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Abstract

Objective: Mental health services are placing a greater em-
phasis on wellbeing and recovery. Services are also prioritizing the
early intervention for people with psychosis in order to support
mental health and to reduce the negative impact on the person’s
life. Positive Psychotherapy is the therapy that directly cultivates
subjective wellbeing and it also aligns with attaining personal re-
covery.

Method: A pilot single case experimental design investigated
the use of Positive Psychotherapy for people with a first episode
of psychosis. Five people (2 males, 3 females) aged between 20
and 47 years, were recruited from the North Dublin Mental Health
Services.

Results: Positive Psychotherapy was found to be an acceptable
therapy with all of the participants completing the intervention.
Some improvements were noted within the daily recording of sub-
jective wellbeing, yet the effect of the intervention was not rep-
licated throughout participants. However, there were differences
in relation to how people with higher and lower levels of distress
experience Positive Psychotherapy. The findings on the standard-
ized wellbeing measures indicate that people recovering from
psychosis can attain subjective wellbeing and to the same level as
that recorded within the general population. There was clearly a
greater drop in participants’ level of distress than an increase in
wellbeing on the standardized measures. It may therefore be that
distress and wellbeing are distinctive constructs. Reliable change
occurred within more people on the clinical measure of distress
than on the wellbeing measures, with clinically significant change
occurring within most participants. All of the participants’ level of
functioning also increased following the intervention. It is recom-
mended for future interventions to align people presenting with
similar levels of: distress, wellbeing and features of psychosis. It is
also suggested to investigate the links or otherwise between the
constructs and the mechanisms underpinning the therapy.

Conclusion: There is initial evidence that Positive Psychother-
apy is beneficial to the mental health of people recovering from
psychosis. This is particularly evident on the standardized clinical
measure of distress and in terms of increasing people’s levels of
functioning. However, further refined research is clearly warrant-
ed.
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Introduction

Mental health services are placing a greater emphasis on
cultivating wellbeing and recovery [29,30]. The majority of
evidenced based interventions within services focus on dys-
function and on reducing peoples’ levels of distress [37]. It
is therefore necessary to create a broader suite of interven-
tions, centring on wellbeing and recovery in order to attain the
changes in policy and to add to the interventions that are cur-
rently delivered. It is recognized that mental health difficulties
and mental health are related, yet separate entities [50]. Thus,
the absence of a mental health difficulty does not equate with
the presence of the optimal levels of mental health [52]. It also
follows that people with severe mental health difficulties or
physical health difficulties can work towards and gain wellbeing
[5,68]. Attaining this level of wellbeing may indirectly assist with
the management of difficulties. Moreover, in line with recovery
principles, living well is more than just the alleviation of distress
[53] and people too are more than a difficulty experienced. It
is also possible for people to psychologically grow from trauma
[23] or difficulties and to gain greater insight (into self and other
people) as well as higher levels of functioning [10].

Positive Psychology is the scientific study of positive: sub-
jective experiences, individual traits and institutions [60]. This
paradigm includes the scientific investigation of wellbeing, and
it sets out the theoretical construct and empirically tested Posi-
tive Psychology Interventions (PPls). The seminal positive psy-
chology intervention [59] was underpinned by the authentic
happiness theory [64], which has since broadened to the PER-
MA model [62]. This theory stipulates that subjective wellbe-
ing can be attained through five processes: positive emotions,
engagement, relationships, meaning and accomplishment. The
original intervention [59] investigated the use of PPIs with the
general population, which was found to increase subjective
wellbeing and to reduce levels of depression. However, the
‘identifying strengths’ and ‘you at your best’ PPIs did not result
in significant changes in wellbeing or depression with time. The
subjective wellbeing results were largely replicated, however
there were some differences noted in relation to the depression
findings [26,44]. A consensus has since emerged that subjective
wellbeing consists of a cognitive evaluation of life satisfaction
in conjunction with high levels of positive affect and low lev-
els of negative affect [20]. There are also advancements with
the emergence of the PERMA profiler [9] which maps onto the
PERMA model and the associated PPIs.

Positive Psychotherapy is the application of PPIs with clini-
cal populations. In contrast to the majority of therapies which
directly centre on what is wrong with people/disorder, dysfunc-
tion and reducing distress. Positive Psychotherapy attends pri-
marily to what is right with people and: to the positives within
people, to the building of resources and to increasing subjec-
tive wellbeing [63]. It therefore directly targets peoples” men-
tal health as opposed to the difficulty. Positive Psychotherapy
is also defined by attending positively to the person’s person-
ality or sense of self by activating character strengths [51] or
enduring traits. Thus, in line with recovery principles people
are facilitated to reclaim one’s authentic sense of self. Positive
Psychotherapy was initially delivered with people with depres-
sion and was found to increase wellbeing whilst reducing de-
pression. However, there was no impact on life satisfaction [65].
Reviews with clinical populations indicate that PPIs increase
indices of wellbeing whilst reducing depression [11,55,56,70].
However, issues were noted in: detailing theories, delivering a

standard intervention and in relation to the measures utilized
[41]. Adapting wellbeing measures to clinical populations was
also questioned [41].

In considering people with psychosis, the Health Service Ex-
ecutive (HSE) [29] is prioritising improving the wellbeing and
recovery of people with a First Episode of Psychosis (FEP) as
well as devising and delivering therapies to prevent relapse.
It is recognized that timely intervention is critical to improving
outcomes [48]. Psychosis is defined by a loss of touch with real-
ity. It encompasses distressing positive and negative symptoms,
which negatively effects peoples’ functioning [35]. The cause of
psychosis remains unknown [54], which impacts on the creation
of comprehensive formulations. One perspective postulates
that psychosis stems from trauma, whereas another viewpoint
stipulates that psychosis is biological. Nevertheless, there is
agreement that psychosis can be drug induced and it can also
present with dementia [12,13]. There is also agreement that
psychosis within mental health services can be effectively man-
aged by offering a combination of: therapies, medications, and
assessment within the multi-disciplinary team [47]. The main
evidenced based individual psychotherapy for psychosis, is CBT,
which is symptom based [47]. The benefit of CBT for psychosis
is moderate, with effect sizes of 0.4 or less [72]. Psychologists
working with people with psychosis have broadened CBT mod-
els to include peoples’ strengths [25,31,36,40]. An approach
which aligns with the assertions of Beck, Himelstein and Grant
(2019) to activate the positive schema of people with psychosis.
However, there remains scope to incorporate Peterson’s per-
sonality assessment [51] into the interventions. It is also intui-
tive to positively work on peoples’ sense of self, considering the
reduction of ego strength that is inherent in psychosis. Addi-
tionally, when people present with psychological vulnerability,
which usually occurs with psychosis, Therapy commences with
the installation of resources prior to the processing of major
trauma or difficulties. This is also reflective of the increasing
emphasis of attending to the functional and social recovery of
people with psychosis [2]. Positive Psychologists therefore do
not focus on the difficulty unless it is raised by the person at-
tending for therapy. However, it is noteworthy that many peo-
ple can experience difficulty in consciously accessing and recall-
ing traumatic events [69].

There is a lack of research regarding the subjective wellbe-
ing of people with psychosis and debate in relation to levels
of wellbeing that can be experienced. There is evidence that
the subjective wellbeing of people with psychosis is reduced
in comparison to people not attending services [8]. Alternative
research finds that people with psychosis can attain similar lev-
els of subjective wellbeing to that within the general popula-
tion [39]. There is added complexity to this topic considering
that positive cognition and an increase in positive affect oc-
curs within certain presentations, for example when people
are presenting with grandiose delusions [27] or during a manic
episode [28]. People can also experience comforting spiritual
visions and voices [14] including during palliative care [4]. Nev-
ertheless, subjective wellbeing is a distinctive construct and
the initial evidence indicates that Positive Psychotherapy with
people with psychosis improves wellbeing whilst simultane-
ously decreasing the distress of psychosis as well as depression
[7,43,57,66]. However, Schrank et al. (2016) did not find signifi-
cant improvements throughout the wellbeing measures [57]. It
is noteworthy that the research interventions to date are small
in scale and differ from each other in terms of: detailing the
theoretical underpinning, the interventions delivered, the for-
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mat of the sessions and participants’ level of distress. There is
also emerging evidence that the use of PPIs is associated with
positive self-cognition [40] which is currently unaccounted for
within the research interventions. This research therefore spe-
cifically investigated the PERMA theory and the associated PPls
as applied to: subjective wellbeing, positive self-cognitions, psy-
chosis and depression. A single case experimental design was
utilized, which can evidence the effect or otherwise of the inter-
vention within a small sample. The therapy was delivered on an
individual basis with people with a FEP attending a secondary
care mental health service. This paper reports on the primary
findings. It was hypothesized that:

1. There would be changes and improvement in: positive
emotion, life satisfaction and positive self-cognitions fol-
lowing the introduction of the PPIs.

2. There would be an increase in the levels of subjective
wellbeing and a decrease in the level of distress on stan-
dardized measures.

Method
Design

A single-case experimental design was utilised [3,33]. This
examines the effect of the intervention at different baselines
and at different points in time [3,33]. This enables change to be
attributed to the intervention rather than to time or to chance.
It is noteworthy that the research intervention was undertak-
en during the Covid 19 pandemic which reduced the external
events occurring within participants’ contexts. The research in-
tervention consisted of: baseline (A), intervention (B), and fol-
low up (C) phases. The baseline phase was at least two weeks in
length so as to ensure that there was sufficient data to increase
the likelihood of observing stability prior to the intervention.

Participants

Participants were recruited within the North Dublin Mental
Health Services. The inclusion criteria included for: (1) people to
have experienced a FEP (2) people to have the capacity to con-
sent to and engage with the intervention and (3) for there to be
scope to improve subjective wellbeing. The exclusion criteria in-
cluded: (1) engaging in another psychological therapy or (2) be-
ing reliant on illegal substances, which would require manage-
ment prior to completing therapy. Seven people were screened,
five of whom consented to participate in the intervention.

Participant Details

Participants differed in terms of levels of distress and recov-
ery. The Psychotic Symptom Rating Scales [76] was utilized dur-
ing the assessment in order to elicit the core features of psy-
chosis in conjunction with the: frequency, intensity and level of
distress.

Participant 1: Matt (25) experienced delusions which were
linked with substance misuse as well as to exposure to traumatic
information whilst working within a legal context. The content
of the delusions reflected information from this context. Matt
gained improvements with his mental health with the medica-
tions Olanzapine (10-15mg), Aripiprazole (5-15mg) as well as
supportive Psychology sessions. At the time of the intervention
Matt: was not experiencing psychosis, was not prescribed medi-
cations and was in recovery. Matt was mainly presenting with a
fear of reoccurrence, which was negatively impacting on func-
tioning. Matt also presented with a history of early life trauma,

some of which Matt was working to fully process.

Participant 2: Tom (31) experienced an episode of psycho-
sis that was precipitated by workplace bullying. This resulted
in Tom taking leave from work for several weeks and changing
departments. Tom’s interpersonal sensitivity could be viewed
as a predisposing factor to the psychosis and it is also notewor-
thy that one of Tom’s siblings experiences psychosis. Tom was
prescribed Aripiprazole (20mg) throughout the intervention.
At the time of the intervention Tom was experiencing negative
self-cognitions and paranoid ideation, which were negatively
impacting on functioning. Tom was within the clinical range of
distress and there was a fluctuation within Tom’s mental health
during interactions.

Participant 3: Celine (47) experienced domestic abuse for
twenty years and decided to end the marriage. This could be
viewed from a spiritual perspective of becoming conscious and
making life changing decisions. Celine also experienced work-
place bullying, which was under investigation. Celine was pre-
scribed Olanzapine (20mg) and Aripiprazole (5mg). The latter
of which was added following the midway point of the inter-
vention. At the time of the intervention Celine was presenting
with ideas of persecution in conjunction with clinical level of
distress. It is noteworthy that Celine linked with the Social Work
department during the intervention in order to set out a plan in
relation to her son receiving additional support from CAMHS.

Participant 4: Iris (20) previously experienced severe bul-
lying within the school context. Iris was under review and did
not complete any other MDT intervention prior to or during the
intervention. At the time of the intervention Iris was hearing
voices and was within the clinical levels of distress. Iris was also
managing continuous academic stressors at college.

Participant 5: Mary (23) experienced a traumatic event with-
in the workplace whereby there was the repeated breaking of
Mary’s psychological and physical boundaries. This resulted in
Mary hearing voices which were linked with this event. Mary
was prescribed Olanzapine (5 mg) throughout the intervention.
At the time of the intervention, Mary was experiencing residual
features of psychosis, with auditory hallucinations occurring at
night. Mary was also experiencing negative cognitions in rela-
tion to other people and presented with clinical levels of dis-
tress.

Individual Daily Measures

Participants recorded responses to the intervention on a
daily measure. Prior to the intervention participants set out
individualized positive self-cognitions which were recorded
throughout the intervention. Participants selected cognitions
that were based on the context of their lives and which were
reflective of attaining personal recovery. The daily measure also
monitored participants’ mental health in terms of:

1. Positive emotion and life satisfaction, which was rated
on a ten point scale from 0 (low) to 10 (high).

2. Positive self-beliefs, which was rated on a ten point scale
from O (not at all) to 10 (totally)

3. Global measures of life satisfaction and self-belief which
were rated on a scale from 0 (disagree) to 10 (strongly)
agree.

Participants also recorded noteworthy events that occurred
within the day. Measures of distress were purposely not includ-
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ed within the measures so as not to have a negative effect on
the cultivation of positive cognition.

Standardized Measures

Brief Symptom Inventory (BSl). [17] This is a fifty-three item
measure of the distress associated with: somatization, obses-
sive compulsive, interpersonal sensitivity, depression, anxiety,
hostility, phobic anxiety, paranoid ideation and psychoticism
and there is also an overall measure of distress. The distress
pertaining to each item is rated on a five point scale ranging
from O (not at all) to 4 (extremely). The inventory has accept-
able psychometric properties with a Cronbach alpha of .96 [73].

Brief Core Schema Scales (BCSS) [21]. This is a twenty-four
item self-report measure of: negative self-beliefs (e.g. | am un-
loved), positive self-beliefs (e.g. | am valuable), negative beliefs
about other people (e.g. other people are hostile) and positive
beliefs about other people (e.g. other people are good). En-
dorsed items are rated on a four-point Likert scale ranging from
(1) believe it slightly to (4) believe it totally. The measure has
good internal consistency with Cronbach alphas of .86, .78, .88
and .88 for each subscale respectfully [21].

The Schizophrenia Change Scale (SCS). This is a twelve-item
subscale of the Comprehensive Psychopathological Rating Scale
[45], which measures features of psychosis including delusions,
commenting voices and perplexity.

Positive and Negative Affect Schedule (PANAS) [71]. This is a
twenty-item measure of positive and negative affect. Each item
is scored on a five point scale ranging from (1) not at all/very
slightly to (5) extremely. Cronbach alphas of .89 and .85 are re-
corded for each subscale respectively [15].

Satisfaction With Life Scale (SWLS) [19]. This is a five item
self-report measure of life satisfaction. Each cognition (e.g. 1 am
satisfied with my life) is rated on a seven point Likert scale rang-
ing from (1) strongly disagree to (7) strongly agree. Previous re-
search records a Cronbach alpha of 0.87 [77].

Table 1: An overview of sessions.

The PERMA profiler questionnaire [9]. This is a twenty-three
item measure of subjective wellbeing within five domains: posi-
tive emotion, engagement, relationships, meaning and accom-
plishment. An overall wellbeing score is also calculated which
includes an item for happiness. Additional subscales measure:
negative emotion, health and loneliness. The questionnaire is
researched within an international context and demonstrates
acceptable reliability with a Cronbach alpha of 0.94 [9].

Qualitative Data

Participants completed a semi-structured interview follow-
ing the intervention. This involved an in-depth evaluation of the
intervention, including the benefits and the adverse effects of
the therapy. The findings of which are detailed elsewhere.

Level of Functioning

Participants’ level of functioning was monitored and record-
ed by the team throughout the intervention.

Intervention

The intervention was based on the original positive psychol-
ogy intervention [59]. The WELLFOCUS intervention [58] was
also reviewed which is specifically designed for people with
psychosis. Table 1 details the intervention which was delivered
weekly on an individual basis by a Clinical Psychologist with
more than twelve years of experience of working with people
with psychosis. A person presenting with a second episode of
psychosis, reviewed and reflected on the intervention prior to
its delivery. Following each onsite session participants signed a
clinical note confirming the delivery of the intervention. Four of
the participants completed the intervention from June 2021 un-
til October 2021. One participant requested for the intervention
to be delivered online as attending onsite was retriggering pre-
vious experiences. This online intervention was facilitated from
June 2021 until January 2022, with the delivery of sessions eight
and nine within the same week.

Session

Practice

Juny

. An overview of Positive Psychotherapy.
Reviewed Seligman'’s theories and Peterson’s research.
Completed the VIA personality assessment.

Acknowledge chosen strengths each day.

N

. Reviewed the ethos of Positive Psychotherapy.
Feedback the results of the personality assessment.
Reviewed top three strengths within Peterson’s framework.
Practiced acknowledging strengths in session.

Acknowledge strengths each day.

w

. Practiced acknowledging strengths within session
Set out a plan to use one strength in a new way.

Use a strength in a new way once between sessions.

4. Reflected on the use of the strength.
Practiced acknowledging strengths within session.
Set out a plan to use another strength in a new way.

Use a strength in a new way once between sessions.

u

. Recall a positive memory of you at your best.
Linked strengths to the memory.
Wrote out the memory and strengths in session.

Remind self of the memory each day between sessions.

6. Reflected on recalling the memory
Repeat of session 5

Repeat of session 5.

7. Practiced three good things (metaphor ‘Pan for gold’) in session.
Identify three good experiences. Reflect on why they are meaningful and note
experiences.

Practice three good things (Panning for gold) each day between sessions.
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8. Repeat of session 7

Repeat of session 7

9. Prepared to deliver a gratitude letter to someone who was particularly kind to
you and whom you never properly thanked.
Note: the person must be alive and it must be a safe and healthy relationship.
Reflected on a specific event that one was thankful for.
Choice to: write a letter or a card.
Choice to: write only or to write and deliver the letter.
Practiced reflecting on and structuring the letter in session.

Write and deliver the letter once between sessions.

10. Reflected on delivering the letter.
Practiced gratitude in session.
Reviewed Positive Psychotherapy.
Set out a plan to continue with practices.

Continue with practices.

Procedure

The research intervention was approved by the Beaumont
Hospital Ethics committee. Participants were subsequently
recruited from the North Dublin Mental Health Services. Fol-
lowing the referrals a Psychologist: contacted potential partici-
pants, screened potential participants, facilitated the consent
process and then completed the: baseline, intervention and fol-
low up stages. It is noteworthy that due to annual leave there
was a three week break during the collection of the follow up
data for Iris. All of the data obtained was deidentified. The re-
search process is detailed in Figure 1.

Recruitment Phase

Preliminary phase
Potential participants met with a psychologist
The research intervention was discussed.
Potential participants were provided with information sheets.
Participants consented to the research intervention.

Participants selected cognitions to align with the intervention

Baseline Phase

= Participants recorded life satisfaction, affect and self-cognitions
within the daily measure

*  The psychologist sent optional daily texts to participants as a
remunder to maintain daily recordings and met with participants
each week to collect the information

=  Standardized measures were completed

=  Participants remained at the baseline phase for at least two weeks.

Intervention Phase
=  Participants completed ten sessions of Positive Psychotherapy.

=  Participants recorded: the use of positive psvchology interventions
hife satisfaction , affect and self-cogmitions within the daily

measure.

=  Following the intervention, participants completed the standardized
measures.

=  Parficipants completed indridual mterviews to evaluate the
intervention

=  There wae at least one month of no contact between the
participants and the paychologist

Follow up Phase
+ Participants recorded: the use of the positive psychology
interventions, life satisfaction, affect and self-copnitions for one
week with the daily measure.
= Following seven days the psychologist met with participants to
collect the recordings.
= Participants completed the standardized measures.

Figure 1: The research process.

Data Analytic Strategy

Visual analysis: Visual analysis is the main method of analy-
sis for single case designs. This enables observation of data vari-
ability, trend, direction and change within variables [75]. There
was limited missing data within the dataset, which was retained

so as not to distort the findings. It is noteworthy that Mary com-
pleted a daily measure until week five. The graphs were adapt-
ed so that each x axis includes the greatest data point recorded
by a participant. The y axis sets out indicators of subjective well-
being and individualized positive self-cognitions.

Statistical Analysis

Tau-U [49] calculates non-overlapping data throughout
phases, and supplemented the visual analysis. A higher level of
non-overlapping data, indicates greater difference in relation to
the data within each phase. This statistical method enables a
correction of baseline trend, which was applied when signifi-
cant trend values were higher than 0.3 [49].

Reliable and clinically significant change.

Reliable and clinically significant change [32] regarding the
scores on the primary clinical measure (BSI) was calculated via
the Leeds reliable index change calculator [46]. Normative data
[17] enabled the calculation of both reliable and clinical change.
The clinical cut off score, in accordance with Bauer et al (2004)
was .61. Reliable change regarding the scores of the PANAS,
SWLS and PERMA measure was calculated utilizing normative
data from the general population, two of which were student
samples. [9,72,74].

Results
Retention Rate

All of the participants completed the therapy. One partici-
pant decided not to complete the follow up process. Mary com-
municated that the therapy was complete and this decision re-
flected Mary re-establishing boundaries.

Table 2: Summary of TAU analysis for positive emotion base-
line v intervention.

Participant Tau SD Tau p-value 85% ClI
Matt -0.2656 0.1517 0.0800 -0.484, -0.047
Tom -0.1713¢ 0.1533 0.2638 -0.392, 0.049

Celine 0.9325 0.1534 0.0000* 0.712,1
Iris -0.0943* 0.1424 0.5080 -0.299,0.111
Mary 0.5655 0.2017 0.0050* 0.275, 0.856

+ Baseline correction *Significant change.

The baselines for Tom and Iris demonstrated significant trend,
which was corrected via the Tau-U statistic. As detailed in (Figure 2), for
most participants there was no immediate change in level of positive
emotion, following the introduction of the intervention. There was evi-
dence of an increasing trend in most cases with time. The change with-
in the dataset was significant for two participants, Celine and Mary.
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Table 3: Summary of TAU analysis for life satisfaction baseline v intervention.

Current life satisfaction

Global life satisfaction

A
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=
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Participant Tau SDTau p-value 85% ClI Tau SD Tau p-value 85% ClI
Matt 0.0429 0.1515 0.7769 -0.175,0.261 0.1757 0.1515 0.2460 -0.042,0.394
Tom -0.2149* 0.1529 0.1600 -0.435, 0.005 0.1035* 0.1529 0.4985 -0.117,0.324

Celine 0.9863 0.1504 0.0000* 0.770, 1 0.9497 0.1504 0.0000* 0.733,1
Iris -0.207¢ 0.1432 0.1484 -0.413, -0.001 -0.0561* 0.1424 0.6933 -0.261, 0.149
Mary 0.2833 0.1952 0.1466 0.002, 0.564 -0.0988 0.2029 0.6264 -0.391, 0.193
+ Baseline correction *Significant change.
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Figure 2: Daily measures of positive emotion, current life satisfaction and global life satisfaction.
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Figure 3: Daily measures of positive cognitions.
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The baselines for Tom and Iris demonstrated significant
trend, which was corrected via the Tau-U statistic. There was
no immediate change in level following the introduction of the
intervention for either current or global life satisfaction. In most
cases there was evidence of an increase in trend with time. The
change within the dataset was significant for Celine.

The baselines for Tom for the first cognition demonstrated
significant trend, which was corrected via the Tau-U statistic.
There was no immediate change in level following the introduc-
tion of the intervention. In most cases there was an increase in
trend in time. The change within the dataset was significant for
two participants, Celine and Mary. In considering the second
cognition, the baselines for Matt, Tom, and Celine demonstrat-
ed significant trend which was corrected via the Tau-U statistic.
There was no immediate change in level of cognition following
the introduction of the intervention. It was clear that there was
a combination of changes in trend within the participants. The
change within the dataset was significant for Celine and Mary,
both of whom demonstrated upwards trends within the data.
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Table 4: Summary of TAU analysis for cognition baseline v intervention.

Cognition 1 Cognition 2
Participant Tau SDTau p-value 85% ClI Tau SDTau p-value 85% Cl
Matt 0.1053 0.1515 0.4871 -0.113, 0.323 0.2491+ 0.1550 0.1079 0.026, 0.472
Tom 0.0149+ 0.1529 0.9223 -0.205, 0.235 -0.0998+ 0.1565 0.5235 -0.325, 0.126
Celine 0.7789 0.1502 0.0000* 0.563, 0.995 0.9083+ 0.1502 0.0000* 0.692,1
Iris -0.1855 0.1492 0.2137 -0.400, 0.029 -0.1410 0.1424 0.3219 -0.346, 0.064
Mary 0.5123 0.2029 0.0115* 0.220, 0.804 0.4815 0.2029 0.0176* 0.189, 0.774
+ Baseline correction *Significant change.
Table 5: Raw scores for the standardized measures.
Matt Tom Celine Iris Mary
Phase Phase Phase Phase Phase

Measure A B C A B C A C A B C A B C
BSI 31 5+ 2 44 6+* 0 78 18+* 15 111 65+ 54 70 28+* -
NBS 1 3 2 1 0 0 3 0 6 5 0 3 2 -
PBS 14 17 20 12 14 14 9 19 23 1 7 6 16 16 -
NBOP 3 6 6 2 0 0 10 12 3 15 11 7 6 7 -
PBOP 15 18 17 7 12 12 7 17 18 6 11 15 16 12 -
SCS 1 1 0 15 2 0 - - 20 13 8 - - -
PA 38 37 38 26 37+ 40 18 32+ 37 28 29 26 42 42 -
PN 10 11 10 22 21 10 35 17+ 11 28 18+ 21 15 19 -
SWLS 20 26 24 18 25+ 25 10 24+ 22 13 20+ 18 26 32 -
PERMA 121 128 134 90 110+ 118 56 107+ 112 77 92 95 118 118 -

Note: BSI: Brief Symptom Inventory; NSB: Negative self-beliefs; PSB: Positive self-beliefs; NBOP: Negative beliefs about other people; PBOP: Positive beliefs about
other people; SCS: The Schizophrenia Change Scale; PA: Positive affect; NA: Negative affect; SWLS: Satisfaction with Life Scale; PERMA: Total PERMA score.

+Reliable change
*Clinically significant change

As detailed in Table 5, reliable change in distress occurred
throughout participants with clinically significant change occur-
ring within three participants. It is noteworthy that Matt was
not within the clinical range prior to the intervention and so
it was not possible to observe clinical change. The majority of
the post intervention positive affect scores were in line with the
mean score of thirty-one reported within the general popula-
tion [15]. The life satisfaction scores were within the average to
extremely satisfied range [18]. These scores are higher than and
on par with the scores previously recorded within people with
a first episode of psychosis [1,38]. The majority of the PERMA
scores are close to the mean of seven that was previously re-
corded within the general population [9]. As detailed above, in
relation to the wellbeing measures, reliable change occurred
for more people on the SWLS.

Levels of Functioning

All of the participants’ level of functioning increased follow-
ing the completion of the intervention. For Matt this involved
beginning new employment which aligned with his third level
education. Tom assumed a role with greater levels of respon-
sibly within the workplace and also reactivated an interest in
a water sport. Celine gained improvements in terms of being
capable of returning to work. Iris continued to manage her
mental health and achieved progress in the management of
college stressors. It was agreed for Iris to complete additional
Psychology sessions in order to continue to work on improve-
ments. Mary began a new relationship, travelled, and gained
new employment, teaching within the community. Three of the
participants attained a higher level of functioning than before

the episode of psychosis. At the follow up phase, four of the five
participants were discharged from Psychology. Matt and Mary
were preparing for an immediate discharge from service. Tom
was completing a planned discharge from service with a Psychi-
atric review occurring every two to three months. Iris and Ce-
line continued to attend the Community Mental Health Team.

Discussion

This research intervention was a preliminary investigation of
the use of Positive Psychotherapy for people who have experi-
enced a FEP. Positive Psychotherapy was found to be an accept-
able therapy, with all of the participants completing the inter-
vention. The daily measures noted some improvements within
the indicators of subjective wellbeing, with significant change
occurring for more participants within positive emotions and
positive self cognitions, than life satisfaction. However, the ef-
fect of the intervention was not replicated throughout partici-
pants. Nevertheless, there were clearly differences in relation
to how people with differing levels of distress experience Posi-
tive Psychotherapy. The findings on the standardized wellbe-
ing measures indicate that people recovering from psychosis
can attain subjective wellbeing and within the range recorded
within the general population. This finding corresponds with
the work of Mankiewicz, Gresswell & Turner, 2013, Agid et al.,
2012 and Ludwig et al., 2020. There was some evidence of reli-
able change within the standardized wellbeing measures, with
this occurring for more people on the satisfaction with life
scale. However, there was greater evidence of reliable change
on the standardized measure of distress, which was observed
throughout participants. Clinical change also emerged within
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the majority of participants. The fact that all of the participants
level of functioning increased following the intervention, adds
to the evidence base that social recovery is attainable follow-
ing an episode of psychosis [22], with three people achieving
higher levels than before the episode of psychosis. This could
be viewed in terms of learned helplessness [61], with people
becoming activated through the use of positive cognition.

In considering the daily measures, an immediate increase in
levels of subjective wellbeing was not observed within partici-
pants following the introduction of the therapy. This can occur
within single case intervention with people changing with time.
Significant change within the daily recordings of positive emo-
tion and positive cognition occurred within two participants.
Significant change regarding life satisfaction emerged within
one participant. Ideally, replication occurs within single case
methods when significant change is observed throughout three
participants. However, there were clearly differences in relation
to how people presenting with differing levels of distress experi-
ence Positive Psychotherapy. Participants presenting with great-
er levels of distress, demonstrated more significant increases
both in the daily and the standardized measures. This cohort
also presented with more scope for improvement prior to the
intervention. Conversely, for the participants presenting with
less intense levels of distress, the benefit was less evidenced by
an increase in level or trend and rather by maintaining stabil-
ity at a certain level. It is noteworthy that the observation of
stability is a key indicator when accessing the mental health of
people presenting with psychosis [42].

In considering the overall results, notable change occurred
for more people on the standardized measures than on the
daily measures. This differs somewhat from a previous CBT
single case research intervention which found change on the
daily measures of distress but no reliable or clinically signifi-
cant change on the standardized measures [67]. It is possible
that the daily measures and the use of positive cognitions may
have been therapeutic as an intervention within itself. Partici-
pants completed a fifty-minute Psychology session each week
during the baseline phase. Participants were thus involved in
a complex interpersonal process that interweaved completing
the standardized measures, collecting the daily diaries within
the context of a therapeutic relationship. Participants were also
motivated to change and were active in setting positive cogni-
tions that aligned with attaining personal recovery. There was
clearly a greater drop in distress than an increase in wellbeing
on the standardized measures. This is an unexpected finding
considering that Positive Psychology postulates that the PPIs
increase wellbeing whilst indirectly reducing distress. It may
be that distress and wellbeing are entirely separate constructs.
Similarly, it was surprising to observe reliable change occurring
for more people on the measure of distress than on the mea-
sure of wellbeing.

It is noteworthy that the findings of this pilot research inter-
vention must be interpreted within the context of the research
limitations. As the first Positive Psychotherapy intervention
within the service, it was offered by the team to all people with
a FEP attending the service. It is therefore representative of
the population. However, the variability within the participants
negatively impacts on the undertaking of realistic between par-
ticipant comparisons. All of the participants presented with
positive symptoms, and so the results are not generalizable to
people with negative symptoms. In considering complications
within the design, there may or may not be issues with contact

during the completion of the diaries and measures at the base-
line phase. A single case experimental design may also require
adapting for people presenting with less levels of distress. This
is considering that observing a change in level is a key criteria
for this method in observing significant change. Additionally, it
is of note that there is a lack of research regarding subjective
wellbeing within clinical populations. This contrasts with the
robust evidence base pertaining to the clinical measure of dis-
tress. Questions remain in relation to the use of general wellbe-
ing measures within clinical populations and to the setting of a
cut off score for subjective wellbeing. Clinical change was there-
fore not investigated on the wellbeing measures. It is notewor-
thy that this is the first known research invention to utilize the
PERMA measure with a clinical population. Whilst this informa-
tion is informative, it presents issues in terms of interpreting
the data in relation to people attending similar services.

In considering future research, it is recommended for re-
searchers to align people with similar levels of wellbeing, dis-
tress as well as features of psychosis. There remains a lack of
clarity in relation to the linking between wellbeing and distress,
and the mechanism of change that is underpinning the therapy.
This could be further explored by future research. In light of
the early stage of the research field it may be beneficial for re-
searchers to remain exploratory in relation to how the process
of therapy may be impacting on people. It is clear that the gen-
eral measures do detect wellbeing within the population, the
use and language of which may facilitate recovery. Such mea-
sures may also be therapeutic as an intervention within itself in
orientating people to attend to resources and to look beyond
the difficulty. This too links with neuroscience and activating
global styles of cognition when peoples’ cognition is narrowly
problem focused [24]. However extensive research is clearly
required in order to justify the use of wellbeing measures in
practice. In light of the results in relation to the changes in dis-
tress, it is suggested for future research to consider adding an
item of distress to the daily measures. Similarly, in response to
the changes in the levels of functioning it is suggested for fu-
ture research to include an item of functioning within the daily
measures and for a standardized measure to be incorporated
into the research.

To conclude this preliminary research intervention evidences
that Positive Psychotherapy is an acceptable therapy for people
recovering from psychosis. Whilst some improvements were
noted within the daily measures, the effect of the intervention
was not replicated throughout participants. However, it was evi-
dent that there were differences in relation to how people with
differing levels of distress experience Positive Psychotherapy.
The results indicate that people recovering from psychosis can
experience subjective wellbeing and within the range that is re-
corded within the general population. There was clearly a great-
er decrease and change in distress than an increase in wellbe-
ing on the standardized measures. It maybe that distress and
wellbeing are separate entities. It was also apparent that each
participant’s levels of functioning increased following the inter-
vention. It is recommended for future research to align people
with the similar levels of wellbeing, distress as well as features
of psychosis. It is also suggested to continue to investigate the
processes that are underpinning Positive Psychotherapy. Fur-
ther research is clearly warranted, which aligns with the health
service objective of improving the mental health, wellbeing and
recovery of people attending our services.
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