about a patient’s culture. Importantly, therapists should lead on this 
as patients may not feel comfortable raising such issues.

Empowerment, flexibility and control. The therapist should ensure that control and decision 
making is given to the patient during the therapy at every opportunity, for example, by letting 
them select what is covered in sessions, identify the goals of therapy, and decide when and where to 
meet, and empower them to make decisions about their wider inpatient care plan. The therapist 
should be flexible in their approach in building the relationship, which can include more informal 
interactions such as, having a cup of tea with the patient, and also be flexible in the delivery of 
therapy, for example, in terms of timing, length, pace, and place.

Location of therapy. There should be opportunities to have therapy sessions outdoors to both 
have some time in nature and have some space from the ward. If this was not possible, it was 
important for the therapist to think carefully about where therapy took place, for example, 
finding a clean, warm, welcoming, light, and private room with comfy chairs and a relaxing 
atmosphere.

Instilling hope and focusing on discharge. Instilling hope that discharge and wider recovery was 
possible was imperative as patients could be at their lowest and most distressed during crisis. This 
could be done through normalising distressing thoughts, feelings and behaviours, offering reassur-
ance that recovery is possible (i.e. that inpatient care is not a “forever” situation), and having 
discharge as a goal of therapy. Working towards discharge will include both direct and indirect 
therapy work to shape the wider care plan. This should be done in collaboration with the patient.

Seeing the person as a whole. Therapists should see the whole person and consider both their 
physical health, mental health, and wider social context (e.g. socioeconomic issues, family and 
community). Thus, therapists should incorporate this whole person focus into all aspects of the 
therapy and work with the team to care plan for these issues.

Family, carer and wider network involvement. With the patient’s consent, family and carers 
should be involved at all stages of the therapy. Although CBTp is seen traditionally as an individual 
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therapy, it was emphasised that family and carers, and relevant people in the patient’s wider network 
should be included in sessions, particularly in meetings when key decisions were being made and 
discharge was being planned.

Continuity of care. The importance of continuity of care, particularly during discharge, was high-
lighted. Therapists should be offering follow-up sessions to provide support through transitions. 
Transitions are a time where patients can feel vulnerable and destabilised, and moving from the 
ward back home can be a very big change.

Topic 2: initial assessment meeting
The group highlighted important considerations when conducting an initial assessment meeting in 
an inpatient setting, in addition to usual assessment processes.

Confidentiality, information sharing and transparency about the therapist’s role within the 
team. As inpatient care is multidisciplinary, it is important for the therapist to be clear about their 
role within the team, what they do (for example, offer talking therapy), do not do (for example, 
prescribe medication), and what information is shared with the team (for example, risk updates). The 
therapist needs to be clear about the limitations of confidentiality, when it will be broken, and be 
honest about this from the beginning. This will allow patient to make informed decisions about what 
they share.

Strengths and values focused. The therapy should always draw on people’s strengths and assume 
that the person has the skills to recover and have their own positive coping strategies. Therapist 
should also ask the patient about strengths they had before the crisis to help connect the patient to 
their previous self.

Enquiring about their experiences of admission and inpatient care. It is important for the 
therapist to explicitly ask patients about their experiences of inpatient care and admission 
(past and present) in the assessment. This includes asking about the positive and negative 
aspects of their care. It was also highlighted that therapists should explicitly acknowledge that 
inpatient care can be (re)traumatising to make the patient feel comfortable about disclosing their 
experiences.

Topic 3: intervention priorities and the goals for talking therapy
The group highlighted that the goal of therapy should be determined by the patient, which 
is in line with CBTp (Morrison, 2017), but did identify potential priority areas. The group 
promoted caution when using the word goals as this might be invalidating to someone in 
crisis.

Managing the current crisis to prevent readmission. The consensus was that therapy should 
generally focus on supporting the patient to manage the current crisis and admission. However, it 
was important to be patient led so if a patient has other priorities, therapy should also focus on this. 
Moreover, the therapist should ask about difficulties leading up to admission including experiences 
of community services and what was working/not working, and experiences of taking anti-psychotic 
medication and their side effects. By addressing these issues, therapists can support a safe discharge 
and hopefully prevent future hospital admissions.

Safety on the ward. Another priority was supporting the patient and family/carers with their 
admission experiences, losing control (due to being in a restrictive setting), and being in 
a traumatising environment. The therapist should prioritise patient safety before moving onto 
other crisis-related goals. The group reflected upon the fact that wards are very de-stabilising, 
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frightening, and isolating. Patients can often witness incidents, for example a restraint, which can 
increase fear. The therapist should be considering a variety of direct (supporting the patient to feel 
safe) and indirect interventions (working with the staff team to make the ward feel safer). Strategies 
such as identifying safe peers or staff members and safety plans were identified as crucial.

Peer support and signposting. Peer support is vital on the ward whether it is informal (i.e from 
fellow patients) or formal (i.e. from a ward or external peer support worker). Thus, the therapist 
should help facilitate access to this support. Signposting to ward activities, and wider outpatient or 
third-sector support was also key. It was important for therapists to have a good knowledge of the 
wide array of ward activities and local services to signpost. For example, housing and financial 
support services, peer support groups, charity groups, and wider community organisations. A list of 
services was described as a helpful way of doing this.

Topic 4: the formulation model
The group were presented with a basic CBTp formulation model informed by Morrison (2017). 
They outlined that value of having a visual map of presenting issues and the importance of 
having paper copies available for patients so they can review it in their own time. The group 
thought it was important for the formulation to map out how the crisis has happened and 
psychological aspects which may have contributed to this (such as difficult experiences, 
thoughts, feelings and behaviours) but also to include a clear section strengths and resources 
too. The group wanted the formulation to have prompting questions on it to help remind 
patients what should go in each box. The group also wanted the patient’s environment, social 
and cultural context, family context, and experiences of inpatient admission as an explicit part of 
the formulation.

Topic 5: coping strategies
The coproduction team identified that coping strategies are crucial to managing a crisis and the 
therapist should have a variety of resources available to share with patients, if required. Any 
strategies used should be collaboratively agreed, meaningful, and in line with the patients’ values. 
Strategies could be for coping with their own mental health or the challenging ward environment. 
Broader well-being strategies were important such as good nutrition, exercise, and a healthy diet. As 
outlined, peer support, linking with wider ward activities, outdoor space and private time were all 
highlighted as important too.

Topic 6: helping people with difficult thoughts and emotions
The group were very clear that a focus on difficult thoughts and some routine CBT cognitive 
strategies may not be possible or a priority for patients in acute distress and these should be 
approached cautiously. A focus on managing emotional distress and behavioural strategies were 
more helpful. The group valued the use of psychological strategies to reduce emotional arousal such 
as grounding, mindfulness, relaxation, and some strategies from the Dialectical Behaviour Therapy 
(DBT) approach such as TIPP and IMPROVE (Linehan, 2015). Other strategies they identified that were 
helpful in reducing emotional distress were art and drawing, prayer and medication, private quiet 
time away from the ward, and going for a walk outdoors.

Topic 7: crisis and safety planning
The group identified that crisis and safety planning should be a part of the intervention and outlined 
several key considerations. Crisis and safety plans are usually utilised to forward plan for when 
someone is at risk of harm to themselves.

Important process issues. Crisis planning should be a collaborative process with the therapist and 
patient working together to develop the plan. The therapist should be careful about the language 
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used, use their clinical judgement about when and how to ask questions, and have a clear rationale 
for its use. The therapist should be careful about their language when suggesting a crisis plan, 
especially when patients do not agree that they are in crisis, and consider other terms such as safety 
plan. Moreover, a new plan should not be started if one has already been developed, instead the 
previous one should be updated to avoid duplication.

Crisis plans for inpatient and home settings. The crisis plan should be suitable for both ward and 
home settings due to the contrasting nature of both contexts. The priority is to develop the ward 
crisis plan to contribute to patients’ safety on the ward. The plan should identify any ward-based 
threats/triggers, whether they would like access to an advocate, and how comfortable they felt 
raising problems with staff. Safety on the ward was highlighted as particularly important to plan for. 
In relation to the home setting, it was imperative for the plan to be adapted to identify threats/ 
triggers in the community that may not be present on the ward. In terms of wider support, it was 
important to ask patients “is there anybody you feel confident you can talk to and trust?” and for 
these people to be identified as contacts. It was also important to review the crisis plan as 
circumstances can change rapidly.

Involving the system. It was important that the crisis plan involved family, carers, and trusted 
members of staff. The crisis plan should outline the support network’s role in supporting the patient 
to manage the crisis and stay well. If a patient did not have a large social network, it was important to 
signpost to different community support groups, such as youth centres, and church groups.

Topic 8: discharge and relapse planning
The group identified that discharge and relapse planning was important to do as part of the therapy 
to prevent readmission, and can be approached early on if this was a priority for the patient. 
A “recovery plan” or “recovery toolkit” may be a more hopeful approach for patients than relapse 
as this had negative connotations. It may be appropriate that these plans build upon any existing 
crisis plans. No matter the type of plan several key sections were highlighted including: a section 
about the patient’s strengths as people may forget their strengths when they are in crisis, list of 
numbers and contacts to call when in a crisis, and a list of places to go when in a crisis.

Group reflections on the coproduction process
There are inherent power imbalances between professionals and people with lived experience and 
although the first author attempted to minimise this at all times it was not possible to fully eliminate 
this due to the context in which the coproduction group was set up, i.e. on a funded study which had 
been already designed by the lead author. This is exemplified by the lead author already having an 
intervention model (CBTp) in place, which the group had to adapt rather than coproducing some-
thing new. Some members found aspects of CBTp less helpful, for example cognitive exercises such 
as thought challenging, but the model itself could not be changed. Instead, we tried our best to 
prioritise emotional and behavioural components and coping strategies within the intervention. The 
group felt that they were able to make positive changes about how the intervention was used by 
therapists, for example, ensuring therapy was culturally competent, that the model prioritised 
managing the impacts of inpatient care itself, and ensuring mind and body were conceptualised 
as a whole and of equal importance in the intervention. The coproduction group valued being told 
from the outset that the CBTp model was not changeable as it meant they knew the restrictions to 
the coproduction process from the beginning.

Another challenge was the limited time the group had to make change. The group met monthly 
for two hours but this sometimes did not feel like enough time to cover all aspects of the interven-
tion. However, our capacity to meet was restricted by study finances that were set prior to the start of 
the study. The group would have liked more flexibility to be more directly involved in the research 
itself by designing intervention resources and undertaking broader research activities, such as 
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recruitment. Nevertheless, the group were able to undertake some additional tasks including 
presenting at a research conference (with those not able to attend contributing to the content of 
the presentation), being involved in peer reviewed publications, undertaking and analysing quali-
tative interview data about patients experiences of the intervention, and contributing to the training 
of the therapists delivering the intervention.

The nature of the study meant that the group were having quite detailed discussions about 
potentially distressing experiences and topics, for example, about previous experiences of inpatient 
care, racism, and discrimination. The group felt that these conversation were well handled due to the 
support, compassion and empathy shown by all group members. The group supported one another 
and checked-in with one another after difficult discussions, which contributed to the group being 
a safe space. This was something the group thought went well throughout the coproduction 
process, which was due to the establishment of meaningful and respectful relationships. Finally, 
another aspect that went well was the regular feedback about how the groups contributions had 
shaped the intervention development. Group members felt valued and that their contributions were 
making meaningful change rather than being tokenistic.

Discussion

This study aimed to give and overview of the coproduction process that was utilised to develop 
a complex psychological intervention for use in acute mental health inpatient settings. The results 
demonstrated the invaluable contributions that the coproduction process made to the development 
of the intervention. It helped shape both the content of the intervention as well as the process of 
delivering the intervention. The group stressed the importance of the therapeutic relationship and 
the therapist’s values as being essential parts of the intervention. The group identified instilling 
hope, seeing the person as a whole, and empowerment as key components which is in line with 
previous patient led literature (Brabban et al., 2016). However, we were also able to identify inpatient 
specific values that were of importance such as focusing on safety, discharge, and continuity of care, 
which has not been identified previously. We were also able to identify more specific relationship 
building competences for inpatient therapists such as being clear on their role within the wider team 
and issues of confidentiality, regularly checking in, and being strengths focused.

The group made important suggestions about ensuring the intervention prioritises the safety of 
the individual on the ward first and foremost, which is an important adaptation for inpatient settings. 
This will likely involve the therapists working with the wider team to achieve this, which is not 
a traditional part of CBTp (Morrison, 2017). Moreover, the group were able to make helpful recom-
mendations about other key aspects of the intervention such as coping strategies, crisis planning 
and discharge planning. This is extremely important as traditionally CBTp interventions have not 
been developed in partnership with those who have lived experience. The group were able to 
identify important values to ensure CBTp was carefully and sensitively delivered and instil hope for 
recovery, some of which were in line with values identified in previous CBTp research (Brabban et al.,  
2016).

There is limited published research outlining the coproduction processes undertaken within 
complex intervention development (Rapaport et al., 2018). Thus, this paper makes an important 
contribution to the literature. Moreover, this paper was co-developed by the coproduction group 
which has been done minimally in previously published research. There were also several strengths 
to the coproduction process outlined in the paper. We followed a rigorous process and were in line 
with the Medical Research Council (MRC) complex intervention development guidelines (Skivington 
et al., 2021), INVOLVE PPI guidelines (National Institute of Health Research, 2021), and NSUN 4-Pi 
guidelines (NSUN, 2013). We strived for the process to be collaborative and for all decisions to be 
made collectively by the group. Our group was also diverse with members from different intersect-
ing sociodemographic backgrounds which enriched the intervention development. We spent time 
building genuine relationships which allowed space for constructive conversations and debate 

10 L. WOOD ET AL.



about key issues. This allowed to group to feel comfortable to share differing opinions which 
enriched the process. As outlined, one limitation was that the group were not able to decide on 
the therapy approach (CBTp) as this had already been decided before the group was formed. This 
meant some key aspects of the intervention were fixed and could not be changed. In the future, it 
would be imperative to have coproduction in place from the outset in order for key research design 
decisions to be coproduced. The online format of the group may have been exclusionary for some 
potential members due to digital poverty. However, efforts were made to ensure people could 
attend by having a dial in option and for participants to be renumerated for data usage (National 
Institute of Health Research, 2021). Finally, the manuscript did not utilise formal qualitative analysis 
methods and rather focused on group reflections. This would have reduced the rigor of the study 
and limited findings. Nevertheless, we followed an already published structure for reflecting on the 
coproduction process and believe the findings in this paper are valuable given the paucity of 
research outlining the applied processes of coproduction.

In conclusion, coproduction was an invaluable process which enriched the development of 
a CBTp informed intervention for inpatient settings. This paper outlines key processes undertaken 
and demonstrates how coproduction can be meaningfully used in complex intervention 
development.

Disclaimer

The research team recognise that the terms and language used in this paper are not universally endorsed. We chose 
terms that were preferred by the coproduction group while also respecting the views of others.

Disclosure statement

No potential conflict of interest was reported by the author(s).
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