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Abstract 

A major challenge for service providers is maintaining the attendance and engagement of 

young people in mental health services as without engagement recovery from mental illness 

is unlikely (Casey et al., 2016).   This makes a focus on service engagement and recovery 

essential on many levels as the social and personal impacts of early psychosis can be 

considerable and far reaching (McGorry, 2015).   Gaining a better understanding of youth 

early psychosis, the experiences of young people attending early psychosis community 

services, and the influences that work to keep them engaged is important for clinical and 

personal recovery, and a global challenge for social work practice.   

This study used a mixed methods methodology to identify the factors that contributed to  

consumers’  decision-making processes of whether or not to attend and engage with a 

community public early psychosis service. In doing so the role of social work in promoting 

autonomy and self-determination, while addressing the social and demographic factors that 

often impact on service engagement and recovery was also considered. The two phases in the 

study were underpinned by self-determination and ecological theory. 

The first phase involved an analysis of five years of data extracted  from the Queensland 

Health Consumer Integrated Mental Health Application  (CIMHA) pertaining to young 

people referred to the Early Psychosis Service on the Gold Coast. The second phase consisted 

of two consumer focus groups which aimed to explore themes that had been identified in the 

first phase as well as to investigate the key findings in more depth.  Results suggested that 

social support, substance use, the therapeutic relationship and the transition period from 

hospital to community service were all influential in impacting on service engagement 

decisions. The findings inform future social work practice in the area of early psychosis, 

allowing interventions to be developed and established to encourage future service attendance 

and engagement in young people with lived experience. 
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Chapter 1 

Introduction 

The engagement of young people in an early psychosis service and the factors that 

influence their attendance is the focus of this thesis. The theory, methods and professional 

role that social workers can deliver to enhance service engagement and ultimately recovery, 

provides an important backdrop within this frame.  

The concept of engagement (the key focus of this thesis), is a difficult and challenging 

notion to define. As others (Doyle et al., 2014; Warnick, Gonzalez, Weersing, Scahill, & 

Woolston, 2012;  Barello, Graffigna, & Vegni, 2012) have found, there is no widely accepted 

definition in the literature to date. This is discussed further in Chapter Three.  For these 

reasons, in the first phase of this study, service attendance will be examined in order to 

capture the concept of engagement.  In the second phase of the study the deeper element of 

engagement (defined as the point at which the consumer perceives the therapeutic 

relationship as a meaningful and genuine partnership (Tetley et al., 2011) is explored.  For the 

purposes of this study, both attendance and engagement will be shown to be crucial elements 

for clients attending early psychosis services. 

In the delivery of mental health community care to young people with early 

psychosis, new approaches have been developed to better assist the young consumer in their 

recovery (McGorry, 2015).  Research has shown that a more targeted approach leads to better 

service engagement, outcome and recovery for those experiencing symptoms of early 

psychosis (Conus et al., 2010).  In particular, established specialised early psychosis services 

both in Australia, and internationally, have been innovative in addressing developmental 

factors and the staging of early psychosis progression.  While the results of these efforts has 

led to better engagement in services and a more successful recovery (Australian Government, 
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2010),  there is still much work to be done to improve engagement and thus recovery for 

young people experiencing symptoms of early psychosis. 

Successful recovery requires engagement in services, particularly following transition 

from hospital care to community care, where the focus on recovery and patient engagement is 

utmost (Tindall, Allott, Simmons, Roberts, & Hamilton, 2018). One of the major problems 

for service providers is maintaining the attendance and engagement of young people, in order 

to enable and encourage their transition to recovery (Casey et al., 2016).   A focus on 

community care and recovery is important on a variety of levels as the personal and social 

impact of early psychosis is considerable and far reaching (McGorry, 2015).  This cost is 

more than just monetary, although the disease burden on society of mental illness is 

substantial (Institute for Health Metrics and Evaluation, 2013).  Furthermore, there is often a 

huge, and damaging cost to the psychological health of families, friends, the community and 

society when attempting to support loved ones in their journey to recovery from mental ill 

health (Australian Institute of Health and Welfare, 2016).  These social and financial factors 

emphasise the need for effective interventions to be developed that address the issue of 

disengagement of youth from mental health services, and in particular, early psychosis 

services, in order for recovery from the disorder to be possible.  Consumer needs and the 

pattern of engagement or disengagement can vary, meaning that services need to take a 

flexible approach to treatment and respond to the particular circumstances of the individual 

involved (Tindall, Simmons, Allott, & Hamilton, 2020). 

Increasingly, recovery has become central in mental health policy worldwide, with a 

welcome shift towards including the participation of consumers in treatment planning, 

intervention and research (Australian Government, 2014).  Until recently, recovery was 

considered more around clinical recovery, which emphasises a reduction or cessation of 

physical symptoms. Increasingly, the importance of personal recovery has become the focus 
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of mental health practice, which is understood as the consumer being able to live a 

meaningful life in the context of their own lived experience of their disorder, whilst 

promoting their own wellbeing, health, resilience and autonomy in order to reach personal 

recovery goals (Australian Government, 2010). 

The importance of human rights for those diagnosed with mental health disorders was 

given more prominence in Australia with the publication of the Burdekin Report (1993). This 

report emphasised the problem of the widespread discrimination experienced by mental 

health consumers who found themselves repeatedly being denied the services and human 

rights to which they were entitled. The report also recommended that families and carers 

should have more support from community mental health services, and more involvement in 

treatment decision making for both consumers and carers (Parliament of Australia, n.d.). 

More recently, human rights and the important role that consumers play in planning and 

making decisions about their own care has become part of Australian health care standards, 

with action plans that require the health organisation to partner with patients to plan and set 

goals regarding patient care (Australian Commission on Safety and Quality in Healthcare, 

2019). 

Partnering with consumers requires a multidisciplinary approach where each team 

member has professional competencies that comprise a well organised health care team. The 

traditional role for social work in the team has been one of advocacy, with a focus on 

promoting and ensuring equitable access and distribution of resources, particularly for the 

disadvantaged (International Federation of Social Workers, 2019).  Human rights have been 

at the forefront of social work care with values enshrined in social work’s Code of Ethics 

(Australian Association of Social Workers, 2010). 

Social workers have long advocated for the consumer’s voice to be heard in treatment 

planning (Australian Association of Social Workers, 2012).  The historical skills, values and 
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knowledge that social work has developed and advocated for places the profession in a strong 

position to provide professional leadership in a multi-disciplinary team.  This leadership 

could include encouraging a partnership with consumers, ensuring consumer’s human rights 

are respected, and using methods of engagement which may lead to more person-centred care 

and subsequent recovery from mental ill health. Social workers are traditionally the 

profession that provides services within health and social service organisation and 

departments, encouraging and supporting consumers to attend and engage with these services 

in order to resolve social and personal adversity (Ingram & Smith, 2018). Social workers 

view engagement as the process through which clients become functional and connected to 

their treatment planning and the implementation of interventions.   

The process of engagement is of major importance to social workers as engagement 

provides a pathway by which consumers become involved in their treatment (Australian 

Government, 2010). Many clients report looking for a “friendship” when engaging with 

social workers, and at times may be more likely to see social workers as the profession where 

the client is seen as and treated as an equal, receiving everyday acts of recognition and care, 

rather than more formal procedural interventions and treatment (Beresford, Croft, & 

Adshead, 2008, pp. 1394).   Such an approach has much in common with current consumer 

and recovery focused policy changes that emphasise respect for lived experience, self-

determination and shared decision making in treatment plans (Shea et al., 2006).  

This study examines the attendance and engagement of youth referred to a public 

early psychosis service. The role social workers play in promoting autonomy and self-

determination while addressing the social and demographic factors that so often impact on 

service engagement and recovery is also investigated from a person-centred strengths 

approach. Such approaches assist in fostering hope, competence and autonomy in the young 

person.  These approaches also draw on individual strengths to prepare and encourage the 
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young consumer to re-enter society as a well-functioning member, and offers them a way 

forward by assisting with more broad social concerns. Social workers have an important role 

in the multi-disciplinary team in asserting the social work skills of advocacy and social 

justice to emphasise the need to address issues such as social support, education and 

employment.  All of these factors have been shown to encourage engagement and recovery in 

young consumers.  The underpinning theoretical framework of ecological and self-

determination theory considers the importance of these factors in the process of service 

engagement with young early psychosis consumers. Using this framework in social work 

mental health practice would allow for a consideration of the ecological factors that may  

influence a young person’s motivation to engage with services in the anticipation that 

recovery will follow, and both approaches have robust empirical evidence to back their 

efficacy. The research question that this study seeks to answer is “What factors influence the 

attendance and engagement of young people aged 18-14 years referred to a public early 

psychosis service on the Gold Coast and what does engagement mean to these young 

people”. 

 

A Journey from Practice to Research 

An interest in social work mental health was initially sparked by my passion in social 

work’s historical past in challenging human rights and social justice violations, combined 

with a strong belief that social workers have an important role to play in empowering and 

advocating for consumers in a mental health setting.  My passion in particular for youth 

mental health and early psychosis service engagement began to grow while completing my 

social work placement in an Acute Mental Health Unit on the Gold Coast in Queensland, 

Australia.  During placement I became very aware that, although an international issue, the 
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problem of engaging youth in attending community services was also a major and concerning 

problem on the Gold Coast, where I lived and worked.  

I began to notice, during my time at the hospital, that a large number of young people 

who had been admitted with mental health disorders (such as psychosis) were being 

discharged after a few days or weeks, only to be readmitted weeks later with similar issues 

that did not appear to have been resolved in the community.  Of particular note was that 

youth with early psychosis (often a disorder that can develop rapidly and resolve quickly 

following an incident such as substance use or acute stress), were not engaging in community 

services when their symptoms were less obvious, but were re-presenting as inpatients once 

the disorder became problematic again. Discharge appeared to be happening quickly, with 

little notice or opportunity for clinicians to be able to put into place a treatment plan for the 

consumer’s transition from hospital to community services.    

While the importance of continuity of care from inpatient to community services has 

been well evidenced in health research, particularly in elderly care, there is a distinct paucity 

in the area of mental health.  Transitioning from acute mental health inpatient units to 

community services can be a vulnerable period for young consumers, causing them anxiety 

and exposing them to additional risks, making the management of this time effectively of the 

utmost importance for community service engagement (Tyler, Wright, & Waring, 2019).  A 

Danish study sought to identify barriers to continuity of care, and found that a lack of a 

collaboration model, a difference in professional cultures and methods, blocked channels of 

communication and intersectoral differences in economy, management and legislation all 

acted as barriers to continuity of mental health care (Kristensen, Solvhoj, Kusier, & Folker, 

(2019).  Additionally, a systematic review of acute mental health inpatient to community 

transition conducted in the UK found that the most effective interventions for encouraging 

continuity of care were pre and post discharge psychoeducation, medication education, the 
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presence of a transition manager and effective communication between the inpatient and 

outpatient providers (Vigod et al., 2013). 

In the case of the consumers that I was working with, although it was clear that many 

of the young people were not engaging with the community services they had been referred 

to on discharge from the inpatient unit, the reasons why they had not engaged were not clear. 

It was this observed lack of engagement in community services, and the lack of an obvious 

reason for non-engagement, that provided the impetus to explore this crucial topic further.  

As a social worker, I believed what was needed was a more holistic view that addressed the 

issue of disengagement and considered the social and environmental factors that might be 

influencing the young people’s decisions as to whether to connect with the Early Psychosis 

Service.  I reflected on a suitable theoretical practice framework that would enable and 

empower consumers to have autonomy in treatment planning.  I decided to draw upon a 

strengths-based recovery approach together with ecological theory and self-determination 

theory.  This theoretical framework provided a pathway to help promote the consumer’s 

belief that they could, by using supports available to them and engaging with services, 

recover and get back to a well-functioning, satisfying and well lived life. The purpose was to 

encourage agency in consumers by supporting them as experts in their own care and 

supporting the decisions they made about their mental health journey and pathways to 

recovery. Using a person-centred approach meant they would perceive that they had agency 

in their outcomes, rather than feel hopelessness, and they also could see that they were not 

just respected for their lived experience, but also as the experts in their mental health journey. 

While undertaking interventions with the young consumers in the acute unit, it was 

also important to identify and address any barriers that may have been influencing their 

decision of whether or not to engage with the community service. It was clear that these 

barriers to engagement were sometimes difficult to establish but were nonetheless crucial to 
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understand in order for interventions to be developed. I began to read the existing literature, 

and my passion for investigating and discovering how I could assist and facilitate these young 

people to better engage with the community service after hospital discharge began to take 

further shape.  I became keen to determine if the techniques that I used as a social worker 

could be sustained in research in this group. It became clear that the process of engagement is 

the first step that needs to be undertaken if social workers are to partner successfully with this 

group of young people to achieve their recovery. The end point, in partnership with the 

treating team, the consumer, and the carers, is the young person’s engagement with the 

service and subsequent recovery. 

To learn more about the issues involved I felt that it was important to understand the 

social and medical backgrounds of those who were disengaging with services. To start the 

journey, I met with the Gold Coast Peer Workforce Network Group (GCPWNG), whose 

members regularly attended the acute mental health wards, and who had a unique and 

valuable lived experience that I was keen for them to share, as well as to partner with them in 

the study.  Following consultation with the GCPWNG group, the discussion led to the group 

expressing an interest in supporting my study exploring the issue of community service 

attendance and engagement with the Early Psychosis Service following discharge from 

hospital care. It seemed vital to get the GCPWNG groups feedback on why maintaining early 

intervention engagement is so vital to recovery. The ideas that they generously shared with 

me encouraged me to investigate the area, and to seek a partnership with them throughout the 

study, acquiring advice on the research design, ideas about the attendance and engagement of 

young people, and presenting and sharing the results for further elaboration.  In discussions 

with members of the group, it became clear that the process of engagement is perhaps a first 

step that needs to be undertaken if social workers are to work successfully with this young 

group to achieve their recovery.  
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The importance of consumers as experts in their own lives, and the way in which 

personal and social experiences impact on the attendance and ongoing engagement of young 

consumers with a community early psychosis service was a major focus of the study. The 

mixed-method research design was selected to gain an understanding of the person in their 

environment and to ascertain factors that can potentially impact on their attendance and 

engagement with mental health services. If factors influencing service attendance and 

engagement could be accurately identified and acted on, treatments could then be developed 

to ensure the young person’s service engagement, recovery and long-term outlook. Recovery 

is a major goal for both social worker and consumer and has the potential to be achieved once 

a trusting relationship is established. The opportunity then exists to work together to address 

the concerns the consumers have, and identify the early dreams that may have long ago been 

pushed aside. 

For phase one of the study, the demographic and clinical characteristics of young 

consumers referred to the community Early Psychosis Service in the Gold Coast region was 

extracted from the Queensland Health Consumer Integrated Mental Health Application 

(CIMHA) database. This data was scrutinised using ecological theory to assist in identifying  

possible socio-ecological influences on the young consumer’s attendance with the Early 

Psychosis Service.  Led by ongoing meetings with the Gold Coast Peer Workforce Network 

Group (GCPWNG), all of whom are former consumers of Gold Coast Mental Health 

Services, phase two of the study was undertaken and comprised of two focus groups designed 

to explore the nature and experiences of the engagement journey.  The first group comprised 

a small cohort of engaged young service users from the community Gold Coast Early 

Psychosis Service. Following collection and analysis of the quantitative and qualitative data, 

a final meeting with the GCPWNG was organised. The second focus group consisted of 
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members who had personal experiences of the issues under study, enabled a further 

exploration in depth of the data and contributed valuable insights and analysis. 

 
Why is Early Intervention and Engagement so Important? 

Given the importance of engagement in community services, it is paramount that the 

factors that influence the decision of whether to engage promptly with such services are 

identified to enable interventions to be developed that ensure continued participation in 

specialised services. To enhance service provision and continuing engagement with these 

vulnerable youth, it is important to understand what the services provide, the geographical 

catchment area and the environmental context in which young people find themselves, 

making the need for more national and international studies urgent in the area of youth 

engagement with early psychosis services (Casey et al., 2016; Myers, Bhatty, Broussard, & 

Compton, 2017).    

While encouraging and maintaining the continued attendance and engagement of 

young people in early psychosis services leads to better outcomes and well-being for 

consumers in recovery, studies show that attendance drops off for many young people 

(Allard, Lancaster, Clayton, Amos, & Birchwood, 2016; Kim et al., 2018; Lal & Malla, 2015; 

McGorry, Killackey, & Yung, 2008). As such, service disengagement poses a significant 

challenge for these services, making it important for interventions to be developed, and 

implemented, to encourage engagement, and assist recovery (Cotton et al., 2012; Tindall et 

al., 2018).  Disengagement of this kind makes it crucial for further investigation to be 

undertaken into youth attendance to determine and understand the reasons for lack of 

engagement in early psychosis services, together with the role that social workers can play in 

encouraging service engagement, using a self-determination, ecological and recovery 

framework. 
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Contribution to Current Knowledge 

Research has been conducted internationally examining the area of young people and 

early psychosis engagement, and there have also been recent studies in Australia that have 

investigated engagement in early psychosis services (Conus et al., 2010; Stewart, 2013: 

Tindall et al., 2018).  In Australia, these studies of youth engagement in early psychosis 

services have primarily been conducted in Melbourne and Canberra. Orygen, the organisation 

behind the Early Psychosis Prevention and Intervention Centre in Melbourne, offers 

innovative treatment and intervention for early psychosis disorders (Jackson & McGorry, 

2009; Rickwood et al., 2015).  A number of their studies also examined early psychosis 

engagement with consumers of Headspace, a service where the consumers tends to be youth 

with mental health disorders with less severe symptoms, and who voluntarily attend 

(Rickwood et al., 2015).  Many of these studies focussed on individuals who experienced 

symptoms of psychosis and engaged with non-government mental health services.  The 

service investigated in the current study is a public mental health community service.  

A comprehensive study of attendance and engagement of youth in a public 

community early psychosis service within a large catchment area such as the Gold Coast in 

Queensland, Australia, provides a new and significant contribution both to the literature and 

to the practice knowledge base. The Gold Coast is unique in that it comprises a very different, 

often young and transient population to the existing studies conducted in Australia 

(predominantly in Melbourne and Canberra), and in other countries such as the USA and the 

UK (Australian Bureau of Statistics, 2018). It is also an area where to date there has been a 

paucity of studies.  The lack of research concentrating on the Gold Coast is particularly 

scarce.   
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This study provides an innovative component to previous studies with the application 

of a collaborative partnership model involving guidance and partnership by Peer Network 

consumers of Gold Coast Mental Health Services.  The study provides a voice to mental 

health consumers concerning factors that influence consumer engagement with a public 

community mental health early psychosis service. The combination of the theories of self-

determination and ecological theory in the context of a community early psychosis service 

contributes to increased knowledge of youth attendance in services and provides additional 

policy direction concerning the delivery of early psychosis public community service. The 

possible role that social work service provision offers provides potential for the development 

of a range of interventions and considerations to assist with better engagement that will 

encourage youth participation in Early Psychosis. The study provides much needed policy 

direction in the delivery of early psychosis public community services, and further 

contributes to an analysis of the important role that social workers in the area of early 

psychosis service provision can play. 

 
Rationale for the Current Study  

The actual worldwide burden on society of mental and substance use disorders is 

substantial and is higher than that of AIDS/HIV and tuberculosis, transport injuries or 

diabetes (Institute for Health Metrics and Evaluation, 2013). According to data from the 

Global Burden of Diseases, Injuries, and Risk Factors Study 2010, mental and substance use 

disorders account for around 7.4% of the worldwide disease burden, (Institute for Health 

Metrics and Evaluation, 2013). Additionally, the worldwide burden of mental illness is 

estimated to be around one third of total global disability (more than cancer and neo-natal 

illness) when conditions such as personality disorders and self-harm are also taken into 
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account (Vigo, Thornicroft, & Atun, 2016). These findings indicate the importance of 

investigating mental illness and the challenge of service engagement as a matter of urgency. 

In Australia, mental illness has the highest disease burden for those aged 16-24 years, 

with mental ill-health and substance misuse being the leading cause of non-fatal monetary 

burden nationally that results in major impacts on quality of life, life opportunities and 

employment, as well as impacting negatively on the maintenance of relationships and 

community involvement (Australian Institute of Health and Welfare, 2016).  In 2011, the 

mental and substance use disorders burden in Australia accounted for 12.1% of all disease 

burden, coming just behind the prevalence of cancer and cardiovascular disease (Australian 

Institute of Health and Welfare, 2016).  This burden of disease can be disastrous for the 

young people experiencing the disorder as well as for society in general, not only financially 

but because the negative effects spill into the community, affecting friends, family and the 

wider populace (Australian Institute of Health and Welfare, 2016).    

Early and timely access and support from mental health services reduces the 

likelihood of experiencing a relapse over the long term, and the individuals' functioning 

outcome in the future improves significantly (Schimmelmann, Conus, Schacht, McGorry, & 

Lambert, 2006). However, as Lal and Malla (2015) found, service disengagement in the 

mental health system was an enduring clinical challenge, with up to 50% of consumers 

disengaging from their service provider.  

The 2010 Australian Survey of High Impact Psychosis (SHIP) found that the 

estimated treated prevalence for psychotic disorders was 3.5% of the general population - a 

concerning statistic for what can be an overwhelming and enduring mental health disorder 

(Morgan et al., 2012). Furthermore, this estimate is only a percentage of those individuals 

experiencing psychosis, as research has consistently shown that many young people do not 
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access services, and if they do, it is frequently a challenge to ensure their continued 

engagement with that service (Conus et al., 2010).   

The burden of untreated mental illness on health and hospital services and the 

community is high.  Psychosis often develops when a young person is at their most 

vulnerable - when they are forging new relationships, developing a future career plan and 

finding their own identities (Jackson & McGorry, 2009; Lal & Malla, 2015). Important 

developmental factors that are taking place at this time, including the continuing development 

of certain areas of the brain, the forming of social networks and the young person's place in 

those groups, all of which emphasise the importance of  youth based early psychosis 

interventions (Lucksted et al., 2015) . The impact of being diagnosed with a mental disorder 

at this stage of life can cause severe disruption to these life processes and lead to poor 

recovery, long term mental health disability and social disadvantage (Jackson & McGorry, 

2009).   

Identifying the factors that may influence a young person’s decision of whether or not 

to continue to engage with services can be difficult.  While age, gender and ethnic minority 

backgrounds have consistently been associated with treatment disengagement and dropout 

rates  (Casey et al., 2016),  other influences (also reported to impact engagement) include low 

social functioning and isolation (Cotton et al., 2011), alliance with clinician (Rickwood et al., 

2015),  negativity towards the service, that is,  judging that the service cannot help them, and 

substance use disorder (Kim et al., 2018).  

Perceptions by clinicians and consumers as to the stage of service engagement 

reached have been found to differ (Warnick, Gonzalez, Weersing, Scahill, & Woolston, 

2012). Examples include discordant ideas about readiness for discharge, with the client 

considering that treatment goals had been reached while the clinician perceived more 

treatment to be necessary, highlighting the inconsistent perceptions that Warnick et al.’s 
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(2012) found in their study examining youth dropouts in psychotherapy.   A common 

definition for engagement is needed in order to provide a greater understanding of the 

concept in research, and subsequently enable the assistance of the development of future 

interventions which may encourage continued engagement of youth attending mental health 

services, thereby improving their prognosis towards a full recovery. 

 
What is Engagement? 

It is important that both engagement and the shared goal of recovery are discussed and 

perceived in the same way by both clinician and consumer in order for the process to be 

successful.  An understanding of engagement and the consequences for youth of non-

attendance with early psychosis services is important.  This makes identification of the 

factors that may influence young people with a psychotic illness to attend and engage with 

services during their most vulnerable life stage (during adolescence and early adulthood) 

crucial.   Early intervention, attendance, and continued engagement with services has shown 

to be vital in supporting the young person to recover well and go on to lead a good quality of 

life, as well as reducing the burden of disease on health services and the community (Conus 

et al., 2010).  Highlighting areas of concern for service engagement is important to inform 

future social work service provision. 

 
The Current Study  

The aim of this study is to profile the demographic characteristics, clinical outcomes 

and engagement experiences of a cohort of youth experiencing a first episode of early 

psychosis and referred to an early intervention service in the Gold Coast catchment area of 

Australia.  The quantitative phase will involve an extraction of data from the Queensland 

Health Consumer Integrated Mental Health Application database covering a five-year period 

of service provision of 360 young people aged 18-24 years.  The qualitative phase will 



 

16 

comprise two focus groups, one group containing consumers currently engaged with the 

service, and the other group drawn from GCPWNG members. The qualitative phase will 

complement the quantitative phase by confirming and further exploring important findings. 

The study will be underpinned by a theoretical framework comprising of ecological  and self-

determination theory. 

The study provides social workers and other clinicians a better understanding of the 

young people who attend the service, the possible influences that may impact on their 

ongoing attendance with services and the engagement process, in order to inform future 

service provision.  It will also provide a useful conceptual framework for practice. 

Consultation throughout the study with the Gold Coast Consumer Peer Workforce Network 

Group ensured that the study maintained a consumer focus and respected the lived experience 

of those who have encountered mental ill health.  

To date, no studies have been undertaken in the youth early psychosis service 

exploring engagement rates with a Gold Coast cohort.  The population referred to the 

community Early Psychosis Service on the Gold Coast commonly have severe and often 

complicated diagnoses.  This population have been identified as a more challenging cohort 

with regards to encouraging attendance and continued engagement with services.   

 
Why the Gold Coast Service? 

The Gold Coast is a unique area of Australia with a young, transient population with 

many people visiting on both long and short vacations, (including end of senior education 

school leavers celebration over a few weeks attending what is known as “Schoolies”). During 

this time of Schoolies, the population on the Gold Coast soars to over 600,000, and substance 

use (and its associated problems), increases dramatically (Unleashed Travel, 2017). 



 

17 

The Gold Coast has distinct areas of both high socio-economic status and high 

deprivation and disadvantage, (Australian Bureau of Statistics, 2018). Thirty two percent of 

the total population live in an area classed as disadvantaged (Australian Bureau of Statistics, 

2018).  Previous studies have shown that areas with more social disadvantage have higher 

rates of mental ill-health and service disengagement, and are sometimes not serviced to a 

high enough level to support the consumers living in the area (Anderson, Fuhrer, Schmitz, & 

Malla, 2012; Reynolds et al. 2019).  

The Gold Coast has three distinct suburbs where hospitalisation for mental illness is 

above the national average (Australian Bureau of Statistics, 2018).  These findings suggest 

the need for more efficient public community services to support outpatients in the 

community (Gold Coast Primary Health Network, n.d.). This study will identify areas that 

may be under serviced or where particular clusters of consumers are located in order to 

identify the gaps in service provision in those areas. 

Additionally, the Gold Coast has recently recorded a large increase in the prevalence 

of “ICE” use and subsequent drug induced psychosis (Department of the Prime Minister and 

Cabinet, 2015). Furthermore, the 2017 National Wastewater drug monitoring program 

examined illicit drug trace in wastewater. It was found that in South East Queensland, levels 

of methyl amphetamine (a psychoactive substance), had risen fivefold over the last few years 

(Australian Criminal Intelligence Commission, 2017).  This rise in the use of methyl 

amphetamine is in line with an increase in young people experiencing psychosis, and the 

importance of research to urgently inform the implementation of treatment plans to address 

both substance use and psychosis on the Gold Coast.  

Drug induced mental illness place a tremendous strain on medical and mental health 

services in this catchment area, as well as negatively affecting families and the wider 

community. For example, a recent Queensland Government report found that a third of 
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children in state care had parents who regularly used ICE, the use of which impacts not just 

on them but also on family and society in general (Queensland Government, 2017). 

The need for research to inform the further development of future evidence-based treatment 

interventions is important. Young people in this cohort are of a vulnerable age where they 

may be the most likely to harm themselves or others. However, they are also frequently the 

group who can achieve the most effective and long-term recovery from psychosis and mental 

illness (Conus et al., 2010). Identifying and defining this cohort of young people can provide 

great opportunities for program planning and policy making. 

In summary, the service of interest in this study is the community Early Psychosis 

Service on the Gold Coast.  The study involved the active participation of previous 

consumers of Gold Coast Mental Health Services in the development and implementation of 

the research. Consumer involvement provided a consumer-based context for the study and 

enabled a constant critical reflection throughout the process. A theoretical framework 

comprising of self-determination and ecological theory, and the recovery approach, 

underpinned the study. Results will contribute greatly to the knowledge base in Social Work 

mental health practice and provide a useful framework for practice. The findings will 

potentially provide policy direction and allow for the development of a range of interventions 

and considerations that can assist with increased engagement and encouragement of youth 

participation in Early Psychosis programmes.   

This study will also provide a voice for mental health consumers regarding their 

perceptions about the factors that may influence engagement with a public mental health 

early psychosis service.  
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Structure of the Thesis 

The concept of engagement in early psychosis services, and its importance in 

achieving recovery from a mental health disorder is provided in this chapter together with the 

study rationale, aims, and the contribution to the current knowledge base. 

Chapter 2 provides a discussion of models and interventions currently used by 

mental health services to promote engagement with services and recovery from mental 

illness. The Consumer Peer Group movement and a background to the thesis are also 

examined.  

Chapter 3 provides a systematic literature review, examining recent research in the 

field of early psychosis and engagement in various English-speaking countries over the last 

10 years.  This chapter will provide a background to the current study, identify gaps in 

previous research and assist the formation of the research questions and hypotheses for the 

current study.  

Chapter 4 discusses social work’s current role in the field of mental health, and the 

challenges that the profession face in working within multi-disciplinary teams and within the 

Mental Health Act. How formal social work education prepares social work students to work 

in mental health and the importance of biopsychosocial knowledge in order to understand 

symptoms, staging and treatment of psychosis, and engagement decisions. These factors will 

be briefly examined, with a more in-depth investigation in Chapter 9. 

Chapter 5 presents the conceptual framework underpinning the current thesis. The 

theories of self-determination and ecological theory will be explained, including how they 

can be successfully combined to assist further analysis and understanding of the factors that 

may influence a young person’s decision of whether not to engage with services.   

Chapter 6 presents the methodology and provides the rationale for the methods used 

in this mixed methods study. Initially, the quantitative retrospective data will be discussed.  
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This is followed by an explanation of how the method content and thematic analysis used to 

collect and analyse the focus group data. Finally, the methods used to analyse the Peer 

Worker focus group session will be examined and presented.  

Ethical considerations will also be discussed. 

Chapter 7 presents the results from this mixed methods study. The quantitative data 

extracted from the Queensland Health CIMHA (Consumer Integrated Mental Health 

Application) database is discussed first and results of the statistical analysis is presented. 

Following the quantitative analysis, the qualitative data collected from the consumer focus 

group will be presented. Results from the GCPWNG focus group will also be presented. 

Chapter 8 presents a discussion of the findings and recommendations.  Suggestions 

are made for service provision providers to promote engagement and thereby better recovery 

in the area.  

Chapter 9 concludes the study findings and notes the limitations of the study, makes 

recommendations for future studies exploring early psychosis and the engagement of young 

people into services, and provides a discussion on where next for social work mental health 

practice. 

 
Summary 

The rationale for the study has been discussed in this chapter with an explanation as to 

why early intervention is important to maintain service engagement and promote recovery. 

The aims of the study have been outlined together with a discussion of the overall structure of 

the thesis. The important role that social work plays in the empowerment and self-

determination of the consumer by advocating for their right to have a voice in the treatment 

of their mental health disorder has been introduced and provides a major theme throughout 

the thesis.  A framework consisting of ecological and self-determination theories is suggested 
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as a useful practice framework. The chapter to follow provides a background to the thesis, a 

discussion on the role of consumers in mental health research and practice, and an 

examination of the current models of care in the field of early psychosis and how they 

contribute to service engagement. 
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Chapter 2 – Study Background and Models of Care 

 
The background to the current study and the thesis structure was discussed in Chapter 

one. The importance of social work in consideration of service engagement was also raised.  

An additional aspect for discussion in this chapter concerns the role of consumers and the 

potential benefits of actively involving consumer participation in both mental health research 

and mental health practice in order to further understanding of engagement decisions 

regarding early psychosis services. The most commonly used treatment modalities used in 

early psychosis management are also discussed.   

These treatment modalities are compatible with social work practice frameworks as 

they are inclusive of traditional social work values such as self-determination, empowerment 

and shared decision-making.  It is important to firstly ascertain the models that have been 

successfully used in the field of early psychosis in order for engagement to be maintained, 

along with effective and timely intervention development carried out by service providers.  In 

more recent times, the importance of involving consumers and their carers or families in 

treatment plans has been given greater prominence in service provision, along with respect 

for lived experience and recovery-oriented practice which places hope and person-centred 

care at the centre of interventions. The development of frameworks designed with the aim of 

encouraging collaboration and support to people employed within mental health practice is 

important for both presenting a platform for further innovative practice and supporting the 

delivery of a strengths based recovery oriented practice which is inclusive of consumers and 

supports shared decision making (Department of Health, State Government Victoria, 2011). 

Consumer Peer Group Support and “Nothing About Me Without Me”. 

Research has consistently shown that the involvement of a peer support network is 

important in helping young consumers come to terms with their symptoms and diagnosis and 
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assists in normalising their experiences of psychosis (Watkins et al., 2018). Recently, more 

peer workers with lived experience of mental illness have been recruited by services to 

encourage service engagement, offer support and advocate for those experiencing symptoms 

of mental ill health (Watkins et al., 2018).  A variety of countries have involved peer support 

workers both in supporting mental health consumers throughout their treatment and their 

involvement in research exploring how best to encourage service engagement.  Empirical 

evidence suggests that the involvement of consumers in such studies may improve the 

understanding of engagement decisions with mental health services as well as informing 

further development of effective interventions and treatment planning. 

The consumer movement began to take off in the early to mid-1970’s, and since then 

consumer peer groups have advocated in areas such as inclusion in mental health policy and 

planning, governance, improvements in mental health services and alternative services 

operated by peers (Jones, n.d.). In recent times, many public areas of mental health possess 

peer run consumer support worker units that provide support and guidance to mental health 

service and consumers in areas such as inpatient, community and research (Jones, n.d.) 

An interesting approach originating from Finland called Open Dialogue has yielded 

some good results in its consumer-focused approach to mental health treatment plans 

(Seikkula & Olsen, 2003).  Open Dialogue provides a resource oriented approach that focuses 

on early intervention and offers a flexible treatment plan tailored to the specific needs of the 

consumers and their carers (Seikkula & Olsen, 2003). The Open Dialogue approach has 

garnered considerable support from consumer peer groups worldwide as it is less 

pathologising, and is a collaborative approach which is a welcome diversion from the more 

common medicalised and paternalistic models used in recent times (Bellingham et al., 2018).  

A recent development in Open Dialogue is the recruitment of paid peer support workers who 

contribute their lived experience and knowledge to existing understanding. Although 
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originally the Open Dialogue approach was not developed to include a peer support worker 

role, it has been increasingly incorporated in treatment plans, most notably in the United 

Kingdom’s National Health Service (Razzaque & Stockmann, 2016). This approach has also 

recently been embraced in the United States, and the Australian Mental Health system has 

also started to implement the practice into services to assist in treatment participation (Jones, 

n.d.). 

Much of the recent research has shown the value and importance of peer support, both 

to the consumer and the peer worker themselves (Seikkula et al., 2003). Peer support in 

mental health is evidence based and has been shown to greatly improve quality of life, 

provide social support, reduce the need for hospitalisation, alleviate symptoms, improve self-

determination, and help normalise experiences, as well as improving health outcomes by 

encouraging service attendance and lowering costs to the mental health system (Mulvale et 

al., 2019). In recognition of the importance of peer support in mental health treatment, the 

Australian National Mental Health Commission developed a qualification, the Certificate IV 

in Mental Health Peer Work, for consumers who wish to work in this area.  The aim has been 

to offer a professional qualification to consumers in acknowledgement of the value of their 

lived experience in the recovery of others encountering similar symptoms and experiences 

(Australian Government, 2014).   

The “Nothing About Me Without Me” movement (also known internationally as 

Nothing About Us Without Us, and No Decision About Me Without Me) is a consumer led 

initiative which has also gained attention worldwide.  The movement emphasises the 

experiential expertise that consumers can bring to policy and practice in the field of mental 

health, acknowledging that consumers are the people who can best advise on overcoming 

barriers to treatment, raising awareness and dealing with stigma as they have lived through 

these experiences (Trivedi, 2014). In the last few years there has also been a movement 
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towards fostering the participation of consumers in research activity, not as participants but in 

collaborative relationships with researchers, assisting with many research activities from 

recruitment, method planning and facilitation of focus groups (Banfield et al., 2018). In a 

recent study, 38 Australian researchers were asked their opinion on the role of consumers in 

research, with the researchers reporting that consumers were seen as central to research 

translation, emphasising the importance in consumer involvement in the planning and method 

design stages (Lawn, 2016).   

A mental health policy has recently been developed on research co-design in Australia 

(Mental Health Australia, 2017).  The importance of having consumers with lived experience 

involved in both the guidance and provision of mental health service delivery and the 

planning and implementation of mental health research has been shown to be crucial to 

promoting good practice and encouraging engagement (Banfield et al., 2018). This approach, 

now seen as vital, is very different from the historical treatment of psychiatric consumers, 

whose early treatment approaches would now be described as unethical and even cruel.   

 
The Historical Context of Mental Health Treatment 

“Madness” or “insanity” were words used to describe the concept of mental illness 

before the recognition of psychiatry as a legitimate speciality approximately 150 years ago 

(Rieger, 2011).  Community attitudes regarding mental illness were, and sometimes still are 

contradictory and complex, with the public often feeling a mixture of both fear and concern 

towards those experiencing mental health disorders (Queensland Health, 2009). Many of the 

presenting symptoms are identical to what is now seen as psychosis today (Rieger, 2011). 

People displaying symptoms of “madness” such as hallucinations, delusions, flat effect and 

speech disorganisation were previously incarcerated in asylums, and often treated by 

medically untrained staff (Routh, 1998).  Often, the diagnosis of insanity would be made by 
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local magistrates rather than a medically trained professional, as it was seen as a state that 

anyone could identify (Routh, 1998).  

Historically, mental asylums were the equivalent to today’s psychiatric units, but in 

historical times physical restraints were used (such as strait jackets and chains) and patients 

were kept in a small room with the floor covered with straw to prevent injuries (Science 

Museum, 2018). The history of mental illness and its treatment is distressing to read. As an 

inspector who visited Hanwell Asylum in London in 1893 declared “It would be astonishing 

to find that any cures are ever made there” (Science Museum, 2018). 

Germany was the world centre of most medical specialties, including psychiatry.  The 

word “psychiatry” was coined by German Johann Reil in 1808, from the Greek “psyche” 

meaning soul (Bentall, 2003). The discovery that the psychoses fell into a small number of 

identifiable types which could be determined by observing symptoms and studying brain 

diseases was reported in the late 1800’s.  Emil Kraepelin began categorising the names of the 

disorders which he described as being more severe and with a poor prognosis; manic 

depression and paranoia (both of which are sometimes used today) and dementia praecox – a 

dementia of the young.  This early diagnosis termed dementia was later discarded in a 

revision of his system, as observations showed that the disorder could appear later in life, and 

did not always lead to severe deterioration in mental health (Bentall, 2003).  

Schizophrenia was a new term for the latter disorder and was first suggested by 

Bleuler, a Swiss psychiatrist, in 1908 (Maatz, Hoff, & Angst, 2015). The cluster of symptoms 

observed included delusions, hallucinations and deficits of thinking, thought disorder, false 

beliefs, grandiosity and paranoia as psychotic, positive symptoms, along with negative 

symptoms, which included depression, intellectual deterioration and lethargy (Rieger, 2011).  

Schizo meaning “split” and phrene meaning “mind”, originating from the Greek language 

(Schizophrenia.com, 2010).  These words describe the fragmented thinking that people with 
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the disorder experience, although in more than 100 years of research into schizophrenia and 

psychosis, there is still no universally agreed definition of psychosis (Rieger, 2011).   

Advocacy for mental health consumers was formalised in Queensland in the 1940’s, 

against a backdrop of criticisms of institutions and asylums (Queensland Health, 2009). This 

arose with the development of the “Relatives of the Mentally Ill Association”, an organisation 

which petitioned the government over mental health hospital conditions including quality of 

clothing, meals and recreational facilities provided for consumers (Queensland Health, 2009). 

Since then, various government and non-government organisations have been formulated to 

support and advocate for consumers, their families and their carers, and now current mental 

health policy in Queensland involves active participation of consumers and their carers in all 

areas of treatment planning, policy, and services (Queensland Health, 2009). 

The current implementation of recovery-oriented practice which promotes shared 

decision making between consumer and clinician and the encouragement of hope and respect 

for lived experience could not be more different than the treatment of consumers a few 

decades ago. The different ideas that emanate from the medical and social sciences about 

treatment of psychosis demonstrate that it is important to have a current knowledge of the 

different approaches and the causes of mental health disorders. An understanding of these 

approaches and the possible causes of a disorder is particularly useful for social work 

practitioners, whose main approach is often influenced by human rights and the potential 

social and political aspects that have been shown to impact the lives and welfare of those 

affected. The profession considers many influential factors when offering mental health 

interventions (Australian Association of Social Workers, 2012). Having a sound knowledge 

of these different influences better enables social workers and other clinicians to offer more 

targeted and focussed treatments, while appreciating that at certain times, engagement may be 

more challenging.  The biopsychosocial model of care is commonly used by social workers 
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as an assessment tool as the model is useful when considering many aspects of a person’s 

life, including the biological, psychological and social influences that may be affecting a 

disorder. 

 
The Biopsychosocial Model 

The biopsychosocial model recognises mental health as the interaction of an 

individual’s psychological and genetic make-up, including how these interact with 

environmental or ecological factors (Zittel, Lawrence, & Wodarski, 2002). This multi-

focused theory explains a multi-disciplinary approach to treating the mind and body 

incorporating social work, psychology, medicine, and sociology (Zittel, Lawrence, & 

Wodarski, 2002). The biopsychosocial model was first developed and proposed by Engel in 

1977. Engel (1977) discussed how physical symptoms can often be influenced by 

psychological and social factors.  If those other factors did not exist, then the medical 

condition may not have developed in the first place.  For example, a person may have a 

pathological fear of cats, and so when they encounter a cat, they enter a high state of anxiety 

(Adler, 2009). 

Biopsychosocial assessments are the current method often applied by social workers 

when first meeting a consumer in order to quickly, and effectively, collect and organise 

information about factors which may be affecting the consumer’s mental health in a limited 

timeframe (Campbell & Rohrbaugh, 2006). As Campbell and Rohrbaugh (2006) noted, 

having an understanding of the biological, psychological and social factors that may be 

influencing any symptomology allows appropriate interventions to be planned to address 

issues as they arise. Tresolini and the Pew-Fetzer Task Force (1994) describe using a 

biopsychosocial model as being relationship-centred, as it views treatment plans between 

consumer and clinician as a partnership. As such it enables the clinician to understand and 
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respect the consumers lived experience, it is responsive to their needs, and it shares treatment 

relevant power with the consumer and their families. This has much in common with both 

self-determination theory and the values and ethics of social work (encouraging autonomy, 

empowerment and shared decision making; Australian Association of Social Workers, 2012). 

Nonetheless, there have been critiques of the biopsychosocial model. A growing body 

of recent research has criticised the biopsychosocial approach as being inconstant to the 

general systems theory that Engel had asserted the model should be rooted in, as well as that 

it lacks a philosophical coherence (Borrell-Carrió, Suchman, & Epstein, 2004; McLaren, 

1998). Furthermore, the approach has been charged with being insensitive to a patients’ 

subjective experience, and that it engenders an unruly eclecticism that does not offer 

protection against the under or over-representation of any one of the three spheres (bio, 

psycho, or social; Bartz, 1999; Ghaemi, 2009). Despite these critiques, the biopsychosocial 

model is used extensively in social work practice as it quickly and effectively collects 

relevant information in a holistic way, as well as being compatible with many social work 

values including the acknowledgement of how ones environment influences a condition, the 

focus on the importance of person centred care, and the emphasis on identifying and 

challenging barriers to recovery, including physical and mental illness. 

 
The Recovery Approach 

The recovery approach is governed by certain principles to ensure that mental health 

services are delivered to mental health consumers in a supportive and collaborative way 

which promotes wellbeing, engagement with services and good recovery (Australian 

Government, 2010). These principles of practice include acknowledging and respecting the 

uniqueness of the individual, empowering the consumer to make real choices, supporting the 

consumer’s attitudes and rights, treating the consumer with dignity and respect, 
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acknowledging that the consumer is the expert in their own lives and supporting shared 

decision making, and collaboratively evaluating the consumer’s recovery throughout the 

whole journey (Australian Government, 2010). Strengths based interventions and promoting 

self-determination are at the forefront of social work activities. 

Social workers have a long tradition of working with strengths-based interventions 

and practice. This tradition has in turn, much in common with the recovery approach, a 

paradigm which in recent times has gained popularity in treatment planning in the field of 

mental health in a variety of disciplines (Australian Association of Social Workers, 2012). As 

a profession, social workers employed in mental health services using their unique skills, 

ethics knowledge and values base, have the necessary training and skills to provide leadership 

in offering strengths-based interventions based on the recovery model.  Using these social 

work skills mitigate the fact that it can be a challenge to ensure a collaborative partnership 

between social worker and consumer in areas where there is a strong emphasis on the 

clinician as the expert, which removes the idea of the consumer as an expert in their own 

lives and makes the differentiation of the consumer as a patient to be treated (Council on 

Social Work Education, 2011). 

The perspectives which are most prominent in social work practice (strengths based 

and person centred, with their emphasis on respect and self-determination) can be at odds 

with the reality of social work mental health practice, with some social workers calling on 

more concrete assistance to enable them to carry out recovery oriented practice in this 

environment (Council on Social Work Education, 2011). Consumer participation in social 

work practice may be one way to help with the integration of the recovery model into the 

field of mental health, utilising the consumers lived experience and respecting their opinion 

and knowledge in a practical way forward. Consumer participation is supported by the 

Australian Department of Health and the hospital standards that hospitals follow for 
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accreditation purposes, and is fundamental to the principles of the recovery approach of 

mental health practice (Australian Government, 2010). Consumer and peer participation can 

also assist with an increased understanding of the value and importance of compassionate 

care of the treatment of people experiencing mental illness, in a field very much dominated 

by the often pathologising medical model.  Considering the importance of including 

consumer peer groups in both treatment planning and research, consultation was sought from 

the Gold Coast Peer Consumer Group throughout this study. 

The recovery model, along with self-determination theory and ecological theory, 

underpin the current study, and are important approaches to use when working with 

consumers to encourage engagement and recovery.  The concept of self-determination is 

particularly relevant to social work practice; the goal of encouraging self-determination in 

consumers has been a central concern of social work since the 1930’s (Murdach, 2011). The 

AASW define self-determination as a client having self-direction and being able to avoid 

coercive imposition.  Furthermore, that self-determination means the recognition of the rights 

and needs of consumers to make their own decisions and choices without experiencing 

interference (Australian Association of Social Workers, 2010). Self-determination theory can 

be utilised in many areas of practice, including case management and counselling.  

Self-determination theory has its critics, as it can be seen to take a more 

individualistic view which may put emphasis on the individual to overcome barriers to 

motivation, however, this can be tempered by using an allegiance of other approaches related 

to ecological, feminist, and cultural values (Furlong, 2003).  

In order to view engagement and recovery from many different perspectives the 

current study applies a framework that includes self-determination theory, ecological theory 

and the recovery approach. These theories complement each other.  Each theory provides an 
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understanding of the factors that may be influencing a young person’s decision of whether to 

engage with services or not, including more structural factors such as stigma, individual 

factors like motivation, and societal factors such as social support and unemployment (Deci 

& Ryan, 2008).  In using a broad theoretical and practice framework, it is acknowledged that 

engagement decisions can be complex, and interventions using multiple approaches may be 

needed to assist consumers to overcome these barriers to engagement.   One model which has 

been developed specifically to address treatment of early psychosis is the EPPIC model 

(Orygen, 2019) . This model is a specific approach of intervention which has been shown to 

encourage treatment engagement in young early psychosis consumers. 

 
The EPPIC Model 

Early psychosis community intervention has been shown to be an essential factor in 

achieving better functioning and recovery from symptoms of psychosis (Conus et al., (2010).  

Early Intervention services were first established over 20 years ago (Kim et al., 2019).  These 

services were developed based on emerging evidence that longer duration of psychosis is 

associated with poorer outcomes. The Early Psychosis Prevention and Intervention Centre 

(EPPIC), a programme developed by Orygen Youth Health in Melbourne, Australia is at the 

forefront of prevention, early intervention and the treatment of psychosis. The Centre uses a 

“real-world” model of care – this means that it targets the multiple factors which underpin 

prevention and therefore acts as a framework for preventative intervention in early psychosis, 

based on many years of research and experience (McGorry, Edwards, Mihalopoulos, 

Harrigan, & Jackson, 1996). The EPPIC service model is youth focused and concentrates on 

early intervention to ensure early identification of those at risk of developing psychosis or 

those who have experienced a first episode (Hetrick et al,. 2018).  Preventing transition into 

full-blown psychosis for those at risk is the aim, as well as offering early intervention to 
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young consumers already experiencing some symptoms to encourage service engagement and 

thus enable them to recover better  (Hughes et al., 2014).  

The EPPIC model has consistently been shown to be more effective than standard 

mental health care in the treatment of psychosis (Hetrick et al., 2018). A staging model is 

used, rather like in cancer diagnoses, which helps clinicians, families and consumers to both 

understand and be able to treat the disorder at the stage it is currently diagnosed in the most 

effective way (Hetrick et al., 2018). Minimisation of duration of untreated psychosis is a 

major goal of EPPIC, as research consistently shows that early intervention by engaging in 

services in the first critical years is the key to better outcomes and relapse prevention 

(McGorry, Killackey & Yung, 2008). Clinical staging, family participation and evidence-

based practice are principles of EPPIC, and in the 13 years that the service has been in 

operation, it has spearheaded a shift in the way psychosis is treated, inspiring researchers and 

clinicians around the world to embrace a model of early intervention and recovery with great 

success (Orygen, 2018).   Clinical staging in particular is crucial for determining at what 

stage an individual may be in the transition of the disorder, and the impact of that stage may 

affect their willingness or ability to engage with the service.  

Young consumers aged between 15-24 years old can access the EPPIC service for up 

to two years, or until the age of 18 years. Treatment includes psychoeducation, support from 

a case manager and outreach for specific hard to engage young people (Orygen, 2018).  

Social workers play an important role in the EPPIC team, where, given their emphasis on the 

empowerment and autonomy of the consumer in recovery-oriented practice, their skills are 

vital to the recovery team. The theories that social workers bring, together with their strong 

interpersonal and advocacy skills, provide a perfect backdrop for initiating the successful 

initial engagement of young people and providing ongoing support throughout the clinical 

staging process.   



 

34 

The interventions and models discussed in this chapter focus on consumer autonomy, 

shared decision making, support and respect for lived experience.  Clinicians are however 

required to work within the policies and constraints of the Mental Health Act. These 

constraints can often be in conflict with a clinician’s values and ethics as they can remove 

consumer autonomy in treatment decisions. Working within the Mental Health Act can be a 

particular challenge for social workers, who are the champions of human rights, social justice 

and responsive to the consumer voice.  

 
Summary 

An outline of the history of mental health services and the treatment of consumers are 

discussed in this chapter. The contrast with more recent developments in mental health 

intervention are also examined. The consumer peer groups in existence now are respected and 

valued for their contribution to mental health treatment planning based on their lived 

experience. An examination of current models of care in early psychosis and mental health 

are also presented, all of which are compatible with social work values and therefore offer a 

useful framework for promoting service engagement in social work practice.  The models 

have strong empirical evidence to support their effectiveness and efficacy in the treatment of 

mental health disorders. 

The next chapter presents a literature review of current studies conducted in the field 

of early psychosis and service engagement over the last ten years.  The review provides a 

background to the thesis, as well as informing the current study of any gaps that can be 

identified in the current research. 
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Chapter 3 – Literature Review 

Young People’s Engagement with Mental Health Services 

The previous chapter examined different models and theories of care currently used in 

early psychosis treatment to encourage engagement and promote recovery. This chapter now 

turns to an examination of the current literature investigating early psychosis service 

engagement, in order to identify where further research is warranted, and to therefore provide 

a background and inform the current research question “What factors influence the 

attendance and engagement of young people aged 18-24 referred to an early psychosis 

service on the Gold Coast and what does engagement mean to these young people”. 

Mental health has been defined as ‘a state of well-being in which the individual 

realises his or her own abilities, can cope with the normal stresses of life, can work 

productively and fruitfully, and is able to make a contribution to his or her community’ 

(World Health Organisation, 2004, p. 10). The onset of a mental disorder is a life-changing 

and often catastrophic event for an individual and his or her families and carers, in many 

cases leading to a lifetime reliance on mental health services and social support (Tanskanen et 

al., 2011). 

As MacBeth, Gumley, Schwannauer, and Fisher (2013) argue, early intervention for a 

young person experiencing a mental health issue is vital for recovery. Furthermore, 

successful and continuing engagement with early intervention services has been shown to 

lead to a better outcome with respect to recovery from mental illness. Studies show that when 

consumers access long-term treatment and support from mental health services, the likelihood 

of suffering a relapse is considerably reduced, and the individual’s functioning in the future 

improves significantly (Schimmelmann, Conus, Schacht, McGorry, & Lambert, 2006). 

However, consumers’ disengagement from mental health services is an enduring clinical 

challenge, with up to 50% of consumers disengaging early (Lal & Malla, 2015).  
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As McGorry, Killackey, and Yung (2008) report, the first five years after an initial 

episode of psychosis is the critical period for the setting of treatment goals, including the use 

of psychosocial interventions aimed at reducing disability and increasing functioning. The 

researchers note that this timeframe is the riskiest for disengagement, relapse, and suicide, 

and that it coincides with important developmental stages in which a young person begins to 

form his or her identity, engage in relationships, and plan for a vocational future. These 

factors make a substantial period of engagement in mental health services (of up to five years 

in some cases), beneficial, if not crucial, to long-term recovery for many young people. 

One of the challenges mental health professionals face is limited knowledge about 

how much contact young people with psychiatric symptoms may have had with mental health 

services in the first place (Schimmelmann, Conus, Schacht, McGorry, & Lambert, 2006). 

Further, of those who do make contact, a large percentage will not stay engaged with services 

in the long term (Kreyenbuhl, Nossel, & Dixon, 2009). One problem that arises when 

tackling the issue of disengagement is the lack of reliable research on the factors influencing 

a young person’s decision to engage with the services available. Factors that have been 

identified in previous research as being consistently associated with treatment disengagement 

include age, gender, and ethnic-minority background. However, other influences have also 

been identified, including low social functioning, isolation, alliance with a clinician, deciding 

that the service cannot help, and substance-use disorder (Kreyenbuhl et al., 2009).  

A further challenge faced by mental health services is that consumers, carers, 

clinicians, and the services themselves have differing views of what engagement entails. 

These conflicting views present a challenge for attempts to measure the concept of 

engagement in clinical studies. Barello et al. (2012) considered the challenge of 

conceptualising the term ‘patient engagement’, arguing that the absence of a shared definition 

leads to problems when developing guidelines for interventions. Barello et al. (2012) showed 
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that even within particular disciplines, engagement is conceptualised in differing ways; 

whereas mental health research, for example, describes engagement as a clinical alliance, 

multidisciplinary health research defines the term as ‘effective disease self-management’. 

Barello et al. (2012) found that a more comprehensive conceptualisation of patient 

engagement needs to be mindful of the roles (and ever-changing characteristics) of all the 

factors involved in the process, including the clinicians, patients, and the elements of care 

(interventions and tools). In this way, guidelines can be designed for developing interventions 

that are in tune with a particular phase of the patient’s mental health journey, thereby 

involving patients in their care in line with a patient-centred approach. 

Warnick et al. (2012) agree with other researchers about the absence of a universal 

definition for engagement. They found that the clinicians in their sample failed to take into 

account how consumers may perceive themselves ready for discharge, feeling that all their 

treatment goals have been reached. In such instances, consumers may conclude that they no 

longer need the service, leading to conflicting perceptions about the reasons for 

disengagement on the part of clinicians versus consumers. A systematic review (Doyle et al., 

2014) likewise found no widely accepted definition of ‘disengaged’ or ‘engaged’ across the 

studies in various fields; instead, engagement is often measured by attendance rates. As 

Doyle et al. (2014) explained, this measure does not allow for a differentiation between 

consumers who simply drop out and consumers who have strategically collaborated with their 

clinicians to terminate treatment. Furthermore, with ‘engagement’ often denoting ‘therapeutic 

engagement’ encompassing many factors, it is a complex and elusive phenomenon to capture 

(Doyle et al., 2014). Nevertheless, it is important to define the concept of engagement at the 

beginning of any research undertaken in this area, and to ensure that all participants in the 

study use the same definition. The use of a universal definition that is understood by both 

researchers and participants alike will assist with the development of effective future 
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interventions -interventions that encourage youth to remain engaged in the services, thereby 

improving their chances of making a full recovery. 

The previous chapter introduced the theoretical framework which underpins the 

current study and thesis. The literature review presented in this chapter draws together recent 

literature in the field in order to highlight the gaps in the research that the current study seeks 

to address. It aims to do so via exploration of its main research question: namely, ‘What 

factors influence the attendance and engagement of young people aged 18-24 years referred 

to an early psychosis service on the Gold Coast in Australia, and what does engagement mean 

to these young people?’. The population of interest consists of consumers experiencing 

psychotic symptoms. Due to a paucity of research on engagement with early psychosis 

services, other studies referring to young people’s engagement with youth mental health 

services in general will be included in this review. Mental health services from multiple 

English-speaking countries will be included in the review. A significant number of these 

studies were conducted in Australia, where McGorry and Rickwood are leading researchers 

in the field, and appear as co-authors of many of the studies included in the following review.   

 
Background. 

The literature reviewed explored the area of early psychosis, and more specifically 

youth engagement with early psychosis services. This section describes the methods used to 

undertake a systematic review of the relevant research, and indicates how this study draws on 

previous studies to review and address the central research question.   

The impact of mental illness on young persons, their families, and their wider social 

networks can be considerable and long-term. As the decision to remain engaged with services 

is a major indicator of good outcomes for the recovery process (Macbeth et al., 2013), it is the 

key area of interest for this study, and therefore for this literature review.  
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Conducting a Systematic Review. 

The main purpose for undertaking a literature review is to collate all the current 

research on a particular topic that contributes to the development of the research question. A 

literature review assists with the study design, by reporting on previous research, identifying 

gaps in the research record, and establishing a basis for future research (Rubin & Babbie, 

1989). The most common type of review is a systematic review, which is replicable, 

transparent, and meets the standards for scientific research, through an exhaustive sourcing of 

studies with an auditable trail that aims to present unbiased evidence (Bryman, 2012; 

Aveyard, 2014). To this end, the review needs to be based on clear inclusion and exclusion 

criteria, so that it can be replicated by other researchers (Green, Johnson, & Adams, 2001). 

This review seeks to find patterns and common themes in the literature, synthesising 

these findings to identify key contributions to the field of youth mental health. This synthesis 

will then allow gaps in the current research to be identified. The primary step is to delimit the 

population to be included in the review, and to narrow the studies considered to those 

focusing on how young people who have experienced psychotic symptoms attend and engage 

with mental health services. This step was followed by the formulation of the present study’s 

central research question: namely, ‘What factors influence the attendance and engagement of 

young people aged 18-24 years referred to an early psychosis service on the Gold Coast in 

Australia, and what does engagement mean to these young people?’.  

On the basis of this research question, key words were then sourced and relevant 

literature searched for using electronic databases. The key words used for searching the 

databases were: ‘psychosis or psychotic or schizophren*’ AND ‘youth or young* or 

adolescent* or teen*’ AND ‘attendan* or engag* or compliance or complies or comply or 

participation or participate or participates or participated’.  Key words were chosen carefully 
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following consultation with the systematic review librarian at Griffith University who is 

qualified to give expert advice in this area. Following a trial search, it was decided that many 

factors may influence service engagement in young early psychosis consumers, and therefore 

the search should be kept broad in order to capture all relevant factors, including cultural, 

macro and environmental, rather than narrowing to particular themes.  

This was demonstrated as the most effective way to source papers due to the lack of 

research in the area of early psychosis service engagement. Conducting a broad search was 

also the chosen method due to the use of different categories used by search engines to index 

keywords, which promotes use of fewer keywords with greater utilisation of synonyms 

(Aveyard, 2014). The electronic databases chosen as being the most relevant in the fields of 

mental health, social work, and psychology were Scopus, CINAHL, and PSYCINFO. The 

total number of articles sourced was in the thousands; thus, searching for ‘psychosis or 

psychotic or schizophren*’ AND ‘youth or young* or adolescent* or teen*’ AND ‘attendan* 

or engag* or compliance or complies or comply or participation or participate or participates 

or participated’ resulted in 3828 papers.  

Once duplicate papers had been discarded, the relevant papers were included or 

excluded according to strict criteria. The inclusion criteria specified that papers to be included 

had to have been published between 2007-2018; these studies were deemed to be the most 

relevant, given that most research in the field has been conducted in recent years. Another 

criterion was that the studies included needed to have focused on English-speaking countries, 

such as the United Kingdom, the United States of America, Canada, New Zealand, and 

Australia, due to these countries having similar cultures and a common language, and due, as 

well, to their using similar interventions and approaches in mental health services. The target 

groups were young early psychosis service users, aged 18-24 years, and the articles were 

required to describe the young persons’ views of the factors influencing their attendance at, 
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engagement with, and disengagement from early psychosis services. Only research published 

in peer-reviewed publications was included in the review.  

The search strategy discussed with the expert systematic review librarian at Griffith 

university identified the most appropriate subject headings and key words to use for the 

search.  The exclusion criteria that was advised led to the jettisoning of research focusing 

only on consumers from a particular at-risk background, such as homeless people, Aboriginal 

and Torres Strait Island People, lesbian, gay, bisexual and transgender people, and single 

parents, since particular groups of people may have had other reasons affecting engagement 

that would not be generalisable to the larger population of young people using early 

psychosis services.  Searching for particular groups of individuals would therefore not 

comply with the appraisal tool used in this review for assessing methodological criteria, the 

first requirement being “Are the participants representative of the target population?” (Mixed 

Methods Appraisal Tool, 2018.)  

Furthermore, studies were excluded if they focused on attendance and engagement 

with services that used only websites or social media, rather than face-to-face treatment 

methods. Other exclusion criteria led to the discarding of studies for which the sample was 

inappropriate, such as those from non-English speaking backgrounds, and which did not 

investigate issues pertinent to the research question. Also excluded were papers that did not 

focus on research conducted by the author of the paper, e.g., literature reviews or meta-

analyses; however, any studies featured in the analysis or review were sourced and used if 

relevant to the current research question.   

Furthermore, citations and reference lists in the included papers were checked for 

further relevant studies. PRISMA guidelines were strictly adhered to, and the PRISMA 

flowchart presented in Figure 1 shows the method used to complete the systematic search. 
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Figure 1: PRISMA Flowchart Showing Systematic Review Methodology  

 

 

 

Moher, Liberati, Tetzlaff and Altman (2009).
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Using the databases detailed, 3828 papers were sourced. Of these papers, 3772 were 

excluded after the abstracts were read, or if they were duplicates. 56 papers were assessed for 

suitability, and 28 excluded because of a lack of relevance for the research question. 

Ultimately, 28 papers were identified as relevant for the current review. Once all the papers 

had been reviewed and deemed to meet the strict criteria, categories were devised consisting 

of common factors that had been influential in the young persons' decision whether to attend 

and stay engaged with early psychosis services. Papers were scrutinised for research validity 

and reliability and grouped together based on categories identified as the most influential 

factors in youth early psychosis service engagement (see Table 1). The categories included 

‘family/social support’, ‘substance use’, ‘personal factors/demographics’, and ‘service and 

clinician factors’. These groupings provided a snapshot of each study and its findings, as well 

as its country of origin and study method used (quantitative or qualitative). Once all relevant 

studies had been identified, the Critical Appraisals Skills Programme (2014) tool was utilised 

to analyse all the research included in the review. 

 
Quantitative versus Qualitative Methods. 

Before turning to the results of the literature review, it should be noted that both 

quantitative and qualitative studies are included in the review.  The two methods were both 

found to be valuable in answering the research question using different techniques. Both 

methods can be described as empirical, as they utilise observation and experience to convey 

knowledge (Rubin & Babbie, 1989). However, quantitative research is often perceived as a 

more scientific and experimental approach, which uses a deductive method to test theories, 

and which often features large samples that can be generalised to a particular population 

(Rubin & Babbie, 2013). There are many types of quantitative research methods, with 

randomised controlled trials being considered the gold standard for providing scientific 
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evidence (Bryman, 2012). Other methods include case-control studies and longitudinal 

studies. In this literature review, the most common type of quantitative study method utilised 

was a cross-sectional study, where a sample is taken at a particular point in time from a 

specific population and analysed. The main purpose of this type of study is to obtain a 

snapshot of the behaviours and attitudes of a given population at one point in time. This kind 

of study is normally undertaken via questionnaires or surveys to gather data (Aveyard, 2014).  

 In contrast to quantitative methods, qualitative research is more concerned with 

exploring phenomena and meaning in a natural setting, with the aim of the research being to 

understand an experience in its entirety (Aveyard, 2014). Qualitative research seeks to 

emphasise words rather than quantification in data collection and analysis and is normally 

concerned with generating rather than testing theories (Bryman, 2012). The five techniques 

most commonly associated with qualitative methods include phenomenological research, 

ethnographies, grounded theory, case studies, and narrative research (Campbell, 2014). 

Grounded theory is a widely utilised procedure and is possibly the most common quantitative 

technique featured in the research in the current literature review. In a grounded approach, 

theory emerges from the participants' reactions and responses (Bryman, 2012). 

Phenomenological research is another much used approach that seeks to explore the lived 

experience of individuals (Campbell, 2014).  

Although they use very different approaches, quantitative and qualitative research are 

viewed as complementary to each other, with each approach making its own unique 

contribution to research and having its own disadvantages and advantages (Rubin & Babbie, 

1989). Rubin and Babbie (1989) go on to suggest that some of the best research utilises a 

mixed-methods design – where both methods are used within the same study. By using both 

methods in a study, the researcher can add insight and depth from qualitative techniques to a 
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quantitative study and use quantitative methods to verify findings from qualitative research 

(Aveyard, 2014). 

Qualitative and quantitative research taken together comprise all the available 

research in this area, and both must therefore be included in a systematic review. In chapter 

six both methods will be discussed in more detail in connection with research on youth 

mental health and engagement. The purpose of the following review is to identify factors that 

indicate whether a young person will engage, and stay engaged, with a youth mental health 

service. This review will thus reveal any gaps in the research, provide foundations for the 

present study, and suggest areas where future interventions are needed.  Themes were 

developed by reading papers thoroughly, and developing a hierarchy of evidence based on the 

quality of each study and the strength of each key theme found therein, based on validity and 

reliability of methods, and how often each theme appeared in the literature (Aveyard, 2014). 

These themes were then categorised and a table of key themes developed. 

 
Factors that Influence Engagement with Youth Mental Health Services 

Identifying exactly what factors may influence a young persons' decision to engage 

with the service or not is a common problem in mental health services. Disengagement is 

frequently associated with increased likelihood of relapse and poor outcomes for functional 

outcome over the longer term (Schimmelmann et al., 2006). This review considers the most 

current research in the area, and discusses the main areas of concern. Key concerns include 

family and social support, substance use, personal characteristics and demographics, service 

factors, clinician factors, stigma, and self-management. Cutting across these various factors, 

the effects of young persons' motivation to engage and recover emerge frequently as an 

additional, highly significant influence.  All of these identified factors can be influenced by, 

and can influence a person’s motivation to reach a goal such as engaging with a service, 
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which then may lead to their subsequent recovery from mental illness– demonstrating the 

relevance of the theoretical framework of SDT and ecological theory underpinning this 

thesis. 
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Family/social support. 

Two longitudinal studies from the USA and Canada concluded that family or social 

support was crucial to the process of service engagement. In a Canadian study by Stowkowy, 

Addington, Addington, Lui, and Hollowell (2012), the researchers assessed 286 individuals 

(191 males, 95 females) who had been recruited from the Calgary Early Psychosis Treatment 

Service over a four-year period to investigate predictors of disengagement. It was found that 

having no family member involved had a negative impact on the consumer’s decisions to 

remain engaged with services. In the U.S.A., Dixon et al. (2015) conducted a study with 65 

young people between the ages of 15-25 years who had been referred to the Recovery after an 

Initial Schizophrenia Episode (RAISE) programme. Using five standardised face-to-face 

assessments over a 24-month period, they found that the RAISE service model helped to 

facilitate shared decision making and family involvement, both of which were implicated in 

achieving high rates of engagement in the programme.  

Given the relatively small sample size, the internal validity of their findings may be in 

question, due to the study’s inability to detect various other possible influencing effects 

(Dixon et al., 2015). Neither of the studies reported response rates; such rates reflect a 

possible source of bias in the research, since the young people who declined to take part may 

have given different responses to the researchers’ questions. Indeed, those who did respond 

may also be the consumers who were more likely to engage with services. Furthermore, in 

Stowkowy et al.’s (2012) study, there was no discussion of how the consumers were 

recruited, and it was unclear who collected data and how. Moreover, Dixon et al. (2015) 

primarily explored experiences with a particular service offering a particular program, and 

this could have affected the study’s generalisability to other services and programs. 

Nevertheless, both studies had clear research aims, and validity was improved when 
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systematically developed strategies were used to identify consumers likely to participate; 

both studies thus demonstrated good inter-rater reliability. 

A more robust and generalisable longitudinal study with good external validity was 

carried out in Australia. Conus et al. (2010) sampled 660 consumers from the Early Psychosis 

Prevention and Intervention Service in Melbourne. The researchers collected data from 

patient files using a specialist file-audit tool over a two-year period as part of a larger study 

based on file audits (the methodology for the bigger study is described elsewhere). 

Participants ranged in age from 15-29 years and sampling was random to increase the 

representativeness of the population. It was found that living without family on discharge was 

a significant predictor of disengagement, and the study also suggested that families should be 

offered information and support regarding the phases of psychosis in order to be able to 

support their loved ones (Conus et al., 2010). There were some limitations in this study.  

They included that it was being based on a retrospective file audit, therefore factors such as 

poor file entries may have been an issue. Furthermore, a lack of standardisation of procedure 

when following up on nonattendance at services, in the way of visits, letters and frequency of 

phone calls, may have introduced bias. However, these were well-controlled for in the study 

where possible. In the study, engagement was assessed by a particular criterion set by the 

researchers. The use of a unique criterion was a major difference from other studies, again 

emphasising the need for the development of a universal definition for ‘engagement’ to be 

developed that can then be used by all researchers. That said, in the Conus et al. (2010) study, 

the method was concise and valid, yielding results valuable in addressing the current research 

question. Any experimenter effect was controlled by the retrospective study design, as the 

data was not collected by those researchers. 

Two further quantitative cross-sectional studies conducted in Australia included the 

views of mental health professionals, parents, and consumers on the issue of both informal 
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and social supports, which have been shown to be important factors for engagement in youth 

mental health services. Cotton et al. (2011) collected referral and assessment data from 

referral forms, assessments, and semi-structured interviews vis-à-vis 212 recovery group 

participants (92 from the Early Psychosis Prevention and Intervention Centre [EPPIC] and 

120 from Youthscope) over an 18-month period, to examine characteristics of the consumers 

who engaged in the service. Mid way through data collection both services changed their age 

range. Initially, the EPPIC age range was 15-30 years, but it changed to 15-25 years, whereas 

at the Youthscope service, the change was from 15-18 years to 15-25 years. These changes 

had the potential to influence and possibly weaken the reliability of the data, particularly with 

the EPPIC cohort, since it has previously been reported that, as compared with younger 

people, older consumers perceive different factors as aiding engagement, such as abstaining 

from alcohol and getting the right medications (Green, Wisdom, Wolfe, & Firemark, 2012). 

Jorm, Morgan, and Wright (2008) explored gaps in the beliefs of young people, their parents 

and clinicians with regard to the helpfulness of interventions offered to early psychosis 

consumers and the improvement facilitated by engagement. In a random sample taken from 

Medicare provider files, the researchers used postal surveys to recruit 549 clinicians, and 

compared the results with a national telephone survey of 968 young people and 531 parents. 

Response rates to the postal survey varied, with 21% of General Practitioners, 41% of 

Psychiatrists, 62% of youth and 69% of parents responding. The high number of responding 

parents may reflect the commitment of parent’s involvement in the recovery process of their 

child, and, therefore, the importance of that involvement. 

The Jorm et al. (2008) study did not include details about the sample, and the methods 

section was incomplete, with the reader being directed to look at a previous paper for this 

information. There was no mention of the surveys having been piloted to test whether the 

questions may have had different meanings for different people. However, both studies were 
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informative and added to the research question of the current study by examining the views 

of different groups in differing settings, considering how the goals may differ between 

clinicians, parents, and young people, and thereby highlighting the assumptions about youth 

engagement with mental health services. The study by Cotton et al. (2001) found that young 

people stated a need for support and relationships to counter social isolation, whereas case 

managers viewed time-management as a more important goal. Jorm et al. (2008) found that 

for the clinicians in their research, the greatest benefit was perceived as being derived from 

the young person reducing their drug and alcohol usage and taking anti-psychotic medication. 

In contrast to this, the young people and their parents endorsed generic counselling and 

informal social supports such as help from friends and family. This is an important finding 

and suggests the need for shared goal setting early on in the therapeutic relationship. 

In contrast, a slightly less robust study by Casey et al. (2016) examined predictors of 

engagement in a first episode of psychosis and found that family support was positively 

related to engagement with services when using conventional analytic methods, but was non-

significant when a more exacting statistical measure was applied. Over a two-year period, 

Casey et al. (2016) recruited 103 patients from a mental health trust in the UK, although there 

was no information about how or why those patients were chosen, or how many declined to 

participate. The consumers’ community nurse was asked for suggestions about who to 

approach for participation, which may have introduced bias; the nurse may have suggested 

consumers that he or she felt may have been more likely to take part. Furthermore, those who 

did participate may also have been more likely to engage in the service. While the interviews 

were conducted at the consumers’ homes, there was no discussion as to whether this was a 

private setting, or whether the consumer could be overheard by others present in the 

accommodation at the time of the interview—and hence modified his or her responses 

accordingly. The interview data could suggest social desirability bias, particularly as the 
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researchers stated that participants were able to have a carer present but added no further 

details about carer involvement in the study. 

Taking a different approach, two qualitative studies conducted in Australia by Stewart 

(2013), and by Tindall, Allott, Simmons, Roberts, and Hamilton (2018) sought to understand 

engagement from the young persons' viewpoint. Stewart (2013) recruited a cohort of 30 

young people from an Early Psychosis Service in an Eastern Australian City. Purposive 

sampling was utilised, and grounded theory was used with the aim of capturing the 

consumers’ experiences and identifying themes grounded in data in order to develop a theory 

based on their narratives. Interviews were held at either the Early Psychosis service site or at 

the consumers’ homes. This difference of setting may have had an influence on how much 

the consumers opened up to the researcher; at home, for example, they may have been 

concerned about being overheard by family members. This consideration may have been 

even more pertinent for the four participants who were born overseas, and the 21 participants 

who had parents from other countries such as India, Italy, Turkey, and Greece. These 

countries have cultures that often stigmatise mental health or view it differently to how it is 

viewed in Australia, and may not regard certain symptoms such as hallucinations as abnormal 

(Tzouvara & Papadopoulos 2014).   

One of the major themes that emerged from Stewart’s (2013) data was the consumer 

being introduced to peer support groups; this factor appears to be very important in 

promoting engagement. For example, one participant stated: 

‘When we used to sit round there in a circle, it felt really warm and easy to talk, and I 

looked forward to it’.  

Another participant reported how helpful it was to see others in the same situation and be able 

to help and support them, as doing so served to normalise their experiences. 
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In a smaller study, Tindall et al. (2018) recruited nine consumers aged 15-25 years 

and five caregivers from an early psychosis service in Melbourne and interviewed them about 

their first eight weeks of service engagement either at home or at the clinic. The findings 

suggested caregivers played a crucial role in the engagement process for young people, by 

encouraging and supporting their initiation into the service. They found it important that 

caregivers were properly educated, trained, and supported, and that both consumers and 

caregivers were included in individualised treatment-plan decisions in order for them to be 

able to participate effectively. Another notable finding of this study was that two of the young 

people reported receiving substantial support through friends rather than their primary 

caregivers, emphasising the view that support can come from anywhere.  

Stewart (2013) did not state why eight young people declined to take part in her 

study; this issue may have been important, as those who declined to participate may also have 

been less likely to engage with the service, thus affecting results of the analysis. A grounded 

approach was an appropriate method for this study, however, a phenomenological method 

would have also been a useful approach, as the research aim was to explore the participants’ 

lived experiences. In phenomenology, the focus is on what it means to pursue a particular 

form of life (Oxford Dictionary of Philosophy, n.d.). Tindall et al. (2018) did not report who 

recruited the young people; again, this may have been an important factor if they were 

recruited by somebody who knew them, such as their clinician. However, Tindall et al. 

(2018) did note that the consumers were unknown to the research team, and this would have 

helped limit researcher bias.  

Some participants were also interviewed at the clinic. This may have introduced bias. 

As an example, if they thought they may be overheard by a staff member, they may have 

given more positive responses in order to be viewed in a more positive way. A neutral 

location may have been more suitable for interviews. The analysis followed a systematic 
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method but saturation, i.e., the point where further analysis is not needed because the findings 

have become redundant, was not reported. Nonetheless, both of these studies can be viewed 

as dependable, given that the researchers were familiar with the services and therefore had 

knowledge and expertise in the area. Stewart (2013) discussed at length how the soundness of 

results were enhanced by reducing the bias, increasing response stability, and ensuring 

explanations fitted with the data gathered. The results from both of these studies provided 

insight into the reasons for engagement, thereby adding valuable knowledge to the current 

research question. 

When reviewing the studies above, the quantitative study by Conus et al. (2010), and 

the qualitative study by Stewart (2013) stand out as being particularly reliable and valid, with 

well-designed methodologies, along with detailed and trustworthy results. These studies 

added valuable evidence to the research question in showing the importance of social support 

with respect to decision-making processes about engagement. Furthermore, both studies were 

conducted by well-respected clinicians with expertise in the area and a track record of 

publications in highly regarded journals.  

A key theme identified in all of the studies was the importance of social support. Whether it 

came from family or peer groups, having social support assisted the young person in 

their recovery from mental ill health by supporting his or her engagement with 

services. Underpinning this major issue are constructs that feature in self-

determination theory (SDT) -namely, autonomy, motivation, psychological 

satisfaction, and competence.  These all guide the person towards a belief in their 

recovery while also providing motivation to stay engaged in order to reach that goal. 

The young people at issue should be seen as ‘socially active agents’ who are capable 

of actively participating in both the treatment and the recovery experience (Stewart, 

2013, p.344). 
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Based on the literature review, it is clear that for a family to give necessary and 

effective support to a young person with psychosis, they also need to receive support and 

psychoeducation with regard to the disorder, in order to be able to carry out this role (Conus 

et al., 2010). Families can also facilitate earlier help-seeking and attendance at services, as 

well as continued engagement with services, by encouraging and supporting that participation 

(Jorm et al., 2008). Families may not be able to cure or fix their loved one’s disorder, but they 

can be empowered to support them and join them in their journey of recovery (Wyder & 

Bland, 2014). A mental illness often emerges within the complexity of family and social 

relationships, – making those relationships central to understanding the lived experience of a 

young person experiencing psychosis (Bland & Foster, 2012). As the family member’s role 

transforms from that of carer into a more reciprocally supportive role, this change of roles 

assists in enabling their loved one’s recovery and highlights the need for them to be 

completely involved in the journey towards recovery, - a journey that crucially includes 

supporting the young person in engaging with early psychosis services (Wyder & Bland, 

2014).    

Another factor that was found to heavily influence youth engagement with mental 

health services was having a co-morbid substance use disorder, and studies exploring this 

issue are discussed in the next section. 

 
Substance-use disorder. 

Many of the studies reviewed support the idea that substance-use disorder is higher in 

mental health patients than in the general population. Green, Young, and Kavanagh (2005) 

noted that many of the people admitted to mental health services experiencing symptoms of 

psychosis are substance users; such users can number from a third to half of all who present 

with these symptoms. In patients attending specialised services, these rates rise to a lifetime 



 

55 

prevalence rate of up to 80%. In general, substance use leads to poorer outcomes, given that 

substance abuse is associated with treatment dropout, poor remission rates, and non-

adherence to treatment protocols (Kim et al., 2019). Furthermore, there is evidence to suggest 

that in most individuals, the use of a substance precedes the onset of psychosis, suggesting 

that misuse of substances may trigger psychotic symptoms. However, this association also 

may be due to typical features of the onset of each of the disorders; those individuals using 

substances may already be dealing with the onset of psychosis. Therefore, the relationship in 

question cannot be determined as causal (Jackson & McGorry, 2009). 

It is important that services offer to treat consumers with both mental health and co-

morbid substance abuse concurrently, particularly as it has not yet been determined whether 

mental ill health leads to self-medication, or whether the use of a substance triggers a 

psychotic episode in some people. The mechanisms of this relationship will differ among 

individuals with co-morbidity for both. Additionally, both substance abuse and mental health 

disorders in co-existence have been seen to be very resistant to treatment. This pattern 

emphasises the need for treatment integrating principles from the field of mental health with 

those from the field of treatment for addiction (Spidel, Greaves, Yuille, & Lecomte, 2015). 

The significant number of patients who continue to use substances while also using mental 

health services leads to a range of negative outcomes, including increased admission time as 

an in-patient and more severe positive symptoms such as delusions and hallucinations 

(Sorbara, Liraud, Assens, Abalan, & Verdoux, 2003). Nordentof et al. (2002) found that those 

with co-morbid psychosis and substance abuse were also more vulnerable to suicidal 

behaviour and ideation. This finding highlights the need for urgent and simultaneous 

intervention for both disorders. This can be challenging during the initial acute stage of 

psychosis due to the individuals' distress and suspicions of others at this time, but these issues 

can be overcome with appropriate participation strategies (Jackson & McGorry, 2009). 
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The studies reviewed indicate that individuals who have co-morbid substance abuse 

disorders and mental health disorders were less likely to engage with mental health services. 

These findings are of particular relevance and interest to this current study. The Gold Coast is 

a holiday destination with a dense population, including that of many young people, and  

research has shown there has been an increase of ice and other substance use across the city 

in recent years. This trend may be contributing to the increase in the number of young people 

presenting to Gold Coast early psychosis services with symptoms of psychosis 

(Commonwealth of Australia, 2015). 

Two other robust studies which examined participants who had been referred to the 

Early Psychosis Prevention and Intervention Centre (EPPIC) in Melbourne, found substance 

use to be a factor in service disengagement. The first study by Brewer et al. (2015) recruited a 

sample of 120 consumers to see if an intensive case-management service operating within the 

EPPIC framework would improve outcomes for young people, including engagement. The 

intensive case-management service was compared to an EPPIC treatment as usual sample in 

the study. The first 120 young consumers aged 15-24 years who had been referred to the 

service between the years 2003-2008 were recruited. Using a clinical audit tool, psychometric 

and clinical information was collated from an electronic database. Variables were converted 

into ratios by length of treatment; this technique was used to control for differences in the 

lengths of stay in the EPPIC treatment as usual programme versus the programme involving 

intensive case management. A between-groups comparison method was used. Type 1 error 

was controlled for by bootstrapping all analyses by 1000 replications, adding to the reliability 

of the study. Furthermore, measures of effect size were reported and the first 41 referrals 

were piloted to add to validity of the study. The results of the study indicated that having a 

substance-use disorder predicted poor engagement and less likelihood of completing any 

form of mental health treatment programme, thus indicating a poorer outlook for recovery.  
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Similarly, Kim et al. (2019) sampled 707 15-24-year-old consumers who had been 

referred to the EPPIC service. An epidemiological retrospective cohort method was used over 

a 24 month period to examine their disengagement and subsequent reengagement patterns, 

along with the reasons for disengagement. The study found that, out of the 56.3% who had 

disengaged at some point, up to 85.5% of those who disengaged had subsequently reengaged 

at a later time. A strong predictor of their disengagement had been cannabis use. The data 

were retrospective and had not been collected for the purpose of the study; thus, data entry 

was reliant on the accuracy of the person who had inputted the data for unrelated reasons to 

the study. Therefore, the variables available for analysis relied on what had been collected 

originally, and some possible predictors of disengagement (e.g. family support) could not be 

investigated. Engagement itself was well-defined and the sample was large and representative 

of the population of interest.  

Research by Brewer et al. (2015) had limited relevance for this study, as it examined 

the outcomes for those consumers using an intensive case-management model and so had 

limited representativeness for all early psychosis service consumers. The study was however 

robust, with a detailed statement of methods and clear aims. The study was quasi-

experimental; steps were taken in the data-analysis stage to limit any validity issues, 

increasing external validity with its naturalistic design and delivering results that pointed to 

the need for future interventions in youth mental health. The participants were not randomly 

assigned to groups; this set-up meant that generalisability to a larger population was limited, 

and also threatened the study’s internal validity. 

In two longitudinal studies, conducted in Canada and the UK respectively, substance 

misuse was implicated in non-adherence to, and disengagement from, services (Solmi et al., 

2018; Turner, Smith-Hamel, & Mulder, 2007). Turner et al. (2007) followed a cohort of 232 

patients aged between 18-30 years old over a 12-month period. A comparison of the data 
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between the consumers who disengaged and those who remained engaged for the whole 

period of the study found that 24.6% (57) of the young people disengaged from treatment 

with the early psychosis service in that time.  

Turner et al. (2007) stated that some assessments were missing due to staff 

difficulties, but no further details were given, and the methods section, especially 

documentation of the statistical analysis process, was limited, making it difficult to judge 

validity. The results were correlational, and so causation and direction of influence could not 

be determined. Again, the question arises of whether taking a substance results in psychosis, 

or whether people with psychosis tend to self-medicate with substances. However, Turner et 

al. (2007) sampled all patients in the catchment area of interest; the results were 

representative in that the researchers defined disengagement to ensure that it meant the same 

to both researchers and participants in the study. 

In their cohort of 786 persons aged 16-35 years, Solmi et al. (2018) found that using 

drugs, or having a history of substance use, significantly influenced the young people to 

disengage with the service, with some evidence also found of a dose-response association 

between the number of substances used and disengagement rates, with more substance use 

being related to higher disengagement . Solmi et al. (2018) undertook a naturalistic study 

with a representative large sample representing 98.5% of all possible participants who met 

the inclusion criteria. The study had robust measures that were used to account for missing 

data, and that increased inter-rater reliability. However, some variables that may have 

influenced results were not included in the dataset. For example, there was no data available 

for family support. Furthermore, the data accessible to the researchers was reliant on the 

accuracy and interpretation of the person who entered the data into the database for purposes 

other than the current study. 
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Another paper from Canada took a different approach by sampling two different 

groups to examine the engagement process. Spidel et al. (2015) first sampled a cohort of 117 

young people aged 18 years or older with early psychosis diagnoses who were receiving care 

in the community. For the second sample, the researchers recruited 65 forensic psychiatric in-

patients suffering a more chronic disorder, aged between 18-35 years (Spidel et al., 2015). 

Consumers were approached by their case worker or psychiatrist to take part in a face-to-face 

assessment; this procedure, it should be noted, may have introduced bias into the study, since 

only more compliant patients may have been invited. Furthermore, the consumers were 

offered a $20 stipend as motivation to take part in the study. Methodological procedures were 

carried out slightly differently for each group. All participants filled in a self-report 

questionnaire and participated in a semi-structured interview. A service engagement scale and 

file review were also completed by the case worker or psychiatrist.  

In the forensic sample, a file review was also conducted. Interestingly, in contrast to 

the previous studies, Spidel et al. (2015) found no association between substance use and 

engagement, but this may have been due to social desirability bias. Because the assessments 

were conducted via face-to-face self-report questionnaires and interviews, participants may 

have been reluctant to admit using substances, especially during treatment. In addition, whilst 

Spidel et al. (2015) tested substance abuse with the Addiction Severity index, the reliability 

and validity of this scale have been questioned. Mäkelä (2004) tested the scale and concluded 

that it should not be relied upon in clinical decision making or research. Use of this scale, 

then, may have affected the Spidel et al. (2015) study's reliability and validity. 

Other studies found substance use to be a major factor in young people’s failure to 

engage with services (Conus et al., 2010; Casey et al., 2016; Cotton et al., 2011; Stowkowy et 

al., 2012).  In contrast to these findings, Jorm et al. (2008) were in agreement with Spidel et 

al. (2015) in finding there was no association between engagement and substance misuse. 
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However, Jorm et al. (2008) interviewed the young people by telephone, and consumers who 

lived at home may have been unwilling to admit any substance use in case their parents 

overheard their conversation and found out. Lecomte et al. (2008) found no association 

between substance use and engagement, suggesting that other variables may also come into 

play.   

These studies suggest a clear link between poor engagement with mental health 

services and continued use of substances. One of the most important factors in tackling the 

use of substances in this population is an individual's motivation to cease using substances 

and work towards their recovery. Klag, Creed, and O'Callaghan (2010) suggest that, with 

chronic substance users, motivation is not enough, and that individuals need to be motivated 

in a more self-determined way. Young people receiving external motivation such as coercion 

were less engaged in the therapeutic process than those using a self-determined standpoint, 

originating from an autonomous, internal motivation. Such motivation results in feelings of 

well-being, of being in control of, and sustaining, one’s own behaviours and, therefore, one’s 

treatment outcomes (Klag et al., 2010). These findings again support the use of self-

determination theory, which promotes autonomy, the influences of relatedness with others 

and personal competence. As such, it refers to an internal locus of control that allows 

substance users to choose treatment as an opportunity to cease drug use and gain control of 

their lives and functional ability again, rather than seeing treatment as something being given 

to them against their will (Ryan & Deci, 2000).   

The next section of the review will examine the influence of factors such as 

personality traits, symptoms experienced, and life experiences on a young persons’ decisions 

about whether to engage, and stay engaged, with mental health services. 
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Personality disorders/characteristics. 

The influence of factors such as a history of trauma, prominent personality traits, and 

low self-esteem have received little attention in research on engagement in the context of 

youth mental health services.  However, a consideration of how these factors influence the 

decision-making processes that a young person goes through when deciding whether or not to 

engage with services could be crucial. The few studies that have examined these factors add 

to the practice wisdom of those who work with youth in mental health services.  

This part of the literature review focuses on studies that have identified certain 

demographics and personality disorders as well as illness symptoms that make engagement 

with services less likely for many young people. For example, anti-social personality 

disorder, borderline personality disorder, and the traits of lower agreeableness and 

neuroticism have been found to exist in co-morbidity with psychosis.  Such disorders and 

traits are likely to affect the engagement process (Jackson & McGorry, 2009). For individuals 

suffering from social withdrawal and poor pre-morbid adaptation to school, relapse can 

happen earlier when a diagnosis of anti-social personality disorder also applies to those 

individuals (Cannon-Spoor, Potkin, & Wyatt, 1982). Furthermore, Gleeson, Rawlings, 

Jackson, & McGorry (2005) found a relationship with having low levels of agreeableness, 

high neuroticism, and experiencing higher relapse risk (possibly due to lower agreeableness 

being associated with stressful interpersonal events that can trigger a relapse). This evidence 

further emphasises the importance of developing targeted interventions to help these young 

people manage any personal or clinical characteristics that may place them at additional risk 

of relapse, and further encourage them to stay engaged with services. However, despite some 

evidence that personal characteristics can affect the engagement process in many cases, the 

paucity of rigorous research in this area makes it difficult to confirm such findings. The 
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evidence presented in the following studies provides a useful focus for ongoing research and 

provides direction for future research on improving engagement rates for affected individuals. 

Two small quantitative cross-sectional cohort studies carried out in Scotland and 

Canada examining individuals diagnosed with early psychosis used interview measures and 

self-report questionnaires (Lecomte et al., 2008; Macbeth et al., 2013). The MacBeth et al. 

(2013) sample consisted of 64 consumers with a mean age of 22 years who were first-time 

presenters to early psychosis centres. They found that poor engagement was associated with 

greater symptoms, both positive and negative, and greater psychopathology. On further 

statistical examination, in a regression analysis, only negative symptoms such as depression 

were predictive of poor engagement. While MacBeth et al. (2013) also found that problems 

adjusting socially in the pre-morbid phase were correlated with poor engagement, in contrast 

to previous research no relationship was found between the duration of untreated psychosis 

and engagement (Casey et al., 2016). The Macbeth et al. (2013) study had a number of 

limitations, including a small sample size that threatened its representativeness. As noted by 

the authors, the number of analyses that were necessary raised the risk of type 1 error, 

meaning that a relationship may have been identified in the results that doesn’t actually exist. 

These researchers acknowledged the limitations of their study, but in most cases did not try to 

control for them sufficiently; this may have weakened the study's reliability and validity. The 

study by Lecomte et al. (2008) was more robust, sampling 118 individuals with a mean age of 

25 years. In this study, the linear regression analysis determined the strongest predictors of 

engagement with services.  

Results from the Lecomte et al. (2008) study suggested that the strongest determinant 

of poor engagement was childhood physical abuse, a factor also highlighted by the Brewer et 

al. (2015) and Spidel et al. (2015) studies. The personality traits of high neuroticism and low 

agreeableness also indicated good engagement with service providers. Lecomte et al. (2008) 
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suggested that this last trait may be a predictor of service engagement due to those with high 

agreeableness being more sensitive to being accepted by peers, and therefore more likely to 

avoid stigmatising situations such as attending mental health services, to avoid rejection by 

their social group. While the Lecomte et al. (2008) study had clear inclusion criteria and 

objectives, the use of a self-report questionnaire may have introduced social desirability bias. 

Responding to the questionnaire may also have been more problematic for participants with 

reading difficulties, since they needed assistance from the interviewer to complete the 

questions. Moreover, no response rate was recorded, raising questions about its 

representativeness. 

A further study, conducted in New Zealand and with a bigger sample and a 

longitudinal design (which improved both validity and reliability), found that certain 

demographics and personal characteristics influenced the engagement process. Turner, 

Boden, Smith-Hamel, and Mulder (2009) audited 236 patients aged 16-30 years from an early 

psychosis service and followed their treatment progress over two years. They found that 

disengagement from service was associated with higher unemployment, higher score on a 

global assessment of functioning scale, and higher Health of the Nation Outcome scores, 

which measure improvement in health and social functioning at referral. These researchers 

acknowledged that the reason why the higher functioning consumers may have disengaged 

could have been because lower functioning consumers were under a compulsory treatment 

order. Those lower functioning consumers may have disengaged had they not been under a 

treatment order, and the results of the study may have then been considerably affected.  

The design of the study was exploratory rather than experimental, meaning that it was 

not as rigorous as it might have been, and detailed statistical information (such as effect size) 

was not stated. Overall, a major strength of this study was the representativeness of the target 

population, as many studies examining patients with mental health issues have poor response 
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rates that can affect their validity. The researchers also defined ‘disengagement’, and thus 

avoided the ambiguity that can attach to this term. This study provides further evidence that 

consumers with higher level functioning may not feel unwell enough to continue with 

treatment, or may even lack insight into the severity of their disorder, causing them to 

disengage with services. 

In a robust population-based retrospective naturalistic cohort study, Reynolds et al. 

(2019) examined the level of social deprivation in a sample of 707 early psychosis consumers 

aged 15-24 years, as well as their service engagement over a 24-month period. They found a 

high rate of disengagement overall (54.7%), and those residing in areas considered to be 

marked by high social deprivation had the highest rates of disengagement. These researchers 

also found that even the addition of a new clinic in a more convenient location did not 

encourage engagement, thus adding weight to the theory that offering outreach to all 

consumers (regardless of diagnosis or level of function) may increase engagement in this 

resistant population.  

The Reynolds et al. (2019) study did have limitations that are typically found in 

retrospective studies. That is, that the data was not collected for the purpose of the study, so 

the study itself may have missed some variables that were predictive of engagement, such as 

social support. The accuracy of the data was also dependant on the clinician who entered it, 

and who did so in a different, unrelated context. While disengagement was well-defined, its 

definition was not exactly the same as that used by other studies. Social deprivation was 

measured by an area or suburb rather than by a person’s individual circumstances. To reduce 

confounding variables, Reynolds et al. (2019) did take steps to remove cases that may have 

had treatment at different clinics, meaning that results relating to a clinic’s location may not 

have been given sufficient consideration. Nonetheless, this study was representative of the 

population, since it involved a large sample and rigorous methods were followed. 
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In Canada, Ben-David, Munson, Cole, Brucato, and Girgis (2019) held in-depth 

interviews with 30 participants aged 18-30 years to examine service engagement in 

consumers attending a clinical ‘high risk for psychosis’ service. The findings from this 

qualitative study indicated that stigma was one of the most common experiences among the 

cohort. The types of stigma experienced included public stigma, with individuals in society 

having a negative, discriminatory perspective on those with mental illness; internalised 

stigma, which led to shame and secrecy about their condition; disclosure stigma, where the 

young people did not want to disclose their attendance at mental health services for fear they 

would be judged; and hierarchical stigma, where they felt that psychosis was one of the more 

stigmatised disorders when compared to an illness like depression or anxiety. 

 Purposive sampling for this study ensured that recruitment for the study targeted 

consumers with experiences that were most relevant to the research question. Questions were 

piloted and grounded theory was used to analyse the data. Constant comparison of findings 

and an audit trail ensured the rigour and trustworthiness of results. The researchers also 

reported reflecting on their roles to reduce bias and ensure acknowledgement of personal 

experiences that may have affected interpretations. While the sample was non-generalisable, 

robust steps were taken to reduce investigator bias throughout.  

 In addition to the research detailed above, other studies included in this review 

indicated that a personality disorder or a demographic characteristic was a factor in the 

decision to engage. Kim et al. (2019) found that not being in employment, education, or 

training predicted disengagement. They also discovered that a family history of psychosis in a 

second-degree family member, such as a grandparent or a half-sibling, predicted engagement. 

This may be because a caregiver who had previously experienced another relative with 

psychosis symptoms would be familiar with recognised signs and symptoms. Consequently, 
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they may have encouraged the young person to engage with mental health services in order to 

assist their recovery from psychosis (Kim et al., 2019). 

Cotton et al. (2011) and Spidel et al. (2015) found that individuals with strong 

evidence of psychopathology were less likely to engage with services.  Spidel et al. (2015) 

found a history of antisocial or violent behaviour to be a predictor of disengagement, and 

Conus et al. (2010) found that a forensic history was a risk factor. Other researchers were in 

agreement that lower symptoms at baseline were associated with non-engagement (Conus et 

al., 2010; Solmi et al., 2018; Stowkowy et al., 2012; Turner et al., 2007). Furthermore, Solmi 

et al. (2018) found that fewer negative symptoms and fewer hallucinations were predictors of 

disengagement. These findings suggest that higher functioning consumers and those with 

fewer symptoms did not see the necessity of remaining engaged with services. However, 

these results contrast with those of Macbeth et al. (2013), who found that fewer symptoms 

predicted engagement. Casey et al. (2016), for their part, found an association between higher 

levels of education and poor engagement. These researchers argued that an explanation for 

this unexpected result may be that those with higher education qualifications were likely to 

question the status quo, while those with lower levels of education may be more compliant, 

or may be experiencing other forms of social adversity. Mental health services may thus see 

persons with less education as being more in need of support, and may be more assertive in 

engaging these individuals.   

In summary, personal history, specific personality traits, and personality disorders 

have all been identified as factors that could influence a person's decision whether to engage, 

and stay engaged, with services. Further research in this area (particularly of a qualitative 

nature), is needed to confirm the results. Although individuals with personality disorders are 

not usually medicated, as medication is thought to have a limited effect in treating personality 

disorders, there is compelling evidence about the effectiveness of therapies such as 
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motivational interviewing and cognitive behavioural therapy for people with personality 

disorders and trauma. Identifying and treating these issues in conjunction with treating 

psychosis could improve the engagement process considerably.   

Additionally, personality factors such as motivation and a feeling that one has 

responsibility and control over one’s own recovery have also been shown to be effective in 

promoting the engagement process. To reiterate, self-determination theory can be used in 

practice to encourage concepts of autonomous motivation, empowerment, and hope, and 

become the foundation for developing more effective interventions in mental health (Ng et 

al., 2012).   

The following section turns to the influence that service providers and clinicians can 

have on a young person's decision to engage with them. 

 
Service and clinician factors. 

Many studies have identified that both the culture of mental health services and the 

relationship a consumer has with his or her clinician can have a crucial influence on whether 

a young person engages with a service or not. Almost every study included in this review 

noted that the relationship with a clinician had some influence on the young person's 

engagement with the service; thus, this factor requires the attention of services if they are to 

offer an effective pathway to recovery from psychosis. Since the therapeutic alliance has been 

shown to greatly influence the service engagement of individuals with a mental illness, it is 

crucial to identify which factors predict an effective therapeutic relationship with difficult-to-

engage individuals (Dixon, Holoshitz, & Nossel, 2016). Previous studies have indicated that 

service engagement is a dynamic rather than static construct, and the course of the therapeutic 

relationship needs to be explored over time. In other words, any changes in the alliance, 
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rather than the initial interaction between clinician and client, will be a reliable predictor of 

ongoing engagement (Becker et al., 2014). 

Another factor in the therapeutic alliance that often leads to a breakdown in the 

therapeutic alliance, and consequent disengagement with services, is when consumers’ and 

clinicians’ perception of needs and goals are not congruent (Hensel, Banayan, Cheng, 

Langley, & Dewa, 2016). When a young person, without making a conscious decision to 

disengage, feels that he or she has reached all the therapeutic goals and terminates treatment, 

this may be perceived as treatment dropout by the service or clinician. Furthermore, when a 

service user feels that he or she has no input into treatment plans and decisions about his or 

her own care, this can make the service user feel disempowered and less likely to stay 

engaged with services (Coates, 2016). These considerations emphasise the importance of 

shared decision making at a time when a young person may be feeling that they are not 

totally in control of many other parts of their lives. Having a voice in their own care could be 

a strong determinant in their decision about whether to stay connected with a service or not 

(Coates, 2016) .  

Additionally, during his or her first contact with a mental health service, a young 

person may feel emotions including fear, self-stigmatisation, and a negative attitude towards 

psychiatric services. At this point the clinician needs to make every effort to build a trusting 

and positive therapeutic relationship while closely listening to and respecting the individual’s 

needs and concerns (Jackson & McGorry, 2009). As Jackson and McGorry (2009) go on to 

explain, the idea of recovery is crucial for preserving hope for the young person and his or 

her family. Having a belief in their recovery will ensure that the young person has more 

motivation to seek help and stay engaged with mental health services. The studies included in 

this review all found that young people’s experiences and satisfaction with an early psychosis 



 

69 

service (or with their allocated clinician) had an important influence on whether they decided 

to continue to engage with the service or to disconnect. 

An observational quantitative study completed in Canada examined the influence that 

a mental health service or clinician can have on young persons' decision about whether to 

stay engaged with a service, and found their experiences with the service to be crucial. 

Hensel et al. (2016) reported findings from two cross-sectional studies using a combined 

sample of 188 pairs of key workers and their clients from six early psychosis services in 

Ontario. They found that while the clients perceived the lack of information about their 

condition as an unmet need, the clinicians did not see this as being an area of concern. The 

clients reported that they felt that their needs were not being met by their case workers in the 

areas of intimate relationships, psychological distress, and daytime activities. There was a 

strong positive statistical association between these perceived unmet needs and low treatment 

participation. 

In the Hensel et al. (2016) study, consumers had been referred to the study by their 

case managers. This set-up risked expert or convenience sampling bias. Furthermore, the 

researchers stated that 67% of the consumers were successfully interviewed in the first study, 

but they did not explain why the other 33% were not successfully interviewed. Having a third 

of the invited participants refuse to take part in interviews may have affected the 

representativeness of the study, since those who chose to take part may also have been more 

likely to engage with the service. Moreover, the first study had a poor response rate, and the 

reporting of duplicate referrals in this study was confusing. Nevertheless, the second study 

had a good response rate of 75%, and the measures used had previously shown good inter-

rater reliability when applied to a first-episode cohort. 

Three qualitative studies in the United Kingdom also found that the relationship with 

the case manager and service factors strongly influenced engagement with services. Allard, 



 

70 

Lancaster, Clayton, Amos and Birchwood (2015) interviewed 16 carers and 16 young 

consumers who participated in the National EDEN multi-site study, during the first few 

months of service provision (average six months). Cowdrey, Hogg, and Chapman (2018) also 

surveyed two groups from an early intervention service, using a sample of seven consumers 

and nine clinicians. The consumers reported the importance of being supported and 

understood by their clinicians. While rapport and intuitive connection into how the young 

people were feeling were seen as important, more important was whether they felt that they 

were being supported when it came to understanding their symptoms and experiences of what 

was described as ‘an emerging post psychosis identity’ (Allard et al., 2015, p. 415). For these 

young people, education, work, and independent living were viewed as goals for the future 

rather than necessary tools for recovery. This may have been due to the fact that they were in 

the first six months of diagnosis and, therefore, still grappling with their condition. This 

finding may have implications for future service provision, insofar as young consumers need 

to be in the right stage in their treatment to be open to the next step (e.g., employment). If 

they perceive they are being pushed too quickly, then relapse is a risk (Allard et al., 2015). 

The consumers surveyed in the Cowdrey et al. (2018) study reported feeling 

powerless when decisions about medication were being made, and were reluctant to speak up 

even when unhappy. The researchers posited that it may be helpful for consumers to be given 

biopsychological education on their diagnosis and treatment. They also concluded that 

clinicians need more comprehensive training in interventions such as cognitive behavioural 

therapy, so that both medication and therapy can be discussed and considered in treatment 

planning (Cowdrey et al., 2018).  

Watkins, Sanderson and Richards (2018) conducted the third qualitative UK study, 

where nine consumers were interviewed and a focus group of seven consumers was 

conducted to examine service engagement in an early intervention service. The results 
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suggested that a trusting therapeutic relationship was crucial to engagement decisions: 

consumers reported feeling tearful and vulnerable if their care coordinator was not accessible 

or if they felt that their care was not consistent. As in the Allard et al. (2015) study, the young 

people wanted to start off by achieving smaller goals to enable them to gain confidence for 

the next challenge. If they felt pressurised to reach a bigger goal too soon, they perceived this 

as threatening, and the risk of relapse increased (Watkins et al., 2018). The young people 

welcomed the opportunity to partake in social activities with both peers and professionals. 

Such activities served to promote social inclusion and enabled them to talk about and 

normalise their experiences (Watkins et al., 2018).  

These UK studies suffered from the same limitations that affected other qualitative 

studies; that is, they were not generalisable due to small sample sizes. Additionally, 

recruitment was carried out at only one clinic in the cases of the Allard et al. (2015) and 

Cowdrey et al. (2018) studies. The interviews conducted by Allard et al. (2015) and Watkins 

et al. (2018) were held at clinics connected to the service and conducted by clinicians 

connected to the service. This design may have triggered a response bias if participants were 

worried about their responses influencing subsequent service provision, or if they were 

concerned about being overheard making negative comments about the service. In the study 

by Cowdrey et al. (2018), a survey was used for data collection. This design has limitations 

similar to those found in quantitative studies where answers cannot be elaborated on or 

themes explored in greater depth. Using both focus groups and interviews strengthened the 

Watkins et al. (2018) study, but this method also carried the risk of the more dominant 

individuals taking over the discussion in the group, as well as introducing the risk of social 

desirability bias. For example, participants may have been reluctant to discuss sensitive issues 

in front of others. Furthermore, Cowdrey et al. (2018) and Watkins et al. (2018) used 
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clinicians from the service to recommend participants, and, whether consciously or not, they 

may have selected consumers who they perceived would report more positive experiences.    

Watkins et al. (2018), reflecting on possible biases that may have come from their 

own values and experiences, recruited an independent interpreter to discuss the data in order 

to ensure transparency and rigour. Cowdrey et al. (2018) piloted a draft survey before 

collecting their data, using a focus group of previous consumers at the service. Revisions 

were made accordingly, and independent researchers were recruited to assist with coding. 

Allard et al. (2015) used a constant-comparison method for trustworthiness, and, in order to 

ensure rigour, compared themes for suitability and agreeability in a second meeting. All three 

studies, then, used robust methods and put in place measures to reduce bias. 

Other studies previously discussed also found the therapeutic relationship to be a 

crucial factor in encouraging a young consumer to engage with services. Tindall et al. (2018) 

discovered that, after experiencing acute treatment options, young consumers felt relief on 

meeting their caring and non-judgemental case managers, and this strengthened their resolve 

to engage with the service and work towards recovery. Similarly, Ben-David et al. (2018) 

reported that predictors of service engagement included social connection, expertise and 

efficacy of the service, as well as efficiency of the clinicians. Of the 30 young consumers at 

the service, 20 reported that barriers to their engaging included the time it took to be 

connected with a clinician as well as the location of the service. For some, location made it 

problematic to attend regularly, despite them wanting to see their clinician.  

In summary, all these quantitative studies are in agreement about the factors that 

influence client engagement, and hence have important implications for mental health 

services and clinicians. Unmet expectations were significantly associated with negative 

outcomes and less service use. This finding underscores the need for users to be educated 

about what to expect from the interventions that will be implemented, in order for consumers 
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to have realistic expectations, and therefore a greater desire to engage with the service when 

it comes to therapy.   

Other qualitative studies included in the review discussed the relationship between the 

service provider and the service user, and found that the therapeutic interaction had the 

potential to impact both positively and negatively on the engagement of the consumer with 

the service. Two robust and well-designed qualitative studies conducted in Australia used a 

phenomenological design and semi-structured interviews to explore young people’s lived 

experience as they sought to make sense of the care they received from their mental health 

service. Tindall, Francey, and Hamilton (2015) recruited seven individuals aged 18-22 years 

with first-episode psychosis, and, while the researchers did not mention saturation of the data, 

they did state that independent researchers reviewed their data to improve dependability. The 

study included a succinct discussion of the findings, limitations of the research, and useful 

implications for future practice. Furthermore, this study found that the young person's 

perception of whether their needs were being met was crucial to maintaining engagement 

with their clinician. As one participant put it,  

‘She just comes to my house, and saying you alright?....at least someone cares’. 

However, these participants also discussed a push towards disengagement that was 

sometimes caused by delays in case-manager allocation or disruptions to care entailing a 

change to another clinician. Participants reported feeling reluctant to reengage when a change 

in care happened (Tindall et al., 2015). This finding emphasises the importance to consumers 

of having continuity throughout their care where possible. The researchers described a major 

limitation of the study being that the main researcher was connected to the service, 

potentially introducing respondent bias. In other words, participants may have been reluctant 

to give any negative feedback or perceptions. Moreover, because Tindall et al. (2015) 

recruited their sample though the clinicians working with the consumers, their study design 
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poses a possible threat to the representativeness of the research, since the participants 

recruited may have also been more agreeable to the engagement process. However, generally 

speaking, the study was robust and rigorous, and added to the research question in this study. 

Additionally, in the Tindall et al. (2018) study, the results suggested that when 

consumers first entered the service, they were experiencing extreme distress and confusion. 

These experiences resulted both from their current symptoms and from experiences of 

previous treatment, which they described as ‘coercive’ and ‘involuntary’. However, at least 

on a superficial level, these past experiences did not seem to affect the young consumer’s 

engagement with the service. In fact, the researchers suggested it may have made a caring, 

supportive case manager seem a much more attractive prospect, that being how the young 

people reported seeing their case managers (Tindall et al., 2018). Of course, the negative 

pathway to the service may have influenced those who never engaged, a factor that could not 

be explored in this study of already engaged consumers.  

Another robust longitudinal qualitative study conducted by Tindall et al. (2020) 

supported these findings when sampling 24 young consumers during their first year with an 

early psychosis service. Shared decision making was vital to these young consumers, with 

disengagement correlated with a mismatch between the consumer and the service model 

(service mismatch) and aimless engagement - an absence of shared purpose, with the 

clinician and consumer concentrating on different concerns (Tindall et al., 2020). This 

finding adds evidence to the premise of the importance of the young person being heard in 

treatment planning. 

A further two qualitative studies used a robust longitudinal design to examine the 

issue of youth engagement in mental health services. In the U.S.A., Green, Wisdom, Wolfe, 

and Firemark (2012) recruited 177 mental health consumers aged 16-84 years by sending 

letters to 418 prospective participants identified through health plan records. Of the 350 that 
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were deemed suitable by clinicians, 46% responded (a good response rate for postal surveys); 

the response rate ensured that the sample was representative of the population under study. 

In-depth interviews were carried out four times over the following two years. By the end of 

the study, an excellent response rate of 96% had been achieved. However, this rate needs to 

be viewed with caution, since the stipends for respondents were generous, increasing from 

$50 to $75 at last interview. This set-up may have introduced bias into the study, because the 

more financially disadvantaged participants may have had more of an incentive to take part. 

Furthermore, the Nuremberg Code of 1947 states that no pressure or persuasion should be 

used to influence participation in research studies, so there could be ethical considerations in 

using incentivising tactics such as this (Alderson & Morrow, 2004). 

In contrast, the UK study by Lester et al. (2011) did not document how many service 

users were initially approached to take part in their study, and participant numbers were not 

discussed until the results section. However, this study did include a large sample size of 491 

young people aged 14-35 years who had consented to take part in the larger National EDEN 

study undertaken by The English Department of Health. Total numbers had increased to 1027 

by the study’s end date. From this cohort, 63 people agreed to be interviewed, and 36 

consented to a follow-up interview 12 months later; the study thus achieved a good response 

rate of 57%. The researchers found that having a key worker who was trustworthy, 

supportive, and warm was essential when it came to promoting service engagement. A 

grounded theory approach was used, and to ensure a rigorous investigation, a constant-

comparison method was utilised to advance the researchers’ understanding of the data. 

Disconfirming evidence was sought and considered throughout analysis, and data saturation 

was reported. 

The longitudinal design of these studies meant that participants could be observed 

over a longer period of time and, since the research was not reliant on an individual's 
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memory, patterns of behaviour could be identified, thereby improving the accuracy and 

reliability of the studies. Also, the studies used sample sizes that were large for qualitative 

research, and response rates were very good, significantly improving the reliability and 

validity of the findings. The results indicated that a trusting, supportive, and warm 

relationship with the clinician, the recognition of the young person’s need to have autonomy 

in treatment decisions, and a youth-friendly approach were all crucial to the engagement 

process. One participant stated:  

‘I don't know what I would do without her.... she’s an amazing person to have in my 

life at this time’.  

Another noted the importance of the clinician not acting like a parent: 

‘I already have parents’.  

Instead, this participant suggested, clinicians should approach the young person as a friend 

who needs help. Overall, the studies were trustworthy and dependable, with clear 

implications for future research with young people experiencing mental illness. 

Further studies exploring the influence of service and clinician factors on engagement 

with youth mental health services were reviewed. Consumers in the United States were 

sampled using a semi-structured interview framework and the thematic analysis of responses 

from two separate, but similar, early psychosis services. The Lucksted et al. (2015) study 

examined views of engagement via 32 patients from the RAISE (Recovery after an Initial 

Schizophrenia Episode) connection programme; they found that a focus on life goals and the 

warm respect that they received from their clinicians encouraged young people to stay 

engaged with the service. Participants noted that clinicians showing an interest in them, 

having patience, and being non-judgemental were also important factors. They also remarked, 

approvingly, that because the team was multi-disciplinary, they could access services through 
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a ‘one stop shop’. This served to reduce effort and encourage engagement, although one 

participant reported that meeting the whole team at once could be overwhelming initially. 

A similar study by van Schalkwyk, Davidson, and Srihari (2015) explored the views 

of 11 consumers (10 male and 1 female) aged 20-35 years attending STEP (Specialised 

Treatment Early in Psychosis). The study discovered that with some consumers there was a 

‘temporal phase disconnect’, where services were advocating treatment for psychosis before 

the young person had even considered that they might have a disorder. Results also suggested 

that it would be helpful if treatment options could be more closely aligned with the concerns 

and experiences of the young person, so that the user could feel that he or she was 

understood, and that help was available for his or her most pressing issues. Common sense 

advice and support with practical issues such as employment and housing were valued, along 

with being listened to and avoiding feelings of stigma. Taking these factors into account 

enhanced the decision to remain engaged. One patient felt that he was less impaired than 

other attendees, and therefore ‘out of place’. For him, it was important that he be viewed as a 

‘regular guy’ with a ‘slight condition’ by the treating team. 

Both of these studies had clear aims and detailed descriptions of their methods of 

analysis, with the Lucksted et al. (2015) study using Atlas.ti to code, compare, and recode 

results for accuracy. The researchers also recruited consumers early in their involvement with 

the service, and recruited another cohort at 12-24 months after first contact. Two more groups 

who were either ‘well-engaged’ or ‘not well-engaged’ were also compared; this design served 

to create a broader sample to better represent the different theoretical groups. The van 

Schalkwyk et al. (2015) data were coded using nVivo, followed by thematic analysis; this 

analysis allowed the researchers to organise the data without imposing an already-existing 

framework in order to interpret responses. The codes were reviewed by another researcher to 

improve validity. However, neither study discussed whether saturation was reached, and the 



 

78 

sample used by van Schalkwyk et al. (2015) consisted of 10 men and one female with no 

explanation of whether this was representative of the group, or any other explanation for the 

lack of female participants. These results may therefore be less trustworthy, as women may 

have differing opinions of the engagement process than men, since they are more likely to 

seek help and engage with services than men (Oliver, Pearson, Coe, & Gunnel, 2005). 

Overall, both studies discussed the implications for practice and provided evidence that is 

valuable for the current project. 

Many of the other studies previously discussed in this review found that the 

service/clinician relationship with the young person is crucially important to successful 

engagement. The robust Stewart (2013) study found the transitional period between in-patient 

care to community care to be particularly important, with young people describing hospital 

staff as being unsympathetic to their situation, uncommunicative with regard to their illness, 

and entrenched in institutional rules. By contrast, they found the community team to be 

optimistic, genuine, and communicative. The researcher makes it clear that this transition 

period could be a crucial time to cement a trusting and ongoing therapeutic relationship, 

provided the timing and process is delivered effectively, with early-intervention staff 

becoming involved in the young person's care prior to discharge constituting a landmark 

event in the engagement process.  

In summary, much of the research to date found that the relationship between the 

service or the clinician and the service user was crucial to the engagement process. This is a 

factor that needs to be considered in future engagement strategies. An element that emerged 

as being particularly problematic was that of being allocated a clinician of a different gender. 

Although mental illness affects both males and females equally, research shows that males 

are more likely to have a co-morbid diagnosis such as substance abuse, to experience earlier 

onset, to have longer periods of illness, and to experience a poorer recovery from psychosis 
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and schizophrenia than females (Hunter Institute of Mental Health, 2014). They are also more 

reluctant to engage with services, and this likely has a negative effect on the outcomes just 

listed. In many services, the majority of clinicians are female, and this may be an important 

factor for male consumers’ decisions about engaging with the service. Services should work 

to recruit more male clinicians, possibly by using strategies and techniques that differ from 

those currently used in recruitment drives. In any case, it is important to encourage male 

clinicians to seek employment with youth mental health services in the future. 

 
The Importance of Motivation and Self-determination in Engagement and Recovery 

As already suggested in connection with the previous studies being reviewed here, the 

conceptual framework related to self-determination theory, ecological theory, and the 

recovery model go a long way towards explaining why a young person may choose to engage 

or not to engage with early psychosis services. Some researchers found that at various stages 

of their disorder, young people may or may not be motivated to strive for further goals. This 

observation shows the impact that ecological factors can have on service users’ self-

determination to reach a goal (Zhang & Solmon, 2013). 

Self-determination—a feeling a control over one’s own destiny and being motivated 

to recover—can affect each of the factors identified in this review in either a positive or 

negative way. Self-determination theory suggests that the intrinsic goals of autonomy, 

competence, and relatedness with others are attainable for everyone, and are needed if one is 

to be a fully functioning person (Deci & Ryan, 2008). These goals emanate organically from 

the service user himself or herself, rather than from external factors such as reward-or-

punishment scenarios. Individuals who attain goals intrinsically enjoy greater well-being and 

positivity, and fewer negative emotions (Kasser & Ryan, 1996).   



 

80 

When a clinician consults with a young person about their treatment decisions, rather 

than instructing them on what they should or need to do, clinician and service user can work 

together towards a better recovery and outcome for the young person. Self-determination 

theory can be used with therapies such as motivational interviewing to achieve this aim (Deci 

& Ryan, 2012). Pursuing a strategy of this sort will enable young people to feel empowered 

and in control of their treatment and recovery, and give them autonomy and responsibility 

with respect to their functioning and outcome. They may feel more able to overcome the 

barriers caused by negative ecological and social factors that may be influencing their 

decision of whether to engage in treatment for their disorder. In turn, young service users can 

avoid feeling helpless and out of control in the experiences they are having and the decisions 

being made about their treatment.  

 
Summary of the Methods Used in the Studies Reviewed 

This literature review included 17 quantitative and 11 qualitative studies, all 

concerned with offering further insight into the decision-making process that a young person 

goes through when deciding whether or not to engage with a mental health service. All of the 

studies identified factors that may influence this decision. The quantitative studies, with the 

aim of categorising the findings numerically, used instruments and statistics to measure and 

transform results into scores (Katzer, Cook, & Crouch, 1982). The qualitative studies, by 

contrast, used interviews to explore experiences and give participants a voice to allow an 

understanding of their perspectives to emerge (van Schalkwyk et al., 2015).   

The quantitative papers included in the review had limitations that had not been 

detailed previously. Limitations included a failure to pilot questionnaires before using them 

to collect data, poor and in many cases no reporting of response rates, and an incomplete or 

inadequate methods section. Rather than using a random sampling technique, most studies 
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involved clinicians in the recruitment process, thereby introducing the possibility of selection 

bias and yielding findings that may not be generalisable to the larger population. The factors 

of most concern indicated in the quantitative research were mainly in the areas of social 

support, personality factors, and substance abuse. This was an interesting finding, though it 

could possibly indicate that participants were more comfortable answering questions in these 

areas via questionnaires rather than in interviews. If that is the case, then the results suggest 

that social desirability bias may have made young people reluctant to discuss sensitive issues 

concerning their social networks, personality disorders, and substance use in the qualitative 

studies included in the review. That said, all the quantitative studies included in this review 

were reliable and robust, with similar findings, suggesting they had good validity and 

generalisability to larger populations. 

The eight qualitative studies used smaller samples to gain in-depth, informative, and 

experientially rich data, utilising thematic or phenomelogical designs to make sense of the 

young people's experiences. Purposive sampling was most commonly used. This method was 

appropriate for the research design, but it may have reduced the overall reliability of the 

findings and increased selection bias in the study. In some cases, response rates were not 

discussed, and in other cases, researchers were connected to the service, thus risking 

researcher bias. Interestingly, the influence of the relationship between clinician or service 

and the young person in the engagement process emerged only in the qualitative research; 

this finding may suggest that the researchers conducting the qualitative interviews may have 

guided questions in that direction and avoided more sensitive issues such as substance use or 

family conflict, once again indicating possible experimenter bias. Nevertheless, all the 

qualitative studies reviewed were, like the quantitative studies, dependable and trustworthy, 

and added a rich tapestry of stories and experiences to the current evidence, allowing for a 

greater understanding of the participants’ lived reality and experiences. 
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Other observations about the methodological quality of the studies reviewed are worth 

including here. None of the included studies involved randomised controlled trials. Studies 

conducted by Casey et al. (2016), Lecomte et al. (2008), and Stowkowy et al. (2012), failed 

to report a response rate, meaning that the responses recorded may not be representative of 

the larger population (Fincham, 2008). In the studies by Casey et al. (2016), Spidel et al. 

(2015), Stewart (2013), and Tindall et al. (2015), participants were chosen by their clinicians, 

creating a potential risk for sampling bias; this design was justified in the studies by Stewart 

(2013) and Tindall et al. (2015), however, as they used purposive sampling techniques. 

Reliance on self-report methods, used in many of the studies, can result in social desirability 

bias; however, Lecomte et al. (2008) defended such methods by stating that self-reports 

would be more reliable than reports from parents or clinicians, given that young people had 

admitted to lying to figures of authority. In the studies by Casey et al. (2016) and Stowkowy 

et al. (2012), description of the recruitment methods was limited.  

A number of the studies were not representative of the wider early-psychosis 

population. Thus, Cotton et al. (2011) examined a particular specialised service, Brewer et al. 

(2015) studied a high-risk group, Spidel et al. (2015) excluded drug users from their study, 

and MacBeth et al. (2013) included only non-acute consumers.  Most of the studies also only 

sampled already-engaged participants. These research designs may have affected the studies’ 

generalisability to the wider population. Saturation was not reported in the qualitative studies 

by Allard et al. (2018), Tindall et al. (2015), Tindall et al. (2018), and Watkins et al. (2018). 

Furthermore, the Tindall et al. (2015) study was based on a sample marked by a significant 

female-to-male majority. This asymmetry may have affected the results, given that some 

studies have shown that females engage in treatment more readily than males—although the 

evidence is generally mixed in this connection (Albizu-Garcia, Alegria, Freeman, & Vera, 

2001).   
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Overall, the results from the review suggest that factors such as a lack of family or 

social support, using a substance, having certain personality traits or a co-morbid personality 

disorder, and having a poor relationship with a service or a clinician are all associated with 

poor engagement with youth mental health services. The studies featured in the review all 

add evidence to the current research question and thus inform the current study. In light of the 

advantages on display in both the quantitative and qualitative studies reviewed, the present 

study will use a mixed-methods design, thus combining the benefits of large sample sizes 

with rich, in-depth interviews. In this way, the thesis will provide a robust study of the full 

range of factors that may influence youth engagement with early psychosis services on the 

Gold Coast. 

 
Discussion and Implications 

Factors that influence a young person’s engagement with early psychosis services 

were identified in the literature reviewed in this chapter. The results demonstrate the 

importance of social support, substance misuse, certain demographic and clinical factors, and 

having a strong therapeutic relationship. Engagement with services for young people presents 

many difficulties that clearly relate back to their lives and their support systems. Engagement 

problems differ at an individual level. For example, some will feel guilty continuing with 

drugs, and will disengage, whereas others will want help to stop drugs and stay engaged. The 

focus for clinicians should be on recovery, support, and intervention at an individual level on 

the consumer’s terms, and with their collaboration in any treatment decisions. Family 

members and friends can also facilitate earlier help-seeking and attendance at services, and 

also continued engagement with services, by encouraging and supporting participation (Jorm 

et al., 2008). Psychoeducation and support are important for families to be able to support 

their loved ones, in turn, through the phases of psychosis and during their recovery journey. 
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The issue of continuing substance abuse while under treatment for early psychosis 

warrants greater consideration by service providers. The co-existence of both substance abuse 

disorder and mental ill health have been found to be resistant to treatment, indicating the 

benefits of treatment that integrates principles from both the field of mental health and the 

field of addiction medicine (Spidel et al., 2015). Current evidence indicates that in many 

individuals, the use of a substance precedes onset of psychosis, suggesting the importance for 

services to treat both mental health and co-morbid substance abuse concurrently (Jackson & 

McGorry, 2009).    

More research is required before the influence of factors like trauma history, 

personality traits, and low self-esteem can be understood concerning the ongoing problem of 

youth disengagement from services. Anti-social personality disorder, psychopathy, and the 

traits of lower agreeableness and neuroticism have been found in co-morbidity with psychosis 

and may affect the engagement process; however, research is scarce in this area (Jackson & 

McGorry, 2009).   

The factors that predict an effective therapeutic relationship are important to identify 

in order to satisfy the pressing needs of those receiving continuing care (Allard et al., 2018). 

To enable honest discussion about the prevailing needs of the young person, whether it be 

education, housing, family breakdown, or other issues of direct importance, the need for a 

trusting relationship is paramount. If the young person is to feel that they are understood, and 

that help is available for their most pressing issues, there must be trust (Tindall et al., 2018). 

Not surprisingly, unmet expectations were significantly associated with negative 

outcomes and less service use. There is a need for early discussions about what consumers 

and families should expect, and what they actually want from the interventions implemented. 

The views of young people and their families should be taken into account when methods of 

intervention are being developed, in order to promote continued service engagement (Jorm et 
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al., 2008). The ‘nothing about me without me’ approach to health care promotes this 

important concept of shared decision making, in contrast to paternalistic approaches, and has 

been shown to encourage engagement with services (Delaney, 2018).  

Another important factor that should be considered by service providers is the 

seamless integration of in-patient and community service provision so that the client is aware 

of, and has contact with, those who will take over care following discharge (Stewart, 2013). 

Findings suggest the importance of service clinicians building a relationship with the young 

person while they are still in hospital, so that they can be seamlessly discharged into their 

care, thus promoting continued engagement in the community (Tindall et al., 2018).  

For future research, the concept of ‘engagement’ itself requires a universal definition. 

As it stands now, there are many interpretations of the term (Barello et al., 2012). A review 

found that engagement was often measured by attendance rates, in ways that ignored deeper 

therapeutic connections encompassing many factors (Doyle et al., 2014). A universal scale to 

measure the concept of engagement would be useful for future research, with a view to better 

capturing this complex, elusive phenomenon (Doyle et al., 2014). 

 
Limitations and Future Research 

One of the limitations noted in this review concerned the reliance on results of studies 

conducted by other researchers, although care was taken to ensure the trustworthiness of the 

research that was included. Other limitations concern the differing age ranges and methods in 

the studies that were reviewed, and the exclusion of relevant studies that may have been 

published in databases not searched for the purposes of this review, due to time constraints.  

Furthermore, this review primarily examined an older age group, whereas many 

young people begin to experience symptoms of psychosis at around 15 years old. Evidence 

suggests that social and ecological factors have an influence on the engagement process, and 
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it can thus be concluded that the experiences and concerns of a younger cohort are very 

different from those of their older peers. The period from 18-24 is a different stage from 

adolescence and has been termed ‘emerging adulthood’ (Arnett, 2000, p. 469), a stage of 

particular interest for the population being investigated for this study. Additional research 

examining a younger cohort would be useful in identifying the main factors that influence 

their continued engagement or disengagement with early psychosis services.   

Evidence regarding the link with substance misuse and service disengagement is 

mixed; therefore, further research would be useful in this area, particularly with respect to the 

efficacy of concurrent treatment for substance use and psychosis—it being unclear whether 

the use of a substance precedes onset of psychosis or vice versa (Jackson & McGorry, 2009). 

Further research into the co-occurrence of other disorders (e.g., personality disorders) with 

psychosis is also suggested, since it has been established that personality disorders are well 

managed with therapies such as Cognitive Behavioural Therapy. There may be a need for 

treatment plans to include medication and therapies simultaneously to encourage continued 

service engagement.  

 
A Note about Stigma 

Stigma was rarely given as a major reason for non-engagement in the research 

reviewed, but this may have been due to study design or areas explored.  Stigma is defined as 

“a strong feeling of disapproval that most people in a society have about 

something, especially when this is unfair” (Cambridge Dictionary, 2021). Yang et al., (2015) 

found stigma to be an important factor in their study, and many other studies have suggested 

that it may have been an underlying issue. The young people who are the subject of the 

current study are at a particularly sensitive stage in their development – one where they are 

beginning to crave independence from parents and caregivers and turn more towards their 
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peers for acceptance and a sense of belonging (Jackson & McGorry, 2009). An issue that 

begins to take on particular importance at this time of life, therefore, is their concern about 

how they are perceived by their peers, and their desire to fit in or belong, so that they can be 

seen as ‘normal’. This concern often leads to a reluctance to accept that they may be 

experiencing something differently from other members of their social group, and hence an 

unwillingness to seek help from services because of stigma attached to a mental health 

diagnosis. These issues are compounded by a wish to achieve independence from adults by 

self-managing unusual symptoms and coping without help from caregivers or professionals, 

because of feelings that ‘nothing will help’ anyway (Sheppard, Deane, & Ciarrochi, 2018, 

p.p. 66).  

Hence, while considering the factors that the literature review identified as being 

predictors of engagement or non-engagement with services, it is also important to recognise 

that stigma has been shown to have an impact on recovery and psychological well-being 

(Burke et al., 2015).  Helping to reduce stigma during interventions by enabling consumers to 

understand their experiences of psychosis in a more positive way may also aid engagement 

with services. Adopting this strategy may improve relationships with support systems such as 

family and clinicians, in addition to reducing any substance use by means of which young 

people sometimes try to cope with psychotic experiences. Working towards a more positive 

construal of psychosis may also assist in raising young people’s self-determination and 

motivation to attend and engage with early psychosis services. 

 

Aboriginal and Torres Strait Islanders and service engagement. 

 There is scant literature from the literature review conducted on the engagement of 

Aboriginal and Torres Strait Islander People with Early Psychosis Services. In Australia, 29% 

of Aboriginal and Torres Strait Islander people have reported living with a mental health 
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condition. In the current cohort, only 3% of young people referred to the early psychosis 

service consumers identified as Aboriginal or Torres Strait Islander in the timeframe 

examined.  This number amounted to 11 young consumers in the five year period analysed, 

or two young Australian and Torres Strait Islander per year on average.  Psychosis is a 

relatively uncommon disorder, affecting approximately 3.1 young people per 1000 of the 

population, and although more prevalent in Australian Indigenous populations at 1.7 per 100 

(based on a Cape York cohort), is far less common than other disorders such as depression 

and substance use disorder (Queensland Health, 2016). Around 250 Aboriginal and Torres 

Strait Islander people on the Gold Coast engaged with Kalwun, a focused Aboriginal and 

Torres Strait Islander service, in 2019. The high level of attendance at this service in 

comparison to the Gold Coast Early Psychosis Service suggests that Indigenous people may 

often engage with indigenous targeted generic mental health services such as Kalwun, whose 

consumers tend to experience less severe symptoms,  in preference to a more specialised 

early psychosis service (Kalwun, 2021).  

A study by Catts et al. (2013) supported the idea of a preference for a culturally safe 

focused service, while investigating early psychosis intervention best practice for indigenous 

people. The examination of best practice in service provision for indigenous communities 

was achieved through consultation with Indigenous Mental Health Workers IMHW by 

questionnaire, focus group, and personal communication member checking.  Furthermore, a 

case study of an IMHW regional mental health program which had been previously endorsed 

as a best practice mainstream mental health service for Indigenous people was undertaken 

(Catts et al., 2013). Findings suggested that best practice with Aboriginal and Torres Strait 

Islander people may achieved by imbedding Indigenous sub-teams within mental health 

services, including early psychosis services, in order to maintain culturally safe 

practice. Findings such as this may explain why few Aboriginal and Torres Strait Island 
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people engage with generic early psychosis services such as presented in the review and in 

this study, instead perhaps being more drawn to attend culturally focused services that have a 

strong partnership with the Aboriginal and Torres Strait Island Community in the planning 

and so-ordination of services, such as the Aboriginal and Torres Strait Islander and Health 

Division service offered by Gold Coast Health (Queensland Government, 2015). 

 The literature review presented was an international review, and therefore a focus on a 

particular cultural group such as Aboriginal and Torres Strait Islander people or Maori people 

may not be generalisable to a worldwide audience.  Aboriginal and Torres Strait Islander 

people have unique challenges and issues due to their history of displacement and 

disadvantage, and research that specifically focuses on their particular concerns would be 

warranted to justify the importance of identifying their specific barriers to effective service 

engagement with mental health services.  It is therefore crucial that future research focuses on 

Aboriginal and Torres Strait Islander people in isolation, as it is important to acknowledge 

the unique barriers that they may experience and that may influence their engagement with 

mental health services.  

Conclusion 

The main purpose of the literature review conducted in this chapter is to identify, in 

the context of the present study, gaps in the research and also issues of concern in the area of 

youth engagement with mental health services. A review should succinctly summarise 

available literature from reliable sources that are methodologically diverse, in order to 

evaluate current knowledge, areas of uncertainty, and issues not yet investigated (Knopf, 

2006). This review has indicated there is a shortage of research concerning youth engagement 

in early psychosis services in Queensland, particularly in the Gold Coast area. Although the 

focus of the studies included in this review were on other regions in the English-speaking 

world, the same factors and issues identified also affect youth mental health engagement in 
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the Gold Coast area. As a transient holiday destination, the average age of the population of 

The Gold Coast is, at any given time, approximately 34 years (Varley, 2016). The paucity of 

research in any comparable English-speaking area emphasises the importance of examining 

this population in the current research project. 

The research sourced for this literature review revealed that there are key factors that 

may have a strong influence on a young person's decision about whether to engage with 

mental health services or not. The factors identified included the availability of family and 

social support networks; whether the young person uses substances; personal demographics, 

history, and traits, including a traumatic history and co-morbid personality disorders; and the 

young person's perception of, and relationship with, the service and its clinicians. Although 

some studies found no association between youth engagement and some of these factors, the 

preponderance of the research suggests that how these factors affect the individual’s journey 

towards recovery may determine the eventual outcome of their experiences with mental 

health services, and hence their recovery from psychosis. 

This chapter has presented a review of current studies in the area of early psychosis 

and service engagement to gauge the possibilities and limitations of current research. The 

next chapter examines the challenges and opportunities that arise for social workers when 

working within the boundaries of the mental health act.  Chapter four also discusses how 

social workers can work effectively with consumers who are often receiving involuntary 

treatment, whilst also assisting them in maintaining autonomy and self-determination, as well 

as shared decision making in their treatment, in order to promote and encourage service 

engagement. 
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Table 1 
 
Summary of Content, Findings, and Limitations of Studies Examining Factors that Influence Youth Engagement in Early Psychosis Services 
___________________________________________________________________________________________________________________________________________

Citation   Content/limitations  Context in field/findings  Methodology    Authors   

QUANTITATIVE RESEARCH 

Brewer et al. (2015) Clear introduction with good Key paper for   Naturalistic stratified quasi-experimental Respected and experienced  

Intensive case   evidence for study. Limitations intensive high-risk  real-world design. Sample size 120; age  researchers including from 

management for high  stated – unable to generalise to consumers. Respected  range 15-24. Between-groups   Orygen. 

risk patients with first lower risk consumers, some journal. Agreed that  comparison. Representative of that   

Episode psychosis  confounding factors may not have substance use negatively  particular group. Robust design and      

   been controlled for. Type 1 error  impacts engagement.  methods; questions piloted for     

   controlled; effect sizes reported.     reliability. 

   Good internal/external validity.   

 

Casey et al. (2016) Clear but partial discussion of  

Predictors of engagement previous research limitations. Reputable journal, agreed  103 FEP consumers    Reputable and   

in First Episode   Argument given, and evidence for  that substance use = poor  interviewed at consumers’   experienced   

Psychosis  claims. Only one limitation stated: engagement; also, higher  home; average age 23; sociodemographic academics.   
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___________________________________________________________________________________________________________________________________________

Citation   Content/limitations  Context in field/findings  Methodology    Authors   

as nurse suggested participants, education. Living with   data collected, empirically 

   those with severe symptoms may  family = engagement with  tested scales used, robust  

   tave been excluded. How were  conventional methods  tests used for skew and  

   consumers chosen/response rates?   but not with more robust.  bias. 

 

Conus et al. (2010) Good background, adds   Key article, respected  786 FEP consumers;   Key experts in  

Rate and predictors of to previous work.   journal. Found that living   random population-based; longitudinal. field.    

service disengagement Addresses limitations (file   without family, substance  Age 15-29 years. Representative;     

in an epidemiological  audit so possible entry  use, forensic hx,  lower   retrospective, robust methods 

first episode psychosis        errors). Claims to be   baseline symptoms =   

cohort   largest study in FEP’  - disengagement.   

Engagement well operationalised. 

 

Cotton et al. (2011) Background into service and Need for support with   212 in sample; age range 15-25. Used  Reputable and  

Group programmes in intervention of interest.   isolation & relationships  referral forms, semi-structured  experienced .  
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___________________________________________________________________________________________________________________________________________

Citation   Content/limitations  Context in field/findings  Methodology    Authors   

early intervention  Limitations stated – no data on important to consumer &  interviews, & assessments    researchers.       

Services.  consumers not referred to the time management for  Longitudinal study.    

   recovery group programme, so  clinician. Substance abuse   EPPIC was sample of interest      

not representative beyond that  & psychotic symptoms =  as Youthscope do not include      

   Group. Service ages changed  disengagement, as well as   young people with psychosis.      
during study (EPPIC from 15-30- high psychopathy, in   Analysis was described briefly     

   15-25, Youthscope from 15-18- agreement with others.  .    

   15-25.           

 

Dixon et al. (2015) Good description of service and  Key paper with multiple  Small sample of 65, aged 15-25.  Experienced  

Implementing co-  RAISE programme. Clear  citations. Shared decision-  RAISE programme tested   academics & .  

ordinated specialty care hypotheses. Limitations stated - making & family    at 2 sites. Systematic strategies used specialists.  

for early psychosis. no control group so inferences involvement = higher  to identify participants. Assessments    

   not possible, but authors reported engagement.   taken at baseline, and at 6,12,18, and 24    

   this controlled for. Also, sample     months. Measures had good inter-rater    

   small; no response rates reported.     reliability; tested whether outcomes 

   Completion rates for follow up     improved over time.   
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___________________________________________________________________________________________________________________________________________

Citation   Content/limitations  Context in field/findings  Methodology    Authors   

Hensel, Banayan, Arguments and evidence   Client and worker  Combined sample of two    Reputable   

Cheng, Langley, &  provided for study. No  perceptions of need and   studies used from 6 early psychosis  specialists and  

Dewa (2016)  limitations discussed – possible goals differ = disengagement services. Sample size 215 – 29%  academics.   

Client and key   bias from case worker referring from perspective of clinician of eligible consumers. Age range 18-48.   

worker ratings of need participants for study. 33% of  but perceived by consumer as Structured interviews      

in first episode psychosis participants were not interviewed goal reached. Lack of psycho-  using measures with     

early intervention  ‘successfully’, but no further  education and relationship  good inter-rater reliability.    

Programmes.  information. Study 1 had poor  assistance, psychological        

   response rate, but study 2 good. distress = disengagement       

 

Jorm, Morgan, & Good intro, rationale for   In agreement – young  968 youth sampled with telephone  Affiliation with  

Wright (2008)  comparing groups, including people felt social support  survey. 62% response rate.   Orygen.     

A comparison of   evidence from past research. to be important, as well as   Vignettes     

clinician, youth and Questions not piloted.   counselling, which hadn’t  described and comparisons made . 
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___________________________________________________________________________________________________________________________________________

Citation   Content/limitations  Context in field/findings  Methodology    Authors   

parent beliefs about  Limitations stated partially  previously been found.   between views of parents, young    

helpfulness of   (survey replaced description of  Substance use had no  people, and clinicians.     

Interventions for   specialised services, e.g. CBT, correlation as reported by  Medium large effect sizes      

Early psychosis  with simplified questions).  the consumer – SD bias?      

 

Kim et al. (2019)  Brief introduction; limitations Adds to evidence, finding that Large epidemiological cohort of 707  Experienced researchers as   

The rates and  acknowledged, including   cannabis use and absence of consumers aged 15-24 from an EPPIC above. 

Determinants of  retrospective dataset—so data 2nd-degree family history  service in Melbourne. Representative 

Disengagement and  not collected for purpose of study;   associated with disengagement, and robust methods used. 

Subsequent  data input dependent on clinician. as well as not being employed   

Re-engagement in     or in education.    

Young people with 

First episode psychosis 

 

Lecomte et al. (2008) Examined engagement and  Respected journal, key  Small sample of 118; mean age 25 years;  Academics from  

Predictors and profiles of  medication adherence. Evidence paper. Childhood abuse  personality scale and semi-  university . 
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___________________________________________________________________________________________________________________________________________

Citation   Content/limitations  Context in field/findings  Methodology    Authors   

Treatment non-adherence  provided for claims. Limitations (in agreement with Spidel)  structured interviews. Good information psychology department. 

And engagement in  reported – self report may have & difficulties in alliance  re: scales used and procedure, but analysis   

Services problems in  meant social desirability bias building = disengagement.  process was limited in detail. Clear       

Early psychosis  (although this was well-   High neuroticism/low  inclusion criteria provided.   

   addressed); no recorded   agreeableness = good       

   response rate. Good   engagement. W/ substance     

   discussion of findings.  use, no association found.    . 

 

Macbeth, et al. (2013) Good rationale for study;   Key article, much cited.  64 participants in a cross-sectional  Respected   

Service engagement in referred to previous studies for Greater symptoms = poor   cohort design; average age 22   authors/   

First episode psychosis      evidence; limitations stated -  engagement (in contrast   (age range 15-45); interviews by   academics. 

   small sample size so not  to previous studies), but only  trained assistants and coded. For      

   generalisable; complex data risks negative symptoms sig.  parsimony, some mean scores were     

   type 1 error; some variables not  in regression analysis were used in regression analysis. 

   measured; participants non-acute greater psychopathology,  Measures had good retest 

   & that may = more engagement. problems in adjusting,  reliability &  
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___________________________________________________________________________________________________________________________________________

Citation   Content/limitations  Context in field/findings  Methodology    Authors   

Limited background given. socially pre-morbid.  discriminant validity.  
 

Reynolds et al. (2019) Informative introduction.  Added valuable evidence with Robust population-based cohort;  Experienced and well-  

The association between Limitations stated and   regard to link with social   retrospective dataset of 707; 15-24-year respected researchers 

Community and service Included retrospective study, deprivation and disadvantage olds attending an EPPIC service in   including Tindall, Da Jung  

Level factors and rates so some variables not available and service disengagement . Melbourne. Naturalistic study with   Kim, and McGorry. 

Of disengagement in  to analyse; data dependent on     rigorous methods; representative. 

Individuals with first accuracy of clinician;  

Episode psychosis deprivation measured by area  

 

Solmi et al. (2018) Limited introduction. Limitations Disengagement associated with  786 consumers over a 4-year period, Experienced academics and 

Predictors of   reported and included clinical  fewer symptoms – fewer   aged 16-35 years in a naturalistic cohort researchers. 

Disengagement from  predictors being derived from  negative symptoms and fewer study (as above). Follow-up after  

Early intervention in single items from the database,  delusions, drug use and a history first contact at end of 3rd year. 

Psychosis services so measurement error may have  of drug use, and more severe service provision. A larger number of  

occurred. Some data were missing. hallucinations.   predictors were used and trained raters 

        achieved good interrater reliability 
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___________________________________________________________________________________________________________________________________________

Citation   Content/limitations  Context in field/findings  Methodology    Authors   

Spidel et al. (2015) Intro offers evidence for   Law journal.   Different methods for the   Reputable  

A comparison of   influencing factors.   No association found   2 samples (in-patient forensic 66  academic    

Treatment adherence Limitations not discussed but b/w substance use and   participants and community 117   authors.    

 In individuals with a  include self-report that may  engagement. Childhood  participants); mean age 25;  .  

First episode of  introduce bias; also clinician  physical abuse, high  engagement scale has high internal    

Psychosis and inpatients suggested participants. Addiction psychopathy, violent hx,  consistency and retest reliability. 

With psychosis   scale raises questions re: validity. and fewer symptoms of  MOAS scale has high inter-rater       

Stipend offered to participate psychosis = low engagement reliability. Drug-        

        induced psychosis excluded. 

Stowkowy, et al. (2012) Robust study/ sample background. Agreed that no family,  286 FEP consumers;   MH research    

Predictors of   Limitations stated – no response  substance use & lower   24.5 mean age; longitudinal over  centre staff. . 

Disengagement from  rates recorded. How were   baseline symptoms =  4 years. Robust measures; 

Treatment in an early participants selected and data  low engagement   good inter-rater 

Psychosis programme  collected? Engagement defined.     reliability. Representative. 

 

Turner, Smith-  Clear aims but limited background. In agreement – substance  232 FEP consumers aged 18-30; 12-     Dr. at EPS.  

Hamel, & Mulder (2007) Engagement defined. Limitations use and lower baseline  month follow-up. Engaged    
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___________________________________________________________________________________________________________________________________________

Citation   Content/limitations  Context in field/findings  Methodology    Authors   

Prediction of twelve-  stated – correlational, some  symptoms = poor   consumers compared with      

month service   evaluations incomplete, possible engagement   disengaged. Method section    

disengagement from bias from mediating factors.     limited.     

an early intervention in 

Psychosis service 

 

Turner, Boden,  Short paper; limited  High unemployment,   Well-designed methods;     Academics   

Smith-Hamel &  introduction. Limitations   higher GAF scores and   large sample of 236, age 16-30;  from  , 

Mulder (2009)  stated – non-randomised  higher HONOS scores =  representative as included   Christchurch  

Outcomes for 236  exploratory design. Clinician disengagement; also high   all patients in catchment   University. 

patients from a 2  ratings rather than structured health and social    with FEP; covariate factor   

year early intervention measures used for diagnosis. functioning scores  effects controlled;  

in psychosis service Good discussion re: service.     attendance defined. .   

 

QUALITATIVE RESEARCH 

Allard, Lancaster,  In-depth introduction.  Support from case manager,  Semi-structured interviews with carers  Well known and respected  

Clayton, Amos, &  Limitations discussed, including rapport, understanding and  and consumers from EDEN study.  researchers with much  
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Citation   Content/limitations  Context in field/findings  Methodology    Authors   

Birchwood (2015) small sample, one clinic   intuition into consumer needs  Thematic analysis, grounded theory, experience on the team. 

Carers and service users location—so  not generalisable. important for engagement.  and phenomenological approaches used. 

Experiences of early  Clinicians helped with recruitment, Practical factors such as   Inductive analysis using constant-  

Intervention in psychosis  so possible selection bias.  employment viewed as ‘future comparison method 

Services.      goals’ vs. present requirements. 

 

Ben-David et al. (2018) Strong introduction including  Connection with therapist  30 consumers, aged 18-30, were  Academics from psychiatry 

Mental health service discussion of theoretical models. Important. Transportation to  given in-depth interviews.    and social work. 

Service use decision  Limitations stated – sample from  services was challenging and Grounded theory was used in analysis; 

Making among young  one clinic, so not generalisable. may affect engagement.   interview questions were piloted. 

Adults at clinical high Investigator bias was possible  Stigma was a highly rated  Constant comparison was used in coding 

For developing psychosis during coding/analysis. PhD  issue – in particular, hierarchical  and an audit trail and triangulation of   

 student conducted interviews - stigma.    analysts ensured rigour.  

 Unclear if connected with service 

 (risk of bias).  

 

Cowdrey et al. (2018) Good background to study  Support from case managers with  Qualitative study of 7 consumers and 9 Mental health professionals 

Is there a choice to  provided. Limitations stated, good rapport and an intuitive  health professional using surveys and  and academics. 
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___________________________________________________________________________________________________________________________________________

Citation   Content/limitations  Context in field/findings  Methodology    Authors   

Make? A pilot study including small sample,   connection important.  thematic analysis. Focus group  

Investigating attitudes  recruitment from one service, Consumers reported feeling  piloted questions. No inclusion criteria, and 

Towards treatment and themes could not be explored powerless in medication   age range not reported in methods.  

In an early intervention in depth due to method used. decisions and needed to  

In psychosis service. Clinicians assisted w/ recruitment - be educated on its importance. 

 possible selection bias.  

 

Green, Wisdom,  Strong evidence provided for Agreed with other   Large sample; age range 16-84.  Mental health  

Wolfe, & Firemark study. Clear aims. Limitations qualitative studies -   Equal no. w/r to gender. Good response academics,  

(2012)   stated – recruited from private trusting relationship with  rate. Atlas-ti; longitudinal design;   professionals, &  

Engaging youths with  health plan so limited   clinician, autonomy,  clear inclusion criteria; multiple  researchers.    

serious mental illnesses generalisability; stipend may have youth-friendly approach   code checking & revised    

in treatment: STARS  encouraged participation.  all important.   definitions to improve     

study consumer  Saturation not mentioned.      coder reliability.  

Recommendations. 

 

Lester et al. (2011) Good argument & rationale for Key paper in area. Agreed   Longitudinal; sample of 63, age 14-35. UK experts  
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___________________________________________________________________________________________________________________________________________

Citation   Content/limitations  Context in field/findings  Methodology    Authors   

Views of young people study. Clear aims. Limitations supportive & warm  interviewed twice, once at 6  in field.    

in early intervention stated: caregivers mostly  relationship with    months, then at 12 months at consumer    

services for first episode family, limiting generalisability. clinician, autonomy, &  home/mutual location. Recorded & 

psychosis in England. High attrition between interviews. youth-friendly approach.  transcribed. Constructivist 

How many service users were  Flexibility needed.  grounded theory; constant- 

   initially approached? Participant Family support critical   comparison method. Disconfirming 

   numbers discussed in results only.     evidence was sought. EDEN cohort.  

   Saturation mentioned.      Robust, trustworthy design. 

 

Lucksted et al.   Good service description,  In agreement w/ importance Atlas.ti to code data; results compared and  Experienced mental 

(2015)   but intro brief. No limitations of focus on life goals &  recoded for accuracy. Semi-structured health academics 

Client views of   described; saturation not   respect from clinicians.   interviews; 65 consumers interviewed and professionals. 

engagement in the  mentioned.   One stop-shop important,  on 2 different occasions—‘well-engaged’    

RAISE connection     and also patient and non-  vs. ‘non well-engaged’. Methods rigorous;   

Programme for early     judgemental clinicians.  differences checked, codes compared  . 

Psychosis recovery 
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Citation   Content/limitations  Context in field/findings  Methodology    Authors   

Stewart (2012)  Clear evidence for study with good Key article. Peer support  Grounded theory  method appropriate Clinician at   

Factors contributing to  arguments and aims. Limitations  found to be important.  & trustworthy; captured events & lived service -   

engagement during the stated – small sample size, no Client-centred perspective,  experiences. Purposeful sampling   experienced.   

Initial stages of treatment definition for engagement. Why w/empathy & shared  technique to recruit particular cohort 

for psychosis  did eight decline to participate?  decision making.    Sound, rigorous method; bias well    

   Clinician at service did interviews Transition from hospital to  controlled, e.g. searched for disconfirming      

   - possible interview/response bias community service crucial  themes. Detailed description of analysis.    

   Some interviews were held at  time for engagement.     

   participants’ homes - risking      

   social desirability bias.       

   How many service users were  Flexibility needed.  grounded theory; constant- 

   initially approached? Participant Family support critical   comparison method. Disconfirming 

   numbers discussed in results only.     evidence was sought. EDEN cohort.  

   Saturation mentioned.      Robust, trustworthy design. 
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Citation   Content/limitations  Context in field/findings  Methodology    Authors   

Tindall, Francey, & Evidence for study given.   Need to feel needs were  7 participants (2 male/5   Experienced and well 

Hamilton (2015)  Limitations stated – case  being met, and cared   female).     Respected researchers  

Factors influencing participants. Participants  for. Discouraging   Analysis was interpretive &   from Orygen. 

Engagement with case interviewed at service, may have engagement: delays in  phenomenological - appropriate   

Managers   risked interviewer or other bias. allocation of or disruption to for exploring lived experiences.    

   Principle researcher clinician at care (i.e. change of   Data independently reviewed   

   service. Saturation not stated. clinician), stigma, and   for dependability.    

   More female participants may  feeling disempowered =  Purposive sample of 11, aged 

   have led to better engagement. less engagement.   18-22.   

 

 

Tindall et al. (2018) Limited background and   A caring and supportive   9 consumers and 5 carers – consumers  Respected researchers/  

Essential ingredients of introduction. Limitations  therapeutic relationship is   aged 15-25 years and in their first 8 weeks academics from Orygen 

engagement when  discussed, including   important, particularly after  of service engagement. Longitudinal 

Working alongside small sample of nine consumers; negative pathways to care.  qualitative study; systematic method of 

People after their first heightened emotions may have Carer support, individualised thematic analysis used to analyse semi- 

Episode of psychosis affected responses; and the   treatment plans, case manager structured interviews; themes were 
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___________________________________________________________________________________________________________________________________________

Citation   Content/limitations  Context in field/findings  Methodology    Authors   

 researcher was associated with the checking how much family  discussed as a group 

 service—may suggest         involvement wanted. 

 selection or researcher bias  

 

Tindall et al. 2020 Solid background offered.  Found higher disengagement rates Longitudinal study of 24 consumers aged Well respected researchers/ 

Disengagement   Difficulties with the concept than previous studies, but that  15-24 years. Qualitative interviews given academics from Orygen 

Processes within an of engagement discussed, and disengagement was not absolute in initial year of service provision at three 

Early intervention  Reflexivity which considered for most. Lack of diagnostic fit different times. Analysis was thematic and 

Service for first   preconceived bias was  predicted disengagement, as well  the lead researcher coded responses. 

Episode psychosis carried out. No male caregivers as lack of shared purpose between Trajectory analysis was undertaken in  

   Took part, so study may not have consumer and clinician and  order to understand individual 

   Been generalisable to carer groups practical reasons such as work. Experiences over time. All cases 

   Data saturation reported      were discussed by research team in a 5 

           Hour workshop. 

 

Van Schalkwyk,  Introduction informative.   Young consumers want  Nvivo and thematic analysis used  Mental health   
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___________________________________________________________________________________________________________________________________________

Citation   Content/limitations  Context in field/findings  Methodology    Authors   

 

Davidson, &   Supporting evidence given; clear treatment aligned with   to organise data without forcing  academics.            

Srihari (2015)  aims. Limitations stated: only particular concerns and   existing frameworks. Codes regularly  

Too late and too  one female participant recruited practical support, e.g.,  reviewed by researchers to improve  

Little   and those who had previously  education & work. Feeling  validity. Limited information on cohort  

   disengaged not included to reduce listened to and avoiding   of 11 patients, aged 20-35. 

   bias. Small sample size;  feelings of stigma important. 

   saturation not reported. 

 

Watkins, Sanderson, Background to study provided. A trusting therapeutic   9 interviews and a focus group of 7  Researchers all health  

& Richards (2018) Limitations stated and included relationship was crucial.  consumers, aged 14-35.   professionals at an early  

Service user  the method of focus group – Encouragement to reach smaller  Thematic analysis was used; for  psychosis service. 

Perspectives of an confident people may dominate goals until confident to go for  transparency the background of the  

Early intervention  conversations; research   larger, such as employment.  interviewer was provided, and their own 

In psychosis service. conducted by clinicians at the  Social activity with peers to  experiences and values acknowledged.   

 service and recruited by them;  normalise experiences   

  small sample size 
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Chapter 4 – Social Work in Mental Health Practice 

In the previous chapter, a literature review was presented as a background to the 

study, highlighting factors which have influenced young consumers to engage with services 

and thus assisting in the formation of the research question “What factors influence the 

attendance and engagement of young people aged 18-24 years referred to an early psychosis 

service on the Gold Coast, and what does engagement mean to these young people?”  This 

chapter explores the role of social work in the area of mental health care service engagement 

and provision. The recent global importance placed on human rights, shared decision making 

and consumer partnerships in health care delivery provides unique opportunities for social 

workers to apply fundamental social work theories and practice to health care provision and 

to mental health care in particular. Social work has a long tradition in the area of mental 

health practice (Aviram, 1997). The tradition is reinforced in practice with the emphasis 

social workers place on engagement and the importance of the relationship with those in their 

care as a way to encourage positive change and build strength and resilience in coping 

strategies.  

The strengths perspective that social workers seek to bring to mental health practice 

does not mean that elements of risk are not considered, but rather issues surrounding possible 

risks are put in the context of the particular person and their situation (Healy, 2005).  The 

strengths perspective considers the personal strengths the consumer brings to the 

interventions, along with the community and social supports they may already have available. 

The skills and perspectives that social workers bring to mental health practice provides 

particular strengths to the team that are not part of the skills, knowledge and perhaps interests 

of other team members. Social work’s role in advocating for the consumer, and encouraging 

service engagement, assisted by a robust practice framework consisting of theories such as 
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self-determination, person centred and ecological approaches, bring a unique and person-

centred perspective to the team practice. 

Many factors contribute to maintaining someone's commitment to and willingness to 

engage in treatment, or to decide not to engage (Dixon,  Holoshitz, & Nossel, 2016).  

Disengagement may be related to issues of utility (people feel the treatment is not working,  

they feel they are unable to recover, or perhaps they have encountered previous negative 

experiences with a mental health service), attitude (people feel mistrustful, or stigmatised), or 

practical reasons (treatment may be perceived as difficult to access; Egan, 2004). There is not 

a universal approach, as engagement occurs in the context of an individual's unique 

personality, ecological factors, social and life circumstances, the therapeutic relationship, and 

symptom burden (Stewart, 2013). In order to most effectively improve treatment engagement, 

approaches that target any and all of these presumed barriers can be appropriately considered 

(Dixon et al., 2016).   

The expressed role of the mental health social worker is to seek to identify and 

encourage the strengths that individuals bring, while identifying potentially adverse 

conditions that may inhibit service engagement and recovery.  In identifying these factors, the 

social worker brings to the team an assessment that is holistic, by considering the physical, 

emotional, social, economic, and spiritual needs that are relevant to the individual. Other 

members of the team bring an appropriate medical focus and they rely on the social worker to 

present a more holistic and complete picture of the consumer’s circumstances. 

Social workers practice in specialist mental health and generalist settings across the 

age and illness spectrum in numerous roles including in community clinical mental health 

social work positions undertaking case management, and in acute mental health units 

providing therapy and discharge planning. The World Health Organisation defines mental 

health as “a state of well-being in which every individual realizes his or her own potential, 
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can cope with the normal stresses of life, can work productively and fruitfully, and is able to 

make a contribution to her or his community” (World Health Organisation, 2014, pp 231). It 

is estimated that up to 45% of Australians will experience a mental health disorder at some 

time in their lives, with the most recent report from the Australian Bureau of Statistics stating 

that in the year 2016/2017, there were 4.8 million Australians who were reported to be 

experiencing a mental health or behavioural disorder (Australian Bureau of Statistics, 2018). 

Being involved in family work, social welfare, and community means social work 

contributes importantly to policy and practice in mental health (Bland, Renouf & Tullgren, 

2015). In Australia, there are over 13,000 social workers, with at least 15% involved in some 

way with mental health practice (Australian Association of Social Workers, 2011).  Although 

(especially within case management) there are many disciplines involved in providing care 

for the mentally unwell, social workers are uniquely placed to also understand and analyse 

the impact of social and ecological factors on mental health, including housing, 

unemployment and stigma (World Health Organisation, 2014). These unique skills help 

social workers to build relationships and connect with consumers, advocate for them, and 

encourage engagement with services by providing biopsychosocial interventions that also 

consider the consumers social environment. These factors are also enshrined within the 

values of social work and embody structural interpretations of disadvantage using discourses 

of human rights and social justice. Social workers utilise the values and structural 

interpretations when working with clients; that is, they use approaches such as person 

centred, empowerment and anti-oppressive practice (Goemans, 2012).  The person-in-

environment perspective in particular has been accepted by the profession as uniquely 

defining and differentiating social work from related professions/disciplines, such as 

psychology (which tends to be more person centred) and sociology, which is more 

structurally oriented (Oxford Bibliographies, 2020). 



 

110 

A major challenge for social workers employed within the mental health sector is the 

need for the profession to confidently assert the core areas of social work practice that are 

integral to mental health care, such as self-determination, human rights, social justice, 

relationships, community, and opportunity, whilst challenging discrimination and stigma 

(Bland and Renouf, 2001; Parliament of Australia, n.d.). Furthermore, mental health literacy 

needs to be demonstrated, as well as the practice core skills and knowledge that are essential 

for working in the field (Mendenhall & Frauenholtz, 2013. Having this knowledge means 

working more effectively with consumers and being able to identify their needs, thus 

encouraging them to engage, and stay engaged, with specialist services. For vulnerable 

populations such as those young people with early psychosis, it is important for clinicians to 

build a trusting relationship to encourage service engagement, based on the principles of 

recovery and person-centred care, which includes shared decision making, and fostering self-

determination and autonomy in treatment decisions where possible. Social work ethics and 

values are congruent with these factors, and their role within the multi-disciplinary team 

could include leading the team in building on these skills to encourage continued service 

engagement and thus better long-term outcomes in this population. 

In encouraging and increasing engagement and recovery in young people with early 

psychosis, social workers have to navigate legislation and policy (including The Mental 

Health Act of the relevant country or state), ensuring that they work effectively within its 

boundaries, but still staying true to their social work values, which include autonomy and 

respect for human rights (Australian Association of Social Workers, 2012). Balancing these 

aspects of care can sometimes be a challenge for the profession, as the Mental Health Act can 

be restrictive for practitioners, with safety sometimes seen as being more important than 

respecting a person’s self-determination and recovery.  This makes it important for social 

workers to practice within a consumer driven framework that incorporates autonomy while 
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respecting human rights. The use of approaches such as person centred and self-

determination theory greatly assists this endeavour. 

Recent times have seen an emergence of a new framework of care in mental health 

practice – the recovery framework, which emphasises principles that include the importance 

of engaging with both social and professional support, (Australian Government, 2010).  The 

framework for recovery-oriented mental health services provides a vital new policy direction 

to enhance and improve mental health service delivery and improve service engagement both 

in Australia and internationally.  In the Australian context, it brings together a range of 

recovery-oriented approaches developed in Australia’s States and Territories and draws on 

national and international research to provide a national understanding and approach to 

recovery-oriented mental health practice and service delivery. It complements existing 

professional standards and competency frameworks at a national and state level (Australian 

Government, 2010). Recovery-oriented approaches also compliment person centred practice 

as both focus on shared decision making while respecting the person’s life experiences 

(Stuart, 2017).  The recovery framework has been shown to improve service engagement and 

recovery rates and is promoted widely throughout the mental health field and early psychosis 

services (Queensland Health, 2010).  

The recent consumer “Nothing about us without us’ movement which supports the 

inclusion of the consumer voice and self-determination in treatment plans, is relatively novel 

for many professions in the field of mental health (Trivedi, 2014).  Including the consumer in 

treatment planning and decisions is an approach that has always been used historically by 

social work, and as such the approach is embedded in social work’s ethics and values and is 

utilised in social work practice regularly as a matter of course (Hall, 2007).  Involving the 

consumer in treatment decision making has been shown to promote good recovery and 

engagement with mental health services by demonstrating to the consumer that they are being 
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listened to and being empowered to be fully involved in their treatment decisions.  Social 

workers have the knowledge and understanding, and are able to showcase their skills, 

theoretical knowledge and extensive experience when implementing the recovery perspective 

and person-centred care to encourage service engagement (Trevithick, 2012). Showcasing 

these unique skills could be achieved by social workers undertaking and publishing more 

research that better demonstrates their practice knowledge to their multi-disciplinary 

colleagues, and by leading other professions into best practice by leading the way in finding 

initiatives that encourage service engagement, subsequently enhancing recovery for 

consumers referred to mental health services (Australian Association of Social Workers, 

2012). 

Social workers employed throughout the mental health field contribute to multi-

disciplinary teams in a variety of ways. Working within the team includes promoting the 

value of the consumer voice, advocating for human rights, and acknowledging the importance 

of personal recovery. A major role for social workers practising within mental health multi-

disciplinary teams is ensuring that the social and environmental structures that may inhibit a 

consumer’s recovery are made explicit, and to draw attention to these issues where 

appropriate by seeking optimal ways to reach recovery (Australian Association of Social 

Workers, 2010). Social work education prepares social workers to work in mental health, and 

to understand that the mental ill-health experienced by individuals, families, groups and 

communities are not caused, or determined, by a single factor. Through appropriate 

therapeutic interventions and the mobilisation of services and supports, mental health social 

workers can enhance consumer’s social functioning, promote recovery and resilience, and 

aim to reduce stigma and discrimination.  This is undertaken by employing perspectives 

embodied in the recovery approach alongside a strengths-based perspective and self-

determination/ecological theory framework.  
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Social Work’s Contribution to Mental Health Service Engagement  

Engagement is defined as the point at which the consumer perceives the therapeutic 

relationship as a meaningful and genuine partnership (Tetley et al., 2011).  When entering a 

therapeutic relationship with a social worker, the consumer is considered as a partner and the 

expert in their lives. Positive change for the consumer is worked towards in a collaborative 

and equal way (Egan, 2004). A major factor in achieving engagement is in the interaction 

between the consumer and clinician (social worker), and the approach taken to foster 

interactions. A positive interaction is especially important in a professional intervention that 

aims to apply the appropriate theories, techniques and methods that are necessary to engage 

consumers in mental health services. Having a variety of strategies to draw on in seeking to 

engage people under a clinician’s care is vital. Often in mental health services, the most 

common approach used is that of a biomedical model, where consideration of the social 

aspects of a person’s life and their need for support and self-determination is sometimes 

missing. This is where social workers can differ from their professional colleagues, as social 

work practice also considers the ecological and psychosocial aspects of an individual’s life, 

and has at its centre, the concept of human rights and inclusivity alongside a non-judgemental 

approach.   

Building meaningful relationships and making connections with the consumer and 

their carers is a key role in engaging them in treatment interventions, and to ensure that this is 

an ongoing process throughout their recovery journey (Chenoweth & McAuliffe, 2012). To 

do this, social workers have particular and unique skills that are essential to encouraging 

engagement. These skills include considering individual, ecological and social contexts when 

building rapport, respecting self-determination and fostering client autonomy, building on 

client strengths to enhance and enrich their confidence to achieve goals, and placing a person 

centred relationship at the heart of their practice (Ingram & Smith, 2018).   
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Using a self-determination, ecological and strengths based theoretical framework with 

associated person centred skills is important as these approaches promote treatment 

participation and engagement, and function to address any individual, societal and ecological 

factors which may be influencing the consumer’s decision of whether or not to engage with a 

service. The use of promoting a consumer’s autonomy and assisting them to feel competent 

in reaching their goal of recovery will help the engagement process.  Once engaged, the 

authenticity of social work’s approach of promoting self-determination and shared decision 

making in a non-judgemental way encourages a trusting and supportive therapeutic 

relationship to be developed. Previous research has suggested that many consumers find a 

trusting relationship vital, describing their social worker as a friend or equal partner in the 

recovery process, and have reported that this relationship is key in encouraging them to stay 

engaged with the service by offering reciprocity, flexibility and recognition in their 

interventions (Ingram & Smith, 2018). The importance of engaging a client or consumer with 

the therapeutic relationship is fundamental to social work training and practice, and is crucial 

to ensure that successful engagement is achieved (Australian Association of Social Workers, 

2012). 

Consumers need encouragement and assistance to be part of shared decision making 

in their treatment plans. Shared decision making enables the consumers wishes to be listened 

to and respected. Respect and shared decision making likely leads to improved service 

engagement to take place and to be maintained. Meaningful and genuine engagement, 

however, should not just be about the consumer’s participation in treatment decisions, but 

also about being partners in those decisions that impact everyone – consumers, clinicians, 

support persons, and the broader community, in order to develop a mental health service that 

delivers the relevant support at the right time and in a way that works (Government of 

Western Australia, 2018).  
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Figure 2 demonstrates how social workers can use their values, ethics and skills-based 

practice frameworks to encourage engagement with early psychosis services by fostering 

hope, self-determination, and the motivation to engage in order to reach the ultimate goal of 

recovery. 

 

 
Figure 2:  The link between social work, service engagement and recovery, and long-

term outcome for the consumer. 
 
 
The History of Mental Health Social Work  

Mental health has always been a traditional area of practice for social workers.  The 

first social work department in Australia was established in 1943 at Callan Park, a psychiatric 
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hospital in the suburbs of Sydney (Lawrence & Baldwin, 2004). This early focus on 

psychiatric social work indicated the profession’s willingness to engage in practice to not 

only intervene when there were mental health factors present, but also to address social 

injustice and inequality, much of which had arisen following worldwide events such as World 

War 11 and the Great Depression (Lawrence & Baldwin, 2004).  One of the first university 

qualified innovators of Australian social work was Norma Parker, CBE, who specialised in 

psychiatric social work and went on to assist the formation of the first university courses in 

social work at Sydney University in 1940 (Australian Association of Social Workers, 1997). 

Norma Parker and her contemporaries were visionaries committed to ensuring that the 

profession should develop a voice and means of connection, and they remained deeply 

faithful to the fundamental principles of social work, including social justice and human 

rights (Australian Association of Social Workers, 1997). 

Traditionally, social workers have worked in the area of mental health and have major 

theories and models of practice to draw upon when planning and developing interventions 

with consumers (Australian Association of Social Workers, 2012). Social workers have a 

foundational theoretical and conceptual alignment with social justice, human rights and 

addressing inequality, all of which were established as an essential part of practice almost 80 

years ago (Bland & Renouf, 2001). A bio-psychosocial model is adopted to assess a 

consumer’s requirements and needs (Tinning, 2010). This model is designed to produce a 

close working relationship with other members of the multi-disciplinary team to encourage a 

case management approach which considers medication, counselling, advocacy and social 

support (Tinning, 2010).  The purpose is to seek to connect relevant factors across different 

health disciplines, as opposed to a strictly bio medical approach with a unitary focus on 

medical factors. The social worker makes an important contribution to mental health teams 

by providing an analysis of the social, economic and spiritual factors that may impact on the 
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consumer. The Australian Association of Social Workers (AASW) describe the practice of 

mental health social work, and the value of social workers as mental health practitioners: 

“The domain of social work in mental health is that of the social context and the social 

consequences of mental illness…Social work practice occurs at the interface between the 

individual and the environment; social work activity begins with the individual, and extends 

to the contexts of family, social networks, community and the broader society”  

(AASW, 2008, p. 8). 

Understanding the history of the identification and diagnosis of a disorder is important 

for social workers working in a multi-disciplinary team, in order for them to be able to 

competently and confidently engage consumers into mental health services (Clark, Cuthbert, 

Lewis-Fernandez, Narrow, & Reed. (2017). Comprehending the stigma and social isolation 

often experienced by people with such a diagnosis is also necessary (Ben-David, Munson, 

Cole, Brucato, & Girgis, 2019). It is also crucial to understand the different theories that 

attempt to explain the etiology of a disorder, as such an understanding assists in treatment 

plans and intervention techniques when working to engage consumers effectively with 

services.  Models of care which have more recently emerged as effective interventions in the 

treatment of early psychosis (such as the biopsychosocial model, the recovery framework and 

the EPPIC model) offer a more holistic alternative to the dominant medical model often 

experienced in hospitals and some community services. 

 
Social Work and the Mental Health Act 

Social workers employed in the field of mental health have often reported it to be a 

challenge to work within the Mental Health Act, particularly as the Act can be perceived as 

being incongruent with many of the values of social work practice (Maylea, 2017).  The 

Australian government fund interventions such as cognitive behavioural therapy (CBT), 
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which suggests that a change in an individual’s thoughts and behaviours can assist in 

managing many mental health disorders such as anxiety and depression, and assisting with 

motivation to reach goals such as tackling phobias and recovering from disorders (Kennard, 

2014).  CBT has sometimes been said to be seen as “blaming” the consumer, while at the 

same time ignoring the wider influences of social and contextual factors which may be key in 

encouraging service engagement and thus recovery (Kennard, 2014). 

Furthermore, the effectiveness of CBT for consumers who may have a more severe 

mental health diagnosis such as psychosis and schizophrenia is not as empirically supported 

as for conditions such as anxiety (Laws, Darlington, Kondel, McKenna, & Jauhar, 2018). In a 

meta-analysis conducted by Laws et al., (2018) it was found that although intervening with 

CBT had a small therapeutic effect on functioning by the end of the study, the effect on 

improvement to quality of life for those with a diagnosis of schizophrenia or psychosis was 

insignificant. Such meta-analysis findings indicating limited improvement in quality of life 

for those undergoing CBT suggest that other therapeutic interventions relevant to the quality 

of life of individuals should also be part of the therapeutic plan. To understand something as 

complex as quality of life in a person, there is a need for shared decision making and person-

centred care approaches to care provision, as these seek to identify different hopes and 

aspirations.  These are the skills that social work brings to the therapeutic relationship that are 

so important to assist the processes involved in the engagement and on-going attendance and 

ultimate recovery of those in their care. 

The most recent Australian Mental Health Act (2016) attempts to address some 

previously paternalistic perspectives which appeared in the Mental Health Act of 2000. This 

is a positive move towards respecting the human rights and promoting the social justice of 

those people with lived experience.  Moreover, the addition of an emphasis on recovery-

oriented practice and increased autonomy is a welcome move towards a consideration of the 
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consumer’s self-determination and is in harmony with many of the values of social work 

practice.  However, despite the positive changes recommended in the new act, evidence has 

previously indicated that many new proposals are often not implemented in practice 

(Courtney & Moulding, 2014).  There is an important need for services to ensure that the 

positive changes that are described in the Mental Health Act (2016), discussed later in this 

chapter, are implemented in order for consumers to be encouraged to engage with their 

clinicians and ultimately have a good recovery. Social workers have the theoretical and 

practice knowledge skill set to promote the principles of recovery-oriented practice to other 

professionals, and in addition ensure that the encouraging new changes in the 2016 Act are 

implemented and demonstrated in their own future practice, in order to encourage long term 

engagement with services and subsequent recovery.  

 
Policy and Challenges to Practice 

One of the unique qualities that separates the profession of social work from its 

contemporaries such as nurses and occupational therapists in the mental health sector, is the 

professions involvement in the processes, and an understanding of the impact that policy and 

legislation can have on mental health consumers and, in turn, their engagement with services.  

This knowledge means that social workers are well positioned to advocate and negotiate with 

policy makers to enhance service provision, as well as to improve service engagement, 

outcomes and recovery for the consumers under their care (Bland, Renouf, & Tullgren, 

2015). Some mental health policies which appear in the new Act may be seen to be in conflict 

with the ethical values of the social work profession.  Examples include ensuring respect for 

autonomy and shared decision making at all times in treatment planning. The last few years 

has seen a shift from institutional care to treatment in the community. This has sparked a rise 

in involuntary treatment and risk management strategies, the result being the removal of self -
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determination and autonomy in treatment options for consumers under involuntary treatment 

orders (ITOs; Courtney & Moulding, 2014).  

With its person-centred approach, the increasingly influential recovery framework has 

much in common with social work ethics and values, although the implementation of the 

recovery approach in practice has been inconsistent in some areas (Ramon, Healy, & Renouf, 

2007).  The application of recovery orientated practices is important for specialist services 

such as early psychosis services, as consumers of those services have particularly high levels 

of service disengagement.  Promoting shared decision making and respect for lived 

experience requires consistent implementation to sustain service engagement in this 

population (Renouf & Bland, 2015).  Some social workers may limit their application of the 

recovery approach to those practices most aligned with social work values, ethics and 

practice, when it may actually be an advantage to take the opportunity to expand their 

knowledge base to include a more multi-disciplinary view (Courtney & Moulding, 2014). 

Moreover, although the concept of recovery is now being included and mentioned 

frequently in the new Mental Health Act (2016), there are indications that more training and 

education in understanding how to include these recovery concepts in practice may assist 

practitioners to improve levels of engagement with services and therefore improve 

opportunities for recovery from mental illness.  Ultimately, it has been shown that successful 

service engagement is often largely dependent on the clinician, caregiver and consumer all 

understanding the consumers motivation for connecting with the service at that point (Tindall 

et al., 2018). The clinician’s knowledge of recovery concepts and how to put them into 

practice would greatly enhance this understanding, and this awareness of the consumer’s 

concerns would likely encourage the consumer to stay engaged with the service (Tindall et 

al., 2018). 
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Moving beyond the rhetoric of person centred care and recovery to putting the 

approaches into practice, while also doing justice to their values, can be a challenge for 

clinicians (Borg, Karlsson, Tondora, & Davidson, 2009). Borg et al. (2009) examined two 

interventions that have successfully incorporated person centred practice and the recovery 

approach into clinical practice. They found that there are three vital steps that needed to be 

taken into account for the successful implementation of the approaches: 1) Patient to 

personhood – getting to know the consumer as a person by asking questions, attending to 

their social context and respecting their unique preferences and values, 2) Reorientation of 

knowledge and expertise – respecting and acknowledging the consumers lived experience, 

and 3) Shared decision making between consumer and clinician (Borg et al., 2009). Taking 

these initial steps when planning interventions would likely assist in operationalising person 

centred care and the recovery approach in practice, thus leading to greater engagement in 

services and better recovery (Borg et al., 2009).  These steps are also highly compatible with 

social work values including autonomy, respect for lived experience and self-determination in 

treatment planning. 

 
Social Work, Policy and Legislation – A Background 

Social workers are required to work within the policies and legislation of the most 

recent Mental Health Act, thus they need to find a way they can work within these constraints 

while staying true to their profession in respecting human rights, autonomy and self-

determination, particularly where involuntary consumers are concerned. Prior to 1990, mental 

health policy, services and education all came under the domain of the individual Australian 

state authorities.  Following the development of the 1992 National Mental Health Strategy, 

continuous reform has occurred, involving increased input of the Australian Commonwealth 

government (Renouf & Bland, 2005). 
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In 1999, the Commonwealth funded Development of Competency Standards for 

Mental Health Social Workers contributed to a project, consulting with social workers, 

consumers and their families with the aim of developing a detailed description of social work 

practice in mental health (Bland, 1999).  This project was used as a guide for approving 

accredited social workers to access Medicare government funding in order to be able to see 

patients in private practice and ensure that consumers had continued care. This policy change 

saw the expansion of social work into the private sector, where the profession could offer not 

only needs assessments and psychological responses, but also an analysis of the broader 

socioeconomic and political context within the consumers lived experience, together with 

knowledge of consumer and carer rights, housing, education and employment issues (Martin, 

2013). 

With these policy changes came an increased emphasis on evidence- based practice, 

influenced by managed care which has been said has a strong focus on costs, accessibility and 

time-limitations above integrated services and long-term care (Scheid, 2010). The Better 

Outcomes in Mental Health care, and the Better Access initiatives, both examples of 

managed care, were implemented with the aim of improving community access to quality 

health care services, and to address any barriers to early identification and treatment.  

Evidence has suggested that these initiatives may not be as effective for the treatment needs 

of more chronically ill consumers, such as those with a more severe disorders, for example, 

psychosis and schizophrenia (Laws et al., 2018).  Schizophrenia and psychosis present with 

many different symptoms, some of which can be resistant to interventions such as cognitive 

behavioural therapy which relies on changing thoughts to change behaviours (Laws et al., 

2018).  Only offering therapies suitable for certain disorders is in conflict with social work 

values, which champion equity, human rights and social justice for all. Social workers apply 

strengths and person-centred interventions in their practice which offer a more inclusive 
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approach to health care, regardless of an individual’s symptoms and diagnosis. This has been 

shown to encourage engagement and thus enhance recovery. 

The interventions implemented through these Government initiatives may put more 

severely affected patients at risk of being administered ineffective treatment, or disengaging 

with the service, and these are the very consumers that it is important to encourage to connect 

and engage with services in order that they can recover well (Scheid, 2010).  The risk with 

severely mentally ill patients is their reluctance to attend community services, and their 

increased risk of drop out after a short period of time, this makes flexibility with their care 

crucial.  Consumer engagement is important to gain, in order to comprehensively understand 

the context in which a consumer lives and the difficulties that may present for each individual 

that have the potential to be resolved, or at least modified, when seeking good recovery.  A 

person-centred care framework encourages service engagement by putting the consumer in 

the centre of the care plan, respecting their lived experience and involving them in 

individualised decisions about their care at every stage (Nolan, Davies, Brown, Keady, & 

Nolan, 2004). 

Government funded community interventions which are offered to consumers may be 

too narrow, suggests Martin (2013). The researcher found that Australian Mental Health 

Social Workers reported feeling frustrated by the lack of funding for other, more holistic 

interventions such as advocacy and family therapy. These interventions recognise emotional, 

physical, spiritual and social aspects of wellbeing while identifying and working on consumer 

strengths. Furthermore, some mental health social workers stated that clients often have little 

or no choice in the interventions they receive (Martin, 2013).  This is contrary to the values 

inherent in social work practice, for example, the values of client self-determination and 

empowerment (Martin, 2013).  Consequently, offering consumers less autonomy in treatment 
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decision making is likely to have an influence on consumer’s satisfaction with treatment, and 

subsequently, decisions on whether to remain engaged with the service.  

In contrast to the Martin (2013) study, Gregory (2010), disagreed, reporting that due 

to the empirical evidence behind the effectiveness of CBT, social workers would be operating 

within social work ethics and policy standards when using the intervention to improve the 

welfare of consumers as long as they have received sufficient training.  As Gregory (2010) 

argues, the benefits to the consumer include the fact that social workers use CBT and case 

management simultaneously. Furthermore, social work’s unique skill set enables them to use 

their knowledge of policy to advocate for national policies that could increase funding, 

dissemination and evaluation of other relevant interventions (Gregory, 2010). Social workers 

who utilise interventions such as CBT, in conjunction with other approaches such as strengths 

and ecological theories, may offer the ideal skill set to build on the multidisciplinary team’s 

strengths by pulling together the cognitive, medical and psychosocial models, thus 

considering all possible influencing factors in the treatment of mental health. Understanding 

the importance of all possible factors implicated in a disorder would likely result in the 

promotion of service engagement and subsequent recovery from mental illness (Kuipers et 

al., 2006). Taking a person-centred approach when treating consumers gives a more 

personalised human approach which seeks to integrate an understanding of the consumers 

world and is responsive to the consumer’s needs, wants and preferences regardless of what 

their diagnosis may be (Australian Commission on Safety and Quality in Healthcare, 2011). 

 
Implications of Working with the Mental Health Act and Involuntary Treatment 

Orders in Social Work Practice 

Working with consumers on a Community Treatment Order (CTO; also known as an 

Involuntary Treatment Order) under the Mental Health Act (2016) provides a further 
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challenge to social work values and ethics in the field of mental health.  The main concerns 

that mental health policies, legislation and treatment aim to address are the management of 

symptoms and risk during the deinstitutionalisation process from hospital inpatient to 

community care (Davidson, Brophy & Campbell, 2016).  Discourses about the risks 

associated with psychiatric illness began in the 19th century, with asylums creating "safe" 

boundaries between the insane and the sane.  These discourses endured well into the 20th 

Century and have left a legacy of fear that mental health consumers in the community may be 

a danger to society (Skull, 1989).  The rise in community mental health services has seen an 

increase in CTO's, which were developed in order to offer involuntary patients’ treatment in 

the community in the least restrictive way (Courtney & Moulding, 2014).  However, there 

has been some concern with regards to the ethical basis of these orders, as the emphasis of 

treatment compliance and protecting the public may be seen to overshadow the treatment 

received and the rights of the consumer (Brophy & Healy, 2009).  Furthermore, the loss of 

consumer autonomy and individualism by restricting them to the terms of a CTO may be 

detrimental to the therapeutic relationship, and therefore counterproductive to service 

engagement and recovery (Snow & Austin, 2007). Courtney and Moulding (2014) posit that a 

balance between the management of risk with involuntary consumers and taking a client 

centred, recovery-oriented approach is important. The question that arises is, how might 

social work achieve this balance in a way that sits comfortably with the values and ethics by 

which they work? 

Brophy and McDermott (2013) suggest ways to utilise social works values and 

theories when working with involuntary consumers, and identified five principles for 

representation of "good practice" that are suggested may help improve self-efficacy and 

empowerment, and therefore engagement with the service.  The principles include 

minimising coercion with a supportive therapeutic relationship, healing and listening, 
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respecting human rights, being goals focused, providing quality service delivery and enabling 

the role of stakeholders, including regular reviews of the need for the treatment order.  

Furthermore, not using any "power' to engage clients, but instead promoting consumer 

empowerment and social justice, which is congruent with social work casework (Adams, 

Dominelli, & Payne, 2002; Furlong, 1991).  

The idea of a community treatment order as insurance of compliance in a particular 

cohort may not always be effective in promoting engagement, and may even be seen as 

inadequate and superficial (Brophy & McDermott, 2013). The researchers believe that to 

understand the complexities of factors such as stigma, gender, service delivery, and how 

these issues impact on the use of CTO's, would assist in informing the delivery of good 

practice, and the provision of a good standard of care that works within the challenges of 

involuntary status (Brophy & McDermott, 2013).  In a similar study, Courtney and Moulding 

(2014) found that social work clinicians drew on many different values and principles of 

recovery in order to work effectively with such clients.  Participants in their study described a 

strong resonance between the recovery approach and social work ethics and values, with 

some reporting that using a recovery approach strengthened and validated the social work 

profession as distinct in the mental health sector (Courtney & Moulding, 2014).   

At the same time, the social workers interviewed by Courtney and Moulding (2014) 

also reported sometimes feeling challenged and conflicted as they perceived that they often 

had to override the social work values of social justice and self-determination in some aspects 

of their care while working with involuntary consumers, for example when it came to the 

administering of medication.  However, many had developed strategies, including giving the 

consumer some say in their treatment plan where possible given the constraints of an ITO 

(Courtney & Moulding, 2014). Other strategies included giving the consumer some control 

over where and when they are given their medication (for example, their GP rather than the 
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service), to hand back some autonomy to the client and encourage them to continue engaging 

with their social worker (Courtney & Moulding, 2014).  Other social work clinicians 

described enhancing consumer self-determination by using the treatment order as a 

bargaining tool in negotiating a different medication regime. For example, to monitor the use 

of oral medications rather than a depot (a slow release slow acting injectable form of 

medication), or using the treatment order to ensure the consumer has a right to access services 

(Courtney and Moulding, 2014). 

A study by Jacobsen (2013) interviewed five social workers to investigate the 

methods they used to keep involuntary consumers engaged in treatment. All five social 

workers who participated in the study reported motivational interviewing to be helpful with 

the engagement process, an intervention that is often used alongside self-determination theory 

to facilitate change by increasing motivation to reach goals – in this case, the goal of 

engaging with services to achieve recovery.  Also important in encouraging engagement was 

promoting the consumer’s autonomy and using a person-centred practice framework 

(Jacobsen, 2013).  These approaches compliment social work values and also the recovery 

approach, both of which are central to social work practice, and suggests again the 

importance of social works intervention in promoting service engagement. 

 
The Mental Health Act 2016 - Implications for Future Social Work Practice 

The Mental Health Act (2016) came into effect in March 2017, making it too soon to 

report extensively on the longitudinal effect on practice. However, one aim of the new Act is 

to support more rights for the consumer and a greater say in their treatment, which would 

likely encourage increased service engagement. Viewed this way, the Act has the potential to 

impact positively on consumer’s experiences with mental health services. The Mental Health 

Act (2016) aims to address the overly paternalistic view of previous Mental Health Acts by 
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replacing ITO's with Treatment Authorities.  These authorities aim to work closer alongside 

recovery approaches, and consider whether there are less restrictive options available before 

implementing interventions (Queensland Health, 2016).  In an attempt to limit any suggestion 

of oppression and obligation, the new Treatment Authorities have also removed both the 

words "Involuntary" and "Order" from the directives.  While this is an advancement in 

improving rates of engagement and therefore recovery (and an improvement on the previous 

acts in terms of considering the consumers voice) there still remains some conflicts with 

values and ethics of social work practice within the Mental Health Act (2016), including the 

challenge of social workers ensuring that self-determination and shared decision making are 

at the forefront of practice while still working within the Act. 

In another change to the Mental Health Act (2016), the consumer is now able to 

nominate a support person to liaise with a mental health professional over their care using an 

Advance Health Directive (AHD), if they become an involuntary consumer (Queensland 

Health, 2016).  Although this appears to give the consumer more rights, there is the risk that 

the support person may be viewed by the involuntary consumer to have shifted roles from a 

person "on their side" to one who is authorised to work with the medical team to enforce a 

treatment regime, and this could serve to have a negative impact on a previously supportive 

relationship.  This could be countered by the carer being transparent about any discussions 

undertaken with medical staff with regard to the consumer’s care, along with collaboration 

between the consumer and carer when any treatment decisions are made.  The new Advance 

Care initiative is in line with the Berdekin report (1993) which recommended more carer 

involvement in mental health treatment decision making, and may also assist service 

engagement as social support has been shown to be vital in the engagement decision making 

process (Australian Human Rights Commission, 1998). 
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The aim of the introduction of AHD’s is to empower the consumer to be able to take 

control of, and make decisions about, their future healthcare in situations where they have 

become mentally incapacitated, thus giving the consumer the presumption of capacity in 

decision making unless deemed otherwise. The AHD directive will protect the consumer 

from the restraints of a treatment authority as a less restrictive form of treatment, and will 

ensure, if a treatment authority is deemed necessary, that the consumer’s wishes, views and 

preferences are considered. This may encourage consumers to stay in treatment for longer, 

leading to better service engagement and long-term outcomes for their recovery.   

A concern is that the treating clinician may be working within the constraints of the 

medical model, and social and ecological factors that may be impacting both the mental 

health disorder and service engagement may be overlooked. These factors may be better 

treated with interventions such as strengths and person-centred approaches and the use of a 

recovery approach rather than medication (Dixon,  Holoshitz, & Nossel, 2016). Finally, an 

authorised medical professional can decide to treat the consumer against their wishes as long 

as they record this information in the consumer’s health record and explain their reasons for 

doing so, which is challenging to social work’s values and ethics base, and may risk the 

consumer being uncooperative with treatment plans and ultimately attempting to disengage 

with treatment (Queensland Health, 2016).  Social workers could have a crucial input in 

leading the way in advocating for the consumer to be given appropriate interventions to assist 

with other factors that may be influencing their disorder, in order for increased service 

engagement and better recovery to be achieved. 

In response to concerns over the recent implementation of AHD's for mental health 

consumers in the USA, Zelle, Kemp and Bonnie (2015) found that the perceived autonomy of 

the consumer was enhanced when they were allowed to take an active role in their care. This 

also helped to improve the therapeutic relationship and engagement rates by providing 
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clinician information and encouraging collaboration in developing a treatment plan.  

However, Zelle et al. (2015) also found evidence that AHD had a low usage which could not 

be attributed to the consumer themselves, with up to 77% of consumers stating that they 

would be interested in them had they known about them.  This evidence of low usage 

suggests that some clinicians may not have fully taken them on board.  It is important to 

make families and carers aware of the initiative, and create open and transparent 

communication lines with everyone involved on order for service engagement and 

subsequent recovery to be achieved (Zelle, Kemp & Bonnie, 2015.)   

Nevertheless, there are some major positive changes that can be seen in the Mental 

Health Act (2016). An important difference is the frequent references to recovery throughout, 

which is an important addition due to the recent development and implementation of the 

recovery framework into mental health practice.  The philosophy of the recovery approach is 

to assist a consumer to develop new meaning and purpose in life following a psychiatric 

diagnosis, and thereby encourage their engagement with the service.  This philosophical 

reasoning presents an important critique of clinical ethics by including the consumer in 

decision making as an equal partner (Lukens & Solomon, 2013).  The recovery approach is 

the way that all services should be moving forward, particularly now when recent policy has 

increasingly added support to the cruciality of a recovery-oriented person-centred framework. 

Given that person centred care and shared decision making reflects the profession's long-

established values, it provides an opportunity for social workers, along with their consumers, 

to give appropriate leadership in implementing the model into a recovery oriented mental 

health practice, and remind other professions and service providers of the importance of the 

approach.  In this way, social workers can serve as role models for other disciplines in using 

recovery-oriented interventions, promoting consumer self-determination, choice and 

autonomy in their engagement and recovery journey (Lukens & Solomon, 2013).   
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The requirements throughout the Mental Health Act (2016) for consumers to have the 

right to discuss decisions and assessments with a support person is congruent with social 

work practice frameworks, as are the new guidelines allowing the request of a second 

opinion. A welcome addition to the new Act is that of Independent Patient Rights Advisors 

(IPRA) to advise and support patients and carers.  The IRPA provides an appropriate 

progression towards the consumer’s human rights and giving consumers and their carers a 

voice in their treatment, as well as giving them access to someone who will be able to help 

them navigate the system.  Finally, for those consumers on a forensic order, the court may 

recommend optional intervention, for example, such as drug rehabilitation.  Treating 

substance abuse concurrently with a mental health disorder has been shown to improve both 

engagement rates and recovery (Jackson & McGorry, 2009). This policy change may assist 

consumers to gain a certain autonomy in their treatment, and, provide avenues that may 

promote self-determination to work towards engagement with services and subsequent 

recovery, rather than the more punitive approach of the previous Act of 2000.   

Knowing the policy and procedures contained within the Mental Health Act is a 

crucial aspect for social workers in order for them to be able to work effectively with 

consumers and encourage them to engage in treatment plans in order to achieve better 

outcomes in recovery from their disorder. This makes it important that students who are 

interested in future employment in the mental health field are given the opportunity to 

understand how to navigate the system in order to be able to better service consumers in the 

best possible way.  

The emphasis of the Mental Health Act (2016) on recovery and autonomy has not 

been without its critics. Davidson, O'Connell, Tandora, Styron and Kangas (2006) questioned 

the idea of recovery, and how relevant the focus on hopes, dreams and strengths can be to a 

person in the midst of a psychotic episode. These researchers argue it is more appropriate to 



 

132 

wait until they have begun to get better. Moreover, Davidson et al. (2016) cite concerns that 

handing over greater responsibility in treatment decision making to the consumer encourages 

less compliance with treatment, and increased rates of incarceration.  Ramon, Healy, and 

Renouf, (2007) agree with this concern, and argue that, although recovery is a promising 

concept, the far reaching use of the language of recovery is not sufficient to ensure that the 

major principles contained in the recovery approach would be implemented in the same way 

throughout different services, or throughout the different countries that have adopted it 

(Ramon et al., 2007). For them, there is a danger that the new meaning of "recovery" will be 

lost, and will return to being about getting back to a pre-illness state of cure or control of 

symptoms. Although currently there is a growing global support for a recovery-oriented 

mental health approach, the evidence is mixed regarding the recovery approaches 

implementation in practice (Martinelli & Ruggeri, 2020). 

Influential factors encountered by consumers while working with clinicians using the 

recovery approach were examined, and several factors were found to influence recovery, 

including giving the consumers some self-determination in their recovery, which led to 

internalisation of the concept of recovery and motivation to recover (Petersen, Friis, 

Haxholm, Nielson, & Wind, (2014).  This may result in increasing the consumer’s insight and 

ability to cope with their disorder (Petersen, et al., 2014). Personal factors were not found to 

be the only influences on recovery, with social relations, organisational barriers and 

stigmatisation having a negative impact on a person's recovery from mental illness (Peterson 

et al., 2014).  These findings add evidence to the importance of working with the consumer to 

increase their self-determination and wellbeing, and thereby promote engagement which will 

assist with their recovery (Peterson et al., 2014). This may also serve to assist in generating a 

culture of empathy, tolerance, trust and respect in the general population, to allow consumers 

to be a valuable part of society once more (Petersen et al., 2014). 
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To conclude, the new Mental Health Act (2016) and recovery-oriented approaches are 

in many ways congruent and compatible with social work values and ethics. Social workers 

have the appropriate skills and practice knowledge to promote the principles of the recovery 

approach to other professionals as well as to apply its principles to their own practice and to 

the interventions they offer. Use of the recovery approach would serve to encourage 

consumer engagement and participation with mental health services.  Unfortunately, other 

studies have shown that there have been some issues in implementing the recovery approach, 

noting societal barriers that may very likely affect its application, as well as concerns over the 

consumer perception of pressure to feel responsible for their own recovery, when 

empowering them to take responsibility when they feel ready to do so is the goal.   

Despite this, there is evidence of the value for service providers to be aware of 

possible barriers to recovery, and being more prepared to empower consumers to engage with 

services to overcome them and work towards a successful recovery from their disorder. 

Furthermore, integrating the recovery approach with the Mental Health Act when working 

with involuntary consumers means that social workers can work together with consumers to 

find ways to achieve consumer autonomy in treatment decisions whilst still complying with 

the treatment order they are authorised to work under.  Supporting consumer autonomy, 

together with shared decision making and person-centred care provides a context to empower 

the consumer and encourage them to stay connected with the mental health service assisting 

them in their journey towards recovery. 

 
Social Work Practice and Mental Health Literacy to Promote Engagement and 

Recovery 

While mental health is a traditional area for social work practice, in recent times, 

many social workers have taken the opportunity to upskill in the area of psych neurology, a 
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topic that is not typically taught in depth during the social work undergraduate degree.  

Current literature shows that it is important for mental health practitioners to have an 

understanding of areas of neuroscience, such as how the brain changes in response to 

medication, substances and neurotransmitters (Agius, Goh, Ulhaq, & McGorry, 2010).   This 

would better able clinicians to develop appropriate responses and interventions for consumers 

in order to keep them engaged with treatment and interventions (Agius et al., 2010).  This 

would also assist in identifying and understanding why symptoms occur and what can be 

done to lessen their effects, particularly when considering that certain symptoms often 

indicate stages when engagement with services may be less successful (Jackson & McGorry, 

2009). Further knowledge in this area would assist in adding to social work’s already 

impressive and unique portfolio of skills in the area of engagement with early psychosis 

service. 

To become mental health literate includes being able to recognise a disorder, knowing 

how to source information on a disorder, and having a knowledge of both protective and risk 

factors (Jorm et al., 1997).  This knowledge would put social work in a unique and strong 

position in the multidisciplinary team, as often they are the only practitioners who consider 

every aspect of a person's life and its possible contribution towards their disorder in a holistic 

way.  Over the past three decades, responsibilities of social workers in mental health practice 

have increased, with the gradual prominence of care in the community, as well as policy 

changes which have allowed accredited social workers to become eligible for registration in 

many countries, making them more accessible to mental health consumers and invaluable to 

mental health practice (Martin, 2013). 

The importance of having knowledge in neuroscience when working within the 

mental health sector is emphasised by the fact that many mental disorders, including 

psychosis and schizophrenia, have been shown to originate from either abnormality in brain 
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structure, or the actions of certain neurotransmitters such as dopamine and serotonin (Rieger, 

2011).  Knowledge of psychopharmacology would be highly desirable.  For example, an 

understanding of the actions of anti-psychotic drugs on the brain would assist a clinician in 

comprehending how the brain reacts to medication and the side effects that a consumer may 

experience, as well as ensuring that any negotiation and advocacy on behalf of a consumer is 

carried out in a confident, assertive, and most importantly, knowledgeable manner.  

Furthermore, much research has found that brain structure changes occur at different stages 

of psychosis, suggesting that this may affect the engagement with services, and subsequent 

recovery of the consumer, if not timed correctly (Jackson & McGorry, 2009).  This makes it 

crucial that any social workers interested in working in the field of mental health should be 

well versed in these areas of mental health practice. 

In addition, given the sizable percentage of young people admitted to hospital with 

drug induced psychosis, and the challenges in engaging these individuals in treatment well 

evidenced, understanding how these substances work within the brain to cause psychotic 

symptoms is desirable. This is especially important considering there is strong evidence that 

consumers who use substances, and are less likely to participate and engage with mental 

health services in the long term, are also less likely to recover well. Another area which 

would be of interest for any clinician working within a recovery approach is that of how the 

brain changes as psychosis progresses (Smieskova et al., 2015). This is important when 

considering efforts to engage young consumers successfully with mental health services. 

Agius, Goh, Ulhaq & McGorry (2010) proposed a useful model of the staging of 

schizophrenia in order to be able to suggest the different treatments that should be offered at 

particular stages of the disorder.  Schizophrenia has been shown to have certain stages, for 

example, the prodrome stage, when anti-psychotics and anti-depressants may be more 

effective than therapy, due to brain changes happening at that time. During the prodrome 
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stage, deficits in executive functioning mean that skills such as decision making, reasoning, 

problem solving, inhibitory control and attention will be reduced (Pantelis et al., 2005; Sun et 

al, 2008).  Furthermore, Brent, Thermenos, Keshaven and Seidman (2013) reported findings 

of accelerated volume reduction in frontotemporal cortical, affecting cognition, in high risk of 

psychosis youth, with Smieskova et al., (2015) citing findings of reduced adaptive salience 

response in the anterior cingulate and insular areas of the brain that is responsible for 

functions such as reward anticipation and decision making.  This suggests that this period is 

not an ideal time to try and engage a young person in therapies, such as cognitive behavioural 

therapy (CBT), but instead encourage the use of medication, with the aim of preventing the 

occurrence of full-blown psychosis disorder and to assist in keeping the consumer engaged 

with treatment.  

It is in the second stage of psychosis that the consumer experiences their first episode 

of frank psychotic symptoms. This is the ideal time for social workers and other clinicians to 

actively encourage engagement with the service, and introduce psychosocial therapies such as 

family interventions, CBT and psychoeducation (Agius et al., 2010). It is also an optimal time 

for the social worker or clinician to begin to build a trusting therapeutic relationship with the 

consumer and cement long term service engagement, as by then symptoms are being well 

managed by medication. To be able to work effectively in mental health practice with the 

knowledge needed to build a trusting therapeutic relationship requires a variety of skills that 

have the consumer as the major focus and encompass the social theories and practice that are 

well known to the profession together with an ability to work alongside those with medical 

training in the neurosciences (Bland & Renouf, 2001). Having this understanding of the 

biological causes of psychosis would assist in promoting engagement at the optimum time in 

the recovery process.   Furthermore, Bland and Renouf (2001) report that many mental health 

services are now provided as part of an integrated multi-disciplinary team, and it is important 
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that team members are able to work together collaboratively to achieve the best possible 

outcome for each consumers capacity and inclusion back into society (Haines, Perkins, 

Evans, & McCabe, 2018). 

With targeted training in the area of mental health literacy, social workers would be 

advantageously positioned, with their consideration of social factors, psychological aspects, 

policy and legislation directives, to become the expert practitioners in the mental health 

sector, and key in encouraging continued service engagement. Social workers are 

traditionally multi-skilled, and can grab the impetus to further upskill and become 

knowledgeable in all areas of mental health, including biological influences. Social workers 

would then not only be in a position to lead other professions in promoting engagement and 

recovery, but also help them to understand the importance considering every element of a 

disorder. A holistic outlook, which also considers social factors and consumer self-

determination and empowerment, can and often does, lead to better engagement and a more 

positive outcome in long term recovery. 

 
Summary 

This chapter has examined the challenges and opportunities that many social workers 

experience when working in the field of mental health.  This is partly due to the conflict 

between social works traditional ethics and values base, and the policies and legislation of the 

Mental Health Act. It has discussed how social work can work within the act to promote 

service engagement whilst still staying true to its ethical values, and how challenges can be 

turned into opportunities to promote self-determination and shared decision making, resulting 

in better engagement and thus recovery.  The issue of practice knowledge and how social 

workers can further upskill and lead the way in recovery-oriented practice to encourage better 

engagement with mental health services was also discussed.  
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The next chapter presents the theoretical framework underpinning the study. The 

framework consists of self-determination theory, (which helps explain motivation), 

ecological theory, (which considers sociological factors that impact on service engagement), 

and the recovery approach, that aims to improve engagement, promote better outcomes and 

recovery, and has at its heart respect for the consumers lived experience using a person 

centred approach.  
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Chapter 5 – The Theoretical Model: A Conceptual Framework 

 
The nature of social work practice within the area of mental health has been explored 

in the previous chapter. The particular skills that social workers bring to the mental health 

team have been outlined and the importance of remaining patient centred and relationship 

centred discussed.  Social work is the profession within the team that has a focus not only on 

the medical issues of each individual, but also draws upon social theories with the 

professional skill required to work with the team to analyse the social, political and 

environmental context within which engagement with mental health services occurs and 

where recovery outcomes are sought. 

Many social and ecological factors are likely to impact a person and the lives they 

lead and the decisions made in the context of engagement with EPS community health care. 

Encouragement and shared decision making are also likely to be important factors. If suitably 

encouraged, the support that is provided by the practitioner can impact positively on 

autonomous motivation and perhaps sustained engagement with services.  An individual’s 

self-determination has been shown to directly influence their motivation to attain goals, such 

as recovery, which is best reached through remaining engaged with services (Mancini, 2008).   

Maintaining the attendance and engagement of young people in early psychosis 

services is important in order to enable and encourage their transition to recovery. Recovery 

from mental illness is the end goal for the clinician, consumer and their family, and research 

has consistently shown that good recovery and overall better long-term outcome is dependent 

on continued engagement with services (Conus et al., 2010).  To understand the process of 

engagement with services, and pathways to recovery, two major theories that underpin the 

study are discussed below, as well as the recovery approach which also forms part of the 
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conceptual framework, and has been seen to be effective in promoting both service 

engagement and recovery. 

The theories present a theoretical framework for analysis to examine why young 

people may decide to engage or not engage with services. The theoretical frameworks 

consider both social and environmental factors, and individual self-determination to engage 

in treatment.  Engagement in treatment has been shown to positively enhance a consumer’s 

eventual recovery journey (Lucksted et al., 2015).  To gain a conceptual awareness is 

important in understanding the relationship between external factors such as social and 

support networks, economic status, personal characteristics and motivations, together with 

demographic factors including gender, diagnosis and socio-economic status.  Understanding a 

person within their own particular environment enables a practitioner to ascertain factors that 

may influence decision-making processes.  It makes explicit how each factor may impact on 

the other, which are crucial components for developing interventions and treatment plans to 

promote better engagement and recovery.   

An awareness of the social and economic environment of the person is necessary 

when seeking to maintain engagement with consumers and provide effective health care. The 

theory of self-determination and its important influence on factors such as these will be the 

focus of this chapter.  Ecological theory and the Recovery approach support self-

determination theory and add further understanding to the reasons why a young person may 

decide whether or not to engage with early psychosis services. The theoretical framework, 

using existing theory and knowledge, is designed to explain how a young person’s decision to 

attend and engage with services may be influenced.  A better understanding as to why and 

what may be useful to address issues that may impact on these decisions can then be 

achieved.  The major theory of self-determination is discussed at the outset. 
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Self-Determination Theory (SDT) 

Self-determination is a basic psychological construct encompassed in the theories of 

human agentic behaviour (Weymeyer, Abery, Mithaug, & Stancliffe, 2003). Self-

determination theory suggests that three basic psychological needs (autonomy, competence 

and relatedness) are necessary to be satisfied by the individual’s environment in order for 

motivation, well-being, and individual growth and functioning to be possible (Brietborde, 

Kleinlein, & Srihari, 2012). Self-determination theory also provides a useful theory to 

understand recovery as SDT and the recovery approach share similar ideas, including the 

achievement of greater well-being and assistance to thrive and grow (Mancini, 2008). 

SDT is used in social work practice and has been shown empirically to be influential 

in both recovery from mental health disorder and the process of engagement in treatment (Ng 

et al., 2012). SDT is also compatible with the main principles of the recovery approach, 

which, as previously highlighted, is the paradigm used by many mental health services 

worldwide.  The theory of self- determination was developed by Deci and Ryan (2008) and is 

an empirically researched theory of personal development, motivation and wellness, also 

focusing on the social conditions that can either enhance or diminish motivation. SDT is very 

relevant as an underpinning influence for the current study as there is good empirical 

evidence alongside its compatibility with the principles of the recovery approach - the model 

used by clinicians working within Gold Coast Mental Health Services and throughout 

Australia. 

A major fact to consider is the relevance of SDT to decision-making processes, for 

example, to encourage consumers to remain engaged with services. Self-determination theory 

is useful to investigate factors that motivate an individual to participate in an action, as well 

as social influences and important relationship dynamics.  SDT also provides a useful 
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foundation to assist with developing interventions and improving the engagement of young 

people with mental health services (Deci & Ryan, 2012). 

Mancini (2008), reported SDT as a useful framework to employ with the recovery 

approach. Studies have shown that people thrive, grow, achieve greater wellbeing and reach 

their goals more easily when conditions ensure that their basic human needs are supported 

(Mancini, 2008).  This view is compatible with the recovery approach, which promotes 

empowerment, shared relationships, hope, identity, respect for lived experience and living 

well with mental illness (Bland et al., 2015).    

Figure 3 below illustrates the effects of the three basic psychological needs of 

autonomy, competence and relatedness on various health outcomes and health behaviours. 

 

 
Figure 3. The SDT model of health behaviour change (Ryan, Deci, & Williams, 2008).  

The initial development of self-determination theory proposed that motivation is 

differentiated into a type or quality (Deci & Ryan, 2008).  Autonomous motivation 

incorporates both intrinsic motivation (an inherent, natural drive to seek out challenges) and 
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the type of extrinsic motivation for which an individual has given personal value to, and 

therefore consolidated it into their sense of self which then gives them a self-endorsement of 

their actions (Deci & Ryan, 2008). In contrast, the authors contend that controlled motivation 

integrates external regulation.  Behaviour is encouraged by the external outcomes of either 

reward or punishment, and introjected regulation, where behaviour is influenced by gaining 

approval, avoiding shame or guilt, or boosting one’s ego. Therefore, the contrasting 

motivational types lead to different outcomes, with autonomous motivation being seen to 

promote better psychological health, social wellbeing and an emphasis on the patient taking 

control of health-related changes, and responsibility for decisions involving their care and 

recovery (Deci & Ryan, 2012).   

SDT theories that focus on the basic psychological elements of relatedness, autonomy 

and competence have been found to aid motivation whilst receiving therapy (D'Arrigo, 

Ziviani, Poulsen, Copley, & King, 2016). The researchers found that engagement can be 

facilitated when specific needs are attended to.  Specific needs include relatedness (which is 

achieved by developing a therapeutic relationship and rapport building), autonomy, which is 

the act of setting goals collaboratively and shared decision making in therapy, and 

competence, which is realised as the young person sees achievements and their goals 

attained.  D'Arrigo et al. (2016), also found that a persons' decision to engage can be 

influenced by many contextual and client factors that are frequently influenced by how their 

psychological needs are being met.  

One of the first studies to examine SDT and the influence that external rewards can 

have on intrinsic motivation was conducted by Deci in 1971.  Using experimental conditions, 

Deci (1971) examined the impact of using extrinsic rewards on a group of students when 

there was a decrease in intrinsic motivation to complete a puzzle task.  In the second session 

of three, students in the experimental condition were given one dollar for completing the 
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puzzle within a certain time. The experimenter left the room, informing the students that they 

were free to do whatever they wished in this time.  As expected, the participants who had 

been offered a reward for completing the task continued to work on the puzzle during the free 

period, and when the reward was withdrawn in the third session, their time spent working on 

the puzzle reduced considerably from the previous two sessions. This finding supported 

Deci’s hypothesis that, while for all participants, conducting the task was intrinsically 

motivating, intrinsic motivation was higher before the reward was offered, and decreased 

when it was removed. Many studies have successfully applied the theory and demonstrated 

similar results (Ng et al., 2012). 

SDT is a useful framework when developing and planning interventions and 

examining motivational processes in mental health service engagement (Ng et al., 2012). A 

meta-analysis illustrated that by utilising SDT in health care, professionals were able to 

promote and understand consumer motivation for the maintenance of living well with good 

health (Ng et al., 2012). The researchers concluded that SDT provides a potential basis for 

developing interventions within healthcare and assist in promoting healthy living, as the 

constructs of autonomy, psychological satisfaction, motivation, competence and relatedness 

are all relevant for good mental health and a persons' decision to be fully engaged in their 

own recovery (Ng et al., 2012).  

In addition, SDT has been shown to be a valuable tool to use within interventions 

targeting early psychosis treatment. Brietborde, Kleinlein and Srihari (2012), using a sample 

of individuals experiencing first episode psychosis in the USA, examined the satisfaction of 

the three basic psychological needs postulated by SDT. The finding, that those experiencing 

early psychosis perceived less satisfaction of the three basic psychological needs, suggests 

that deficits in competence, autonomy, competence, and relatedness may emerge, or already 

be present at the beginning stages of psychosis (Breitborde et al., 2012). This result suggests 
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that SDT may be a relevant theory to consider when developing treatment plans with regard 

to the issues of non-attendance and disengagement with this cohort. Increasing consumer 

motivation to attend appointments by considering those basic psychological needs, and 

planning treatment around the particular needs of the consumer at specific stages of the 

disorder could potentially assist to encourage service engagement (Breitborde et al., 2012). 

Relatedness was found to be the basic need most associated with well-being, which 

supports other studies that found social support encouraged both service engagement and 

motivation to recover (Conus, et al., 2010; Stewart, 2013; Tindall et al., 2018). These 

findings highlight the importance of ensuring that consumers experiencing psychosis have a 

strong support network and a good therapeutic relationship to support them on their journey 

to recovery. 

Additionally, Wild, Cunningham and Ryan (2006) applied SDT to investigate client 

engagement with addiction services in Canada and found that motivation to engage in 

treatment using coercion through their social networks or a legal referral, did not lead to a 

perceived benefit of changing a behaviour (for example ceasing substance use). This finding 

supports the view that consumer reasons for engaging in treatment are likely to be more 

successful than a controlling factor or event (for example being on an involuntary treatment 

order). The finding is supported by SDT, which theorises that autonomous motivation always 

has a better outcome than controlled motivation.   The result is also consistent with previous 

studies which found that when support and autonomous motivation was increased,  a positive 

change in health behaviours was seen, whereas controlled motivation and amotivation had no 

relationship with positive health behaviour change (Ntoumanis et al., 2020). This thesis will 

investigate aspects of controlled motivation, particularly in terms of involuntary treatment 

orders which court mandate consumers to participate in treatment for their disorder. 
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As found by Wild, Cunningham, and Ryan (2006), personal choice in participating in 

treatment and committing to treatment goals resulted in greater benefits for clients by 

reducing alcohol and substance use and promoting and/or increasing interest in recovery. 

Furthermore, the therapists were also more likely to consider those clients choosing to engage 

with the service as showing an interest in their treatment planning (Wild, Cunningham, & 

Ryan, 2006).  The study also found external motivation (e.g. motivated by punishment, 

demand or reward) showed a negative relationship with client engagement in the treatment 

programme.  Therapists in this study also reported that clients who were externally motivated 

had less interest in engaging in treatment plans. Overall, Wild, Cunningham, and Ryan 

(2006) found that introjected motivation predicted feelings of ambivalence in engagement 

decisions prior to beginning treatment, with introjected motives to engage with treatment 

having a positive relationship with consideration of perceived costs and benefits of changing 

the behaviours that the treatment would be addressing (such as substance use). This finding is 

consistent with the principles of SDT, that introjected motivation involves feelings of conflict 

and guilt when applied to a treatment context plan.  

When working with involuntary consumers, strategies to promote self-determination 

in an autonomous way are important, as the consumers are attending under a controlled 

motivation. Strategies that can be used by social workers and other clinicians to promote 

autonomy can include offering the consumer some say and shared decision making in their 

treatment plan and having some control over where they may be given their medication (for 

example via their GP rather than the service; Courtney and Moulding, 2014).  Other social 

work clinicians in the study described other ways of enhancing the consumers self-

determination. This included using the treatment order as a bargaining tool in negotiating a 

different medication regime, for example, to monitor the use of oral medications rather than a 

depot injection (a slow release, slow acting form of medicating by administering an injection) 
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or using the order to ensure the consumer has a right to access services (Courtney & 

Moulding, 2014).  In another study, involuntary consumers identified that having an 

involvement in clinical decisions relating to their treatment improved their perceived 

experience of care, showing that self-determination, autonomy and feelings of competence 

may encourage service engagement in this hard to engage population (Burn, Conneely, 

Leverton, & Giacco, 2019). The motivation needed to encourage service engagement can also 

be promoted by the use of motivational interviewing, which fosters a shared responsibility for 

recovery between clinician and consumer, encouraging the consumers self-determination and 

autonomy in their treatment. 

Motivational interviewing (MI) is an intervention that is supportive of SDT, and the 

use of both SDT and MI in conjunction during treatment for early psychosis may be effective 

in encouraging attendance and engagement with services (Miller & Rollnick, 2002).  MI is 

underpinned by four basic principles: To express empathy, to develop discrepancy (that is, to 

amplify a discrepancy from the clients present behaviour and their goals and values), to roll 

with resistance (reframe to create a new impetus for change), and to support self-efficacy 

(Miller & Rollnick, 2002).  MI began as an intervention for addictions but in more recent 

times has been used in other health related behaviours (Deci & Ryan, 2012). MI has much in 

common with SDT, as the focus is on the consumer taking responsibility in changing health 

related behaviours, thus encouraging them to be more autonomous in their motivation to 

change (Deci & Ryan, 2012). Both approaches are non-judgemental, person centred and 

supportive (Deci & Ryan, 2012). Furthermore, SDT is an effective theory to explain the 

changes that occur when MI interventions are used (Markland, Ryan, Tobin, & Rollnick, 

2005). 

MI does have its critics.  A systematic review found that much evidence that currently 

exists with regards to the efficacy of MI regarding health care choices is of low quality, and 
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therefore more high-quality evidence is needed in the area to accurately measure its 

effectiveness (Frost et al., 2018). However, the review did investigate all health behaviours 

including oral health, inactivity and health screening (Frost et al., 2018), which may require a 

different approach to encourage motivation in those individuals than for those with mental 

health disorders. MI is a promising intervention, particularly when the aim is to promote 

shared decision making and autonomy in treatment planning, and it may be especially useful 

in the treatment of addiction and mental health disorders (Miller & Rollnick, 2002). 

The importance of autonomy, relatedness and competence suggests SDT is a relevant 

and useful theory, both for research and practice that can be incorporated into future 

interventions in mental health services, particularly considering its compatibility with the 

widely used concept of recovery. Self-determination theory has been used as the 

underpinning theory in behavioural research in areas as far reaching as exercise, weight loss 

and smoking cessation (Deci & Ryan, 2012; Ng et al., 2012).  It has also been a useful 

perspective for examining substance use and factors that influence the treatment of addiction, 

including coercion, social pressure and engagement with services (Wild, Cunningham, & 

Ryan, 2006).  As Brietborde et al. (2012)  found, individuals experiencing early psychosis 

had less satisfaction with the basic psychological needs required for motivation and 

wellbeing, when compared to people without symptoms of psychosis, indicating that 

interventions to address deficits in autonomy, competence and relatedness may be effective in 

promoting motivation to reach goals such as service engagement, and subsequent recovery. 

These areas provide a beginning conceptual framework for the study.  

The self-determination theory may only partly explain an individual’s motivation to 

engage in an action.  It explains motivation but does not consider many of the social elements 

that have been shown to be influential, for example cultural and socio-economic factors 

(Shogren, 2013).  Relevant social factors underline the importance of incorporating two or 



 

149 

more theories to explain with more clarity and thoroughness certain phenomenon, including 

treatment engagement. Therefore, in terms of service engagement, it is important to also 

consider theories which may help explain other factors which may influence a person’s self-

determination. Ecological theory can assist in the understanding of the social and societal 

factors which may be coming into play when considering a person’s self-determination. 

 
Ecological Systems Theory 

A socioecological systems model considers an individual’s development, beginning 

from social and institutional factors that may affect behaviour, to wider cultural forces 

(Bronfenbrenner & Ceci, 1994). There are four environmental levels contained within the 

ecological model. These include the microsystem, involving the immediate environment such 

as interactions with family and friends, the mesosystem, representing the interrelations 

among two or more settings such as home and peer group, the exosystem; the interaction of 

an external social setting with the person’s immediate context, and finally the macrosystem - 

the larger social and cultural context, including policy and law (Onwuegbuzie, Collins, & 

Frels, 2013). It can be seen how relevant these different systems are in decisions individuals 

may make about different aspects of their lives and the choices they make throughout their 

life. 

In practice, clinicians using ecological theory often use an eco-map to illustrate and 

understand how the different systems affect each other, as well as to enhance the person-

environment fit.  For example, it may be considered that by encouraging a consumer to seek a 

supportive community, emboldens the consumer to seek more independence from the 

dominant social support and health services, whilst also encouraging and recognising the 

strengths and motivation they already possess to work towards their recovery (Healy, 2005).  

These ideas draw valuably upon ecological theory. In doing so they can also promote the 
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practitioner’s awareness of the need for positive change in areas such as family and social 

networks, which may be adversely affecting the consumer and impacting their self-

determination, their engagement with services, and their recovery (Germain & Gitterman, 

1996). 

Ecological theory is useful in understanding the context of a young person and also in 

planning interventions. It can assist in clarifying the different factors which may be having an 

impact on the consumer’s life and which may also need attention from the clinician (Healy, 

2005).  In this way, a consideration can be made for those factors to be adapted to better meet 

the individuals’ need, rather than expecting the individual to adapt to the environment.  

Motivated, self-determined consumers, families, and communities may also play an 

important role in working for change should unfair and unacceptable policies be suggested, 

and laws can also be challenged if they are felt to be unacceptable in the affect they are 

having on the consumer (Payne, 2014). Ecological systems theory also argues against the 

dominant medical model, theorising that the medical model is simplistic and unrealistic, and 

inadequate in explaining the many interrelated factors which may influence a person’s mental 

health (Payne, 2014).  If a clinician does not acknowledge and understand these ecological 

elements, they may be doing a disservice to the consumer, making the journey towards 

recovery a much more arduous task with a possible increased risk of a poor outcome.  

Ecological theory has been found to be compatible with other models and interventions 

which have empirical evidence to support their efficacy, including self-determination theory 

(Zhang & Solmon, 2013).  Drawing on these two theories to explain and further understand 

the influences on an individual’s motivation to reach a goal such as service engagement will 

be discussed below. 
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Ecological Theory and Self-Determination Theory Integrated 

SDT postulates that factors in an individual’s social environment have an influential 

role in hindering or facilitating the expression of human capability (Ryan & Deci, 2000). It 

follows that SDT and ecological theory suitably overlap and are useful to explore the 

environmental/social context in which motivation and autonomy is either supported or 

frustrated (Morse et al., 2014). Identifying the effects of multi-faceted social and physical 

environments on an individual’s self-determined motivation is vital. Integrating the two 

approaches can potentially offer important insights into understanding motivation and the 

processes of behaviour change (Zhang & Solmon, 2013).    

A functional model of self-determination developed by Wehmeyer, Kelchner, and 

Richards (1996), used a person-environmental framework, which supports the integration of 

the theories, to conceptualise self-determination.  The proposed framework considers how  

environmental factors can impact on a person’s self-determination.  It uses an empirically 

validated self-determination scale to measure the concept of SDT in practice. Extending this 

framework, an ecological model of self-determination aims to explain how a person 

determines in which context each behaviour will be manifested. This proposes that self-

determination is a product of both individual and environment; the person acts on the 

environment using their skills and beliefs they possess with the goal of obtaining their desired 

outcome (Abery & Stancliffe, 1996). Nonetheless, although the ecological model of self-

determination is effective at considering links with environment and motivation, it does have 

its critics. It fails to fully explain a person’s beliefs and strength of character that they may 

already possess. These factors, to a lesser extent, complete the jigsaw of pieces that may 

assist in understanding the different impacts on a young consumer’s engagement with 

services. 
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The theories and approach discussed above, in the context of the recovery approach, 

will together provide a strong conceptual framework for the study. The theories and approach 

draw upon similar concepts and are compatible both with each other and with social work 

practice. The theories will provide an appropriate and useful framework with which to 

explore decisions behind help seeking and engagement in mental health services. The 

information gathered can aid in developing interventions and also encourage continued 

service engagement for young consumers experiencing symptoms of early psychosis.  

There have been limitations reported in each theory and approach - a lack of empirical 

evidence to support the recovery approach; also, the fact that recovery emphasises the 

personal journey, whereas in mental health and scientific models, prominence is given to data 

collected at group level (Leamy, Bird, Le Boutillier, Williams, & Slade, 2011). Furthermore, 

it has been proposed that SDT could be misapplied as a broad generalisation; for example, a 

study of 386 athletes conducted by Amorose and Horn (2001), found no significant difference 

in intrinsic motivation between those with scholarships and those without.  The application of 

SDT has been wide and varied. 

Self-determination theory, as the main underpinning theory for the research, has much 

empirical evidence to support it, and also provides a strong framework within which to 

conduct research that investigates engagement with services leading to recovery-oriented 

practice (Mancini, 2008).  Importantly, the basic needs stated by SDT in order to be 

motivated and have well-being (autonomy, competence and relatedness) are all important in 

recovery-oriented practice. Autonomy in particular is an important principle in motivation to 

recover, particularly in mental illness where routine infringement of a consumer's autonomy 

further erodes any which may already exist (Mancini, 2008).   

The theories of self-determination and ecological theory indicate that both self-

determination and social ecological factors may be critical elements in an individual’s 



 

153 

decisions on whether to engage with services or not.  For service providers the ultimate 

challenges are to maintain engagement so that recovery may become a reality and the 

consumer prosper. The combination of these two theories provide an appropriate conceptual 

framework for the current research and offer a potential pathway for enhancement of the 

recovery approach in early psychosis and all mental health services.  

 
Recovery Approach in Mental Health 

It is crucial to consider the importance of recovery when developing a conceptual 

framework in mental health practice and research.  In the wider social context, policies 

relating to the management and treatment of mental health consumers have in recent years 

seen positive change in response to the UN’s 1991 report on the Principles for the Protection 

of Persons with Mental Illness (Office of the High Commissioner of Human Rights, 1991), 

which sets out principles such as having the right to protection from being given unjustified 

medication and the right to treatment in the community.  These principles were followed by 

the WHO report on Mental Health, which outlined further guidelines when treating those 

with lived experience including the involvement of family and the community and education 

of the public into mental health disorders (World Health Organisation, 2001).   

As a result of policies such as these, there has more recently been a move towards 

recovery-oriented practice, a more consumer focused approach which considers the 

importance of relationships and cultural differences as well as having an emphasis on 

strengths, lived experience and empowerment (Australian Government Department of Health, 

2010).  A consumer focussed approach has seen the development of the recovery approach, 

which is a widely proposed mental health practice framework. The recovery approach 

framework aims to guide mental health clinicians in their practice, emphasising the value of 

lived experience, importance of relationships, and hope, strength and empowerment - 
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principles congruent with social work values (Bland et al., 2015).  Queensland Health, which 

provides funding for the Gold Coast Early Psychosis Service, state in their guide for 

implementing the principles of recovery into practice, that recovery is the journey toward a 

new and valued sense of identity, role and purpose outside the parameters of mental illness; 

and living well despite any limitations resulting from the illness, its treatment, and personal 

and environmental conditions (Queensland Government, 2008).   

The recovery approach has been developed with consultation, and current evidence, 

although sparse, suggests it to be a promising approach to encourage participation, 

engagement and recovery from mental ill health (Leamy et al., 2011). The recovery approach 

also has a close resemblance to the values and practice frameworks used by the social work 

profession as described in the AASW Code of Ethics (Australian Association of Social 

Workers, 2010).  A review of care co-ordination models indicates that many existing 

interventions approaches can be adapted to be delivered using a recovery approach, and when 

recovery-oriented practice is integrated into existing treatment programmes, it results in 

improved outcomes for consumers (Sax Institute, 2016). However, there have been concerns 

expressed that, whilst evidence so far for the recovery approach is promising, it is not being 

used in social work practice, or if it is used, the principles included in the framework are, at 

best, being unevenly followed (Ramon, Healy, & Renouf, 2007).  Furthermore, there is 

currently a paucity of research on the efficacy of the approach in practice settings, with calls 

for the approach to be refined in mental health services to foster an increase in clinicians 

willing to utilise the approach (Frost et al., 2017). 

The recovery approach and self-determination theory have much in common. 

Recovery includes principles which include respecting lived experience, the importance of 

the journey, the importance of agency and empowerment, the importance of relationships, of 

hope, of identity (a different identity to that of mental health consumer, for example, as a 
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mother or an employee), and a focus on positive outcomes and strengths (Bland & Renouf, 

2001; Australian Government Department of Health, (2010). These principles speak directly 

to self-determination theory with its three basic principles of relatedness, autonomy and 

competence. Relatedness in particular was a significant finding in research by Perlman et al., 

(2017) which aimed to understand resilience to recover in a group of consumers using self-

determination theory.   The study found that relatedness through personal value and/or 

community connections assisted in recovery, suggesting its importance as a major component 

in recovery planning (Perlman et al., 2017). 

The recovery approach is an encouraging perspective for practice with its emphasis on 

respect for lived experience, empowerment and hope.  However, although it promises to offer 

much to consumers already engaged with services, the issue still remains that many other 

consumers may need to be encouraged to engage with services in the first instance, and the 

factors that may possibly influence their engagement will need to be identified and either 

encouraged (positive factors such as supportive networks) or challenged (negative elements 

such as substance use).  Furthermore, these societal elements are likely to impact on a young 

person’s motivation to engage with services, and this motivation has been shown to be very 

important to the engagement and recovery process.  Motivation is a crucial component of 

recovery, and recovery-oriented practice is primarily concerned with how the attainment of 

basic human needs can lead to better recovery and outcomes (Mancini, 2008). Clearly, self-

determination theory and recovery hold important parallels, and as both have solid empirical 

support, mental health interventions which implement these paradigms have more likelihood 

of encouraging better rates of engagement in mental health services and thus the achievement 

of better outcomes and greater recovery from mental ill health. 
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The Conceptual Framework 

The above theories and the recovery approach form a useful conceptual framework 

for this study. The framework provides a strong pathway for an exploration of the factors that 

may come together to influence a young person’s motivation to engage with services in the 

anticipation that recovery will follow.  For example, research consistently suggests that a 

young person who has a good support network often becomes more self-determined 

(Weymeyer & Abery, 2013). An individual who has more self-determination has been shown 

empirically to be more likely to strive towards recovery, and are more likely to recover well 

(Mancini, 2008).  The theoretical framework will be used to explore how societal and 

contextual factors may impact on a person’s self-determination and motivation to reach goals, 

and how, without possessing autonomous motivation, goals such as recovery may be very 

difficult to reach (Ntoumanis et al., 2020).  Therefore, in order to help a young person to 

recover from psychosis, factors such as living arrangements, employment concerns and social 

networks need to be addressed so that the individual is in the strongest position possible to be 

motivated to engage with the service and work towards their own recovery. 

A further source of knowledge which is often used to form a conceptual framework is 

that of experiential knowledge (Trevithick, 2012). Whilst working within an acute mental 

health ward, it became apparent to me that many young people were not engaging with 

services upon discharge, and this led to continuous readmittance into the unit in order to treat 

acute symptoms.  In talking to the young consumers, it became clear that a multitude of 

factors often came together to influence their decision not to engage with services, these 

included little encouragement or support from family members, substance use/abuse which 

was not being treated concurrently, stigma, and a lack of confidence that they possessed the 

personal tools needed to reach their goal of recovery.  These factors strongly align with the 

theories discussed above. 
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The Theoretical Framework and Social Work Practice 

Ecological theory is a well utilised approach throughout social work practice, with its 

emphasis on external systems which may affect an individual’s behaviour or mental health 

status (Healy, 2005).  SDT is less known or used throughout the profession, but shows great 

promise when combined with ecological paradigms, as it assists an explanation as to how 

some people may be more, or less, affected by their environment. A study by Nagpaul and 

Chen (2019) highlighted the importance of social workers and others social services staff 

understanding how crucial the psychological needs of autonomy and relatedness are for 

youth-at-risk to achieve, in order for them to recover well. The gaps in service provision 

identified by the young people in this study directly related to the following two needs; 

difficulties in achieving meaningful relationships with mental health professionals and 

difficulties with services providing youth with an autonomy promoting environment that 

supported their personal growth and development (Nagpaul & Chen, 2019). The findings 

suggested that by using a self-determination approach in practice, positive interventions 

would be utilised to address the basic psychological needs identified of meaningful 

relationships and an autonomy promoting environment, and as a consequence lead to better 

service engagement and recovery. 

Figure 4 presents the conceptual framework of Self Determination Theory and 

ecological theory, and how using them in combination in social work practice could influence 

a young consumer’s recovery from early psychosis  
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factors that may be involved.  This then assists in emphasising the importance of the research 

and the rationalisation in carrying it out (Maxwell, 2013).  The above conceptual framework 

uses theory, experiential knowledge and thought experiment to examine the issue of social 

work practice and its role in the engagement of youth in early psychosis services, and was 

instrumental in the identification and development of the research question “Factors that 

influence the attendance and engagement of young people aged 18-24 with early psychosis 

attending a public mental health service”. 

The next chapter, drawing on this conceptual framework and the research context, 

lays out the methods used for the current study. A mixed methods design was utilised in order 

to best answer the research question “What factors influence the attendance and engagement 

of young people aged 18-24 years referred to an early psychosis service on the Gold Coast 

and what does engagement mean to these young people?’ 
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Chapter 6 – Methods, Materials and Subjects 

In the previous chapter, the theoretical model (consisting of self-determination theory, 

ecological theory and the recovery model) which underpins this study was explained in the 

context of mental health and early psychosis service engagement.  This chapter will discuss 

quantitative and qualitative research methods, with a particular emphasis on retrospective 

cohort studies and focus groups (the methods used in the current research). The rationale for 

utilising a mixed methods design for the current study will be outlined, followed by the 

research aim, ethical considerations, sampling, data collection and the analysis of the data. 

The chapter concludes with the design methods which were used to consult with, and gain 

feedback from, the consumer peer advisory group, in line with the strong consumer focus of 

this research project. 

A mixed methods study was selected as the best design to address the current research 

question “What factors influence the attendance and engagement of young people aged 18-24 

years referred to an early psychosis service on the Gold Coast and what does engagement 

mean to these young people?’ 

 
The Methodological Paradigms  

Quantitative and qualitative methods are both empirical in that they utilise 

observation and experience (Rubin & Babbie, 1989). Indeed, both methodologies “describe 

their data, construct exploratory arguments from their data, and speculate about why the 

outcomes they observed happened as they did” (Sechrest & Sidani, 1995, p.p. 78). However, 

there has been consistent and lengthy debate over the efficacy of the different methods. This 

has led to a disconcerting focus on their individual differences, limitations and advantages. 

However, as Johnson & Onwuegbuzie (2004) argue, both research methods are useful and 

important, and rather than replacing one with the other, mixed methods should be considered 
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as the third research method, as it combines the best of each paradigm to attain the most 

trustworthy results. 

 
Quantitative Research Methodology 

The main aims of quantitative research include maximising the objectivity and 

measuring the validity of the variable of interest (Rubin & Babbie, 1989).  Quantitative 

research can be explained as an approach that emphases quantification when it considers the 

collection and analysis of data, and uses a deductive approach in examining the relationship 

between the research and the underpinning theory (Bryman, 2012). Quantitative research 

incorporates the norms and practices of the scientific model, embodying the view that a 

measurable objective social reality exists (Bryman, 2012). 

Traditional quantitative research is concerned with focusing on deduction, 

confirmation, the testing of a hypothesis or theory, explanation, a standardised data collection 

approach, and the use of statistical techniques to measure relationships between variables 

(Johnson & Onwuegbuzie, 2004). Data is collected by various means, often in the form of 

surveys or questionnaires, and the results should be replicable and generalisable – that is, by 

using the same methods, other researchers should be able to reach the same, or similar, results 

(Bryson, 2012). For results to reach significance, measures should be considered reliable 

(they would produce the same score if re-tested) and valid (the study measures what it claims 

to measure; Mitchell & Jolley, 2007). A measure can be reliable but not have validity, 

however, it cannot be valid if it is not reliable (Mitchell & Jolley, 2007). 

Quantitative data has many strengths; it is generalisable, data collection is often 

relatively quick and simple, it provides precise quantitative numerical data, research results 

are, to a degree, independent of the researcher, and it is useful when large numbers of people 

are being sampled (Johnson & Onwuegbuzie, 2004).  Its limitations include the fact that 
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interesting or unexpected results cannot be explored further in-depth.  It can reveal the ‘what’ 

but not the ‘why’ or the ‘how’, and may suggest homogeneity in a sample when it does not 

exist (Johnson & Onwuegbuzie, 2004).   

 
Qualitative Research Methodology  

In contrast to quantitative research, qualitative research can be thought of as a 

research approach that emphasises words rather than quantification when collecting and 

analysing data, using an inductive approach to generate theories, and viewing social reality as 

an emerging property of the participant’s creation (Bryman, 2012). Qualitative research 

rejects the norms and practices of the scientific model, instead using an interpretivist, 

epistemological position tapping into the deeper meaning of how individuals interpret their 

human experience and social world (Bryman, 2012; Rubin & Babbie, 1989). Purists of 

qualitative research believe that multi-constructed realities exist, and reject the notion of time 

and context free generalisation, perceiving that they are neither possible nor desirable 

(Johnson & Onwuegbuzie, 2004). In the view of qualitative researchers, measuring cause and 

effect is not possible, explanations can only be found inductively in the data, and that rich, 

detailed, in depth description which is written informally and directly has most value 

(Johnson & Onwuegbuzie, 2004). 

Qualitative data is often thought of as being concerned with the generation rather than 

the testing of a theory. However, that is not always the case, as in the current study where the 

focus group was held to test out the quantitative results and the underpinning theoretical 

framework, as described in chapter three.  As well as focus groups, qualitative data can be 

collected by interviews or even surveys, and sampling is often purposive – a non-probability 

technique that means participants are recruited in a strategic way that is relevant to the 

research questions that are being posed (Bryman, 2012). Qualitative data does not use 
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reliability and validity to scrutinise results – qualitative researchers talk more in terms of 

trustworthiness of results – using the criterion of credibility, transferability, dependability and 

confirmability to measure the value of their findings (Bryman, 2012).  During analysis, 

techniques such as phenomenological and thematic analysis are used to explore emerging 

codes and interpretations of experiences and phenomena. 

Qualitative data has a number of notable strengths – data provides a description and 

an understanding of participants experiences of an phenomena, it is useful when examining 

complex phenomena, it uses rich detail to describe phenomena as they are situated in local 

contexts, it normally uses naturalistic settings to collect data and, by using the word and 

categories of the participants, it can explore how and why phenomena occur (Johnson & 

Onwuegbuzie, 2004). Its limitations include its non-generalizability to other settings or 

people, the difficulties in making predictions and testing theories and hypotheses, the fact that 

it has lower credibility, particularly in the opinion of quantitative purists, it is more time 

consuming when collecting data, and results are more likely to be influenced by researcher 

bias (Johnson & Onwuegbuzie, 2004). 

 
Mixed Methodology and the Current Research 

Mixed methods research, which has experienced a huge increase in popularity in 

social science research in recent times, is the combination of at least one quantitative and one 

qualitative component in a single research project (Bergman, 2008).  While on first 

inspection, mixed methods design appears to maximise the benefits of both quantitative and 

qualitative methods and combine them to gain the best results, it has its critics. Many debates 

on the subject concentrate on the different paradigms that each method subscribes to – that of 

positivism (one single reality) for quantitative, and a constructivism paradigm (reality is 

constructed or doesn’t exist) for qualitative (Bergman, 2008). This epistemological debate 
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posits that mixed methods research is therefore not possible (Bryman, 2012). However, the 

technical debate emphasises the strengths of both methods and the capability of fusing them, 

believing that each are connected with distinctive ontological and epistemological 

assumptions. Therefore, those connections are not fixed, they are autonomous, which makes 

the two methods compatible, feasible and even desirable (Bryson, 2012).  

In the current study, the rationale for using a mixed method approach included the 

following advantages over using just one of the methods singularly.  One of the advantages of  

using a mixed methods methodology is that the data can be triangulated, and in this way the 

findings mutually corroborate each other. Furthermore, when using a mixed methods design, 

the strengths and weaknesses of both methods offset each other, giving more reliable results. 

A more comprehensive account of the factors being examined can be presented, giving a 

more complete picture, and results from the qualitative phase of the study can help explain 

some of the results from the quantitative study. 

Using a mixed method design also has the advantage that any unexpected results 

found while analysing the quantitative data can be verified or uncollaborated by the 

qualitative findings. In the current study, the results from the quantitative data analysis were 

taken to the focus groups for further explanation and understanding.  Credibility of findings is 

also increased by using a mixed methods design – using both methods improves the integrity 

of results.  The qualitative results furthermore provide an illustration of the “drier” results 

found by the quantitative analysis as well as enhancing and augmenting the qualitative 

findings.  

Given the above discussion, the current study utilised a retrospective cohort design to 

address the research question for the quantitative phase of the research.  The rationale behind 

this decision was that it would allow for the development of a clinical and demographic 

profile of the population under investigation and investigate any potential relationships 
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between certain ecological, clinical and demographic factors and service attendance. In this 

study, utilisation of a retrospective cohort study allowed for a comparison of social and 

ecological factors, to ascertain whether factors such as unemployment, social support and 

substance use did impact on engagement in the early psychosis service. 

Retrospective cohort studies are observational and historical in design and are used 

frequently in medical and psychological research to compare outcomes of interventions. One 

of the advantages of using a retrospective cohort design is that the exposure to the risk factor 

has been recorded before the outcome occurred. This then allows for the temporal sequence 

of those factors and the outcome they produced to be assessed (Sedgwick, 2014). Other 

advantages include that a retrospective cohort study is time-efficient, as the data has already 

been collected, furthermore, outcomes can be examined in one cohort (Euser, Zoccali, & 

Dekker, 2009).  In the case of the current study, the retrospective cohort can be described as 

generalisable as it examines and analyses every young consumer aged 18-24 years referred to 

the Gold Coast Early Psychosis Service between January 2011 and January 2017. 

The limitations of undertaking a retrospective cohort study include that it is not 

possible to measure causal effects due to the absence of random allocation (Euser et al., 

2009).  Moreover, the data is not collected for the purpose of the study it is being analysed 

for, therefore some important information may be missing, and the accuracy of the data and 

its collection is reliant on the individuals who collected and entered it. However, as they often 

consist of a large sample size and are often retrieved from organisational or government 

databases which collect large amounts of information, the benefits often outweigh any 

disadvantages. 

For the qualitative phase of this study, following advice and consultation with the 

Gold Coast Peer Consumer Network Group, two focus groups were undertaken to explore the 

quantitative findings in more depth, and to determine whether these findings were relevant to 
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the focus group consumers.  Focus groups were chosen as a method to hear the consumers 

voices, as groups address power imbalances – focus groups are moderated rather than lead, 

and discussion can come from or be instigated by, any one person in the group. Individual 

interviews were decided against after consultation with the GCPCWNG who advised that 

interviews can be overpowering and feel intimidating to the young consumers, whereas focus 

groups are supportive and allow storytelling, interaction and discussion about shared 

experiences.  Young consumers with early psychosis often feel isolated from their peers and 

can benefit greatly from social interaction and having their experiences normalised. This was 

confirmed in the course of discussion with the consumer focus group, which will be 

discussed further in the results section. 

A focus group is a group interview including several people discussing a specific 

issue or topic (Bryman, 2012). This design is normally chosen when a researcher wants to 

observe the ways in which a group of individuals interact, respond to each other’s views, and 

discuss a topic as members of a group (Morgan, Krueger, & King, 1998).  Focus groups are 

guided with facilitated discussion using open ended questions to keep dialogue focused and 

to ensure the research question is answered during the course of the conversation.  Using a 

focus group to explore a topic or question has many advantages. They are normally relatively 

inexpensive to run.  They are more likely to produce candid discussion, and as conversation 

is facilitated, the participants often build on each other’s ideas and add to them (Leung & 

Savithiri, 2009).   Focus groups also have the same advantages as other forms of qualitative 

research,  allowing the researchers to explore in-depth the responses given, and the meanings 

behind the responses (Bryman, 2012). Finally, focus groups allow information to emerge that 

might be unexpected or new, this is less likely to happen with interviews and not possible 

with quantitative research.   
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Focus groups do contain some limitations that need to be acknowledged.  As focus 

groups rely on assisted discussion for collecting the data, efficient facilitation by a skilled 

moderator is essential (Leung & Savithiri, 2009). Focus groups can yield large amounts of 

data that needs to be transcribed verbatim and analysed effectively and accurately (Bryman, 

2012). More assertive participants can dominate and hijack a conversation, and therefore 

need to be controlled diplomatically within the group, and the participants are self-selected or 

purposively selected, meaning that the results are harder to generalise to the wider population 

(Leung & Savithiti, 2009). However, for the group of young people recruited onto the current 

study, a focus group was deemed most appropriate and more likely to produce the rich and 

in-depth data required. 

Triangulation and its Benefit in a Mixed Method Study 

Triangulation is often used to confirm, achieve cross-validity or corroborate results 

from a single study in order to compare the findings (Cresswell, 2007). Triangulation was 

originally conceptualised as a research strategy where more than a single method would be 

utilised when developing measures, and thus result in an increased confidence in the findings 

(Webb, Campbell, Schwartz, & Sechrest, 1966). 

Quantitative and qualitative methods are used together in order to offset any 

limitations of one method by including the strengths of the other method. In doing this, each 

phase of the research also exists independently in order for it to be replicated and for the 

findings to be compared with other similar research (Webb et al., 1966).  Essentially, using 

triangulation means that results of the first phase of a study (in the case of the current study, 

the quantitative retrospective cohort study) can be cross-checked with the findings of the 

second study phase (the focus group). In this way the findings are greatly enhanced (Webb et 

al., 1966). Triangulation assumes that different methods will have different sources of error 
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and in this way can reduce systematic errors in the findings and thereby increasing 

confidence in the final results of the research project (Rubin & Babbie, 1989).  The benefits 

of triangulation allow for further exploration of unexpected results and confirmation of 

findings. 

 The mixed methods study was designed to collect and analyse the quantitative data 

first, using ecological theory framework to identify macro and micro ecological factors that 

may have influenced the young consumers decisions whether to engage with the service.  

Once factors had been identified, this helped to inform the probing questions used in the 

qualitative focus group to further confirm those findings and explore service engagement in 

more depth.  

 Research Design  

Now that the research methods have been explored and a rationale given for the 

chosen design, the current study is further discussed. The purpose of the current study was to 

identify factors which may influence a young person's decision to attend and remain engaged 

with specialised public health early psychosis services.  The study was conducted on 

Queensland's Gold Coast, where an Early Psychosis Service within a public mental health 

service has been offering treatment and interventions to consumers in the community for the 

past seven years.  Mixed methods was the design method chosen to capture both the benefits 

of quantitative – empirically tested and statistically measurable, and qualitative – giving a 

voice to the consumer.  The quantitative data was important to give an understanding of the 

demographics and clinical characteristics of the young people referred to the Early Psychosis 

Service. The qualitative focus group was crucial to further investigate the feelings, 

motivations and personal relationships which influenced the young people to engage with the 

service. The use of both quantitative and qualitative research methods allowed for two 
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diverse modes of evidence to be reported, in order to better inform policy and practice (The 

Joanna Briggs Institute, 2014). 

 
Research Aim 

This study had two main aims: 

1) The first aim was to complete a retrospective cohort study of early psychosis 

consumers by extracting and analysing six years of data from the Consumer Integrated Mental 

Health Application (CIMHA) hospital data base. This stage of the research provided an in-

depth understanding of the population aged between 18-24 years attending the Early Psychosis 

Service on the Gold Coast. Levels of attendance of the cohort and factors that may impact 

levels of attendance were analysed to provide clinical and demographic factors that may 

impinge on levels of youth attendance.  

2) The second aim was to conduct two focus groups. The first consisted of six 

participants with the aim of seeking the young consumer’s perceptions and experiences of 

engaging with the early psychosis service.  The second was to receive feedback from the Peer 

Support Group on the findings from the study and their relevance to engagement with the Early 

Psychosis Service. 

Theoretical Underpinnings. 

The conceptual framework consisted of self-determination theory, ecological theory 

and the recovery approach. These theories plus the approach assisted the study in the 

development of the research design as it helped apprise the research design, and assisted in 

evaluating and refining the study goals (Ravitch & Riggan, 2012). Moreover, using a 

theoretical framework helped to develop the research questions, aided in the choice of an 

appropriate research method, and in the justification as to why this study is important 

(Maxwell, 2013).  The main research question emerged from the theories discussed in chapter 
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five. Previous research has consistently shown demographics and clinical characteristics to be 

influential, and to affect an individual’s motivation to remain engaged with treatment 

services. The theoretical framework employed here sets the scene for an exploration of the 

issues involved in engagement of youth with Early Psychosis Services. In this way, the 

overarching research question “What factors influence the attendance and engagement of 

young people aged 18-24 referred to an early psychosis service on the Gold Coast and what 

does engagement mean to these young people” was formulated.   

 
Ethical Considerations 

When planning the research, a number of ethical considerations were identified. Prior 

to ethical approval, a meeting was held with the Gold Coast Health Ethics Committee to 

discuss and present the study, and discuss the care that would be taken in all ethical matters.  

Members of the consumer peer group, and mental health professionals attended and gave 

useful advice and feedback on ethical considerations. Ethical approval was granted by Gold 

Coast Health Human Research Ethics Committee and Griffith University Human Research 

Ethics Committee for this study. 

 
Risk of harm to participants. 

The study was designed with the consultation and collaboration of the Consumer 

Carer and Participation Team, and the Gold Coast Peer Workforce Network Group 

(GCPWNG), both comprising of former mental health consumers.  This was to ensure ethical 

considerations and standards were maintained at all times when dealing with the participants, 

as well as to be certain that the study remained consumer driven and client centred. A peer 

worker was also invited to attend the consumer focus group, to offer support to the young 

participants. 
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Informed consent. 

The study involved vulnerable groups of people with an existing mental illness and 

with previous experience with public mental health services. It was important to be mindful 

of the role of past historical research that may have had a traumatic imprint on members of 

the consumer group. By involving consumers throughout the design of the study, the research 

method was designed to emphasise the importance of respectful collaborations, and 

encourage participation by being consumer focused and led. 

Particular attention was paid to the process of ensuring participants understood and 

were fully informed of their involvement in the study and what would be required of them if 

they agreed to participate. 

Voluntary participation. 

For the participant focus group, a participation information sheet was provided and 

explained, detailing voluntary participation, rights to withdraw at any time, purpose, method 

and uses of the research, as well as any risks involved in taking part to the participant.  The 

researcher is a qualified social worker, with practice experience, and was sensitive to any 

signs of distress, and ready to act on any signs immediately. Furthermore, a senior mental 

health professional also attended the focus group and was ready to offer counselling if 

required at any time during or after participation in the qualitative study, and the number for 

the 24-hour Acute Care Team was provided.  Checks were made throughout that the pace was 

right for the participants and that the participants felt comfortable and safe at all times. 

For the GCPWNG focus group, consent was obtained verbally from the group, as 

members were not expected to, or encouraged to, speak about their own experiences but 

rather give feedback on the study results.  Furthermore, the same qualified social worker was 

in attendance and the same confidentiality, ethical and risk considerations as previously 

stated were in place for this group. 
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Confidentiality. 

Data that was collected was de-identified to avoid harm and loss of reputation to 

participants. Pseudonyms were used to protect anonymity, and any identifying details were 

altered, whilst ensuring the meaning of participants words were not affected. To protect 

confidentiality, all materials collected (including questionnaires, session notes and 

recordings) were numerically coded, with a list of all participant details and identities secured 

on a secure electronic file complying with government data protection legislation and Griffith 

University data protection guidelines.  All hard copies were stored in a locked cabinet only 

accessible by the research team. Identifier codes and personal details were stored separately. 

If there was any indication that a participant may be identifiable in either study, for 

example someone who identified as Aboriginal or Torres Strait Islander, either the whole 

case would have been deleted (for phase one), or culture/ethnicity would not be reported (for 

phase two) as it was not a main focus of the research and therefore would not impact results.  

The Quantitative Phase 

Research design/methodological approach. 

This study employed a two-phase mixed methods design. In phase one, existing data 

that is regularly collected on young consumers attending the Gold Coast Early Psychosis 

Service was retrieved from the Gold Coast Health Consumer Integrated Mental Health 

Application (CIMHA) database to first build a profile of the cohort who have attended the 

service over the past six years.  Following a profiling of the cohort, a further analysis was 

undertaken to identify the clinical, demographic and social factors that may have been 

associated with their attendance with the service. The findings from this detailed quantitative 

aspect of the study informed the next stage of the research, this was to explore the 

perceptions of engagement with a focus group of young consumers who have previously 



 

173 

attended the service, and to later undertake a second focus group with the Consumer Peer 

Network Group. This qualitative stage of the study was designed to capture the voices of 

young people who have experienced past service engagement and, therefore, had a unique 

knowledge of what this entails.  

 
Inclusion/exclusion criteria. 

The inclusion criteria for the quantitative phase of the study was that all the 

consumers aged 18-24 years had attended the early psychosis service between the dates of 1st 

January 2011 and 1st January 2017.  The exclusion criteria were consumers attending the 

service outside of these dates, and those who were aged below 18 years old or over 24 years 

old.  

 
Sampling framework. 

The Early Psychosis Service is unique in that its consumers are usually more severely 

affected by symptoms of psychosis than the consumers connected with non-government 

organisations such as Headspace. Furthermore, they are often receiving involuntary treatment 

under the Queensland State Mental Health Act (Queensland Health, 2016). Assertive 

outreach is the stated model employed, together with an emphasis that seeks to optimise 

recovery and minimise stigma and the impact of distress and trauma for the young person and 

their families (Queensland Health. (2016). The service receives approximately 75 referrals 

annually for consumers experiencing early psychosis (Queensland Health, 2016). The dataset 

of 360 young consumers who attended the service between January 2011 and January 2017 

was extracted from Queensland Health CIMHA database, and this data provided 

demographic and clinical details for analysis by the researchers. 
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The date range was chosen as the Gold Coast Early Psychosis Service first opened in 

2010, and the new Mental Health Act 2016 became operational in March 2017, bringing with 

it a change in some terms and principles (Queensland Health, 2016). 

 
Data collection. 

A large quantitative de-identified dataset containing various clinical data was 

extracted from Queensland Health (CIMHA) database in relation to young consumers aged 

18- 24.  Also extracted were the characteristics and demographics of these consumers whom 

had been referred to the Service over the last six years (2011-2017).   This data formed the 

main part of the study and offered high quality secondary data that had been previously 

collected using well controlled and established procedures (Bryman, 2012).  A list of 

anticipated variables were extracted from the CIMHA data (see appendix F.)  The availability 

of the variables of interest was confirmed by the CIMHA custodian at Gold Coast Health. 

An application for waiver of consent for the quantitative participants was made on the 

basis of chapter five, part four of the Public Health Act, based on the guidelines for obtaining 

a waiver, detailed in the National statement of Ethical Conduct in Human Research, 2007.  

These conditions include that the research contains only low risk to participants, benefits 

justify any risks, and the participant’s privacy and confidentiality would be sufficiently 

protected (National Health and Medical Research Council, 2007). 

 
 

Data cleaning and checking. 

The independent variables for the first quantitative study phase included clinical and 

socio-demographic factors that were developed and devised from the comprehensive 

evidence based systematic literature review which appears in chapter two. Both clinicians and 

consumers were consulted on these variables prior to data collection to establish any further 
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possible factors that may be perceived to influence service attendance and that may not have 

been captured in previous research. The independent variables were then matched with 

appropriate information, interventions and other codes within CIMHA system (for example; 

age, ethnicity, diagnosis, drug use, family, and postcode). The CIMHA Administrator within 

the Gold Coast Mental Health Service assisted with identifying codes for final data 

collection.   

The design of the quantitative phase of the research allowed for the following 

questions to be answered: 

1) What are the demographic and clinical characteristics of young consumers 

attending the Early Psychosis Service? 

2) Which of the above factors identified may have influenced their attendance with 

the Early Psychosis Service. 

The data that was able to be extracted was limited by the study’s retrospective design.  

However, there were a number of demographic and clinical characteristics that were available 

for analysis and for an association to be drawn with consumer attendance with the service.  

These variables included: 

 Principal and secondary diagnosis of the consumer.  

 Sex, marital status, and age of the consumer. 

 Postcode/suburb in which the consumer was registered as resident during their 

attendance with the service. 

 Highest level of Education Level or income source of the consumer. 

 Indigenous Status/Country of Birth of the consumer. 

 Identification of others living with consumer and accommodation type of the 

consumer. 
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 Referral source (where the consumer was referred from), and where the consumer was 

referred to at the end of the episode with the EPS. 

 Episode start date and end date of consumer’s attendance at the EPS. 

 Whether the consumer was under an involuntary treatment authority at any time 

during their service attendance. 

 Mental Health Act Status of the consumer. 

 Whether a substance assessment of the consumer has been completed. 

 Whether the consumer had a previous mental health episode of care before engaging 

with the EPS, and which service the episode of care was with. 

 
Further coding of variables.  

Following data collection, cleaning and checking, the young consumer’s service 

attendance was of interest. This was measured by calculating the percentage of time the 

consumer had either attended or not attended their appointments with their clinician.  The 

percentages calculated were then categorised into one of four categories: no/poor attendance 

(0-25%), low attendance (26-50%), good attendance (51-75%) and excellent attendance (76% 

+). Levels of attendance were then examined using crosstabulation and correlations to 

identify relationships between the above demographic and clinical variable and the 

consumer’s level of attendance at the service. 

 
Data analysis. 

The dataset was received from the Queensland Health CIMHA database on an Excel 

spreadsheet. Clinical and sociodemographic variables were developed, coded, and entered 

into SPSS, Version 22 (the Statistical Package for the Social Sciences; IBM Corporation 

2013) for analysis. Initial exploratory statistics were undertaken to ascertain if the data was 

normally distributed. Where necessary, recoding and transformation of the data was 



 

177 

undertaken to achieve the best approximation of normality. The variables identified as being 

available to run frequencies of, and which were also of interest to provide a clinical profile of 

the population, are presented in Appendix F. 

Once the data had been cleaned and coded, further analysis included descriptive 

statistics to check normality, means and standard deviations, cross tabulations and Pearson’s 

correlations to check for relationships between the above demographic and clinical variables 

and attendance with the service.  

A multiple regression analysis was also computed to determine if engagement with 

services could be predicted by the factors identified in the research.  Two-tailed tests of 

significance were used throughout the analysis.  Attention was paid to categorizing multiple 

missed attendances and subsequent disengagement with the service and relevant clinical and 

background variables at entry. As this first phase was a retrospective study using existing 

data, there was no direct participation involvement. Following the analyses, a consultation 

was sought with a researcher at Queensland Facility for Advanced Bioinformatics (QFAB) in 

order to check statistical results calculated so far and to procure advice on further analysis or 

models which may help predict attendance in the cohort.  A multinomial regression analysis 

was suggested.  A linear regression analysis was conducted on all variables. Once the 

multinomial analysis was computed and assumptions scrutinised, the interpretation of the 

model was sent to QFAB to be checked for accuracy. 

The first phase of the research examined attendance but was unable to offer insight 

into the engagement process, which is a more motivation driven and emotional concept.  

Therefore, the second phase of the research was developed to better capture the engagement 

process using the principles of self-determination theory – the young consumer’s motivation 

to reach a goal autonomously but relatedly – in this case to engage with services and recover 

because they want to and believe that it is possible (Deci & Ryan, 2008).  The findings from 



 

178 

phase one were used to assist the guiding and formulation of questions for the focus groups 

that were held during phase two of the study. For example, substance use, which was found 

to be correlated with attendance in phase one, was then explored in more depth during the 

subsequent focus groups. 

 
Qualitative Phase – 2nd Phase 

The research actively sought to encourage and incorporate both clinician and mental 

health consumer partnerships and involvement in the study.  This ensured that the research 

remained consumer driven, inclusive and respectful of individuals with lived experience.  

 
Participants.  

The two main rationales for choosing the age group 18 – 24 years was based on the 

Australian National Survey of people living with psychotic illness, where the average onset 

of early psychosis was reported as 23 years for males and 24 years for females (Australian 

Government, 2010).  Although the Early Psychosis service sees adolescents from 15 years 

old, a young person of that age would likely be at a very different life and developmental 

stage than that of an 18 or 24-year-old (Arnett, 2000). This could serve to skew any results.  

A 15 or 16-year-old adolescent is probably still attending senior school and living at home, 

whereas a young person of 18 years and older are usually more independent; they can drive 

and legally consume alcohol, and are at this stage making transition into adulthood with all its 

decisions and life choices.  This makes the period from 18-24 years a very different life stage 

than that of an adolescent, as they are emerging into adulthood (Arnett, 2000). For these 

reasons, the sample employed youths between 18-24 years of age. 

Consumers referred to the Early Psychosis Service on the Gold Coast are typically at 

the more acute end in terms of symptoms, and up to 40% could be under involuntary 

treatment orders as required under the Queensland State Mental Health Act.  Therefore, it 
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was important to recruit these consumers for the qualitative interviews, as it allowed this 

important group of young people to have a voice.  The theoretical framework discussed 

earlier in the protocol emphasises the importance of autonomous versus controlled motivation 

to reach a goal, with autonomous motivation frequently having the best outcome.  In the case 

of this study, the goal was to explore how attendance and engagement enhanced recovery.  

The challenge is in giving involuntary consumers the feeling of having some autonomy in 

reaching this goal, in order to achieve the best outcome in recovery. The theory suggests that, 

with involuntary consumers, giving them a degree of autonomy over their treatment helps to 

encourage intrinsic motivation, and encourages participation with services (Deci & Ryan, 

2008).  Including involuntary consumers in the research, and hearing their experiences of the 

service, provided valuable and useful information for future interventions with this particular 

cohort.   

Purposive sampling was used when recruiting participants to attend the focus group. 

The service nominated young consumers who met the inclusion criteria stated in the 

preceding section.  Purposive sampling was chosen as it ensures that participant selection is 

relevant to the research questions, and also allows for variety in the sampling, for example, 

diagnosis, age, gender and living arrangements (Bryman, 2012).  The GCPWNG were 

recruited from a convenience intact sample of peer support workers who regularly attended 

the monthly network meeting organised by Gold Coast Mental Health Specialist Services. 

Perceptions of engagement held by the focus group were investigated in-depth, 

together with factors that the participants perceived had motivated their decision to 

participate and engage with the service. 
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Inclusion and exclusion criteria. 

For the qualitative study, six young people aged 18-24 years who had the capacity to 

consent, and with a confirmed current, or previous, diagnosis of psychosis were recruited via 

the Early Psychosis Service. The service was asked to nominate participants who reached the 

inclusion criteria of aged 18-24 years and with capacity to consent as confirmed by the 

clinicians at the service. Consent was obtained from the participants by the research team 

verbally and in writing, once capacity to consent has been confirmed by the service. 

Exclusion criteria included those with severe symptoms who may not have had capacity to 

consent, or who were outside of the target age range.  

For the GCPWNG, the inclusion criteria was any members of the group available to 

participate on the day.  There was no exclusion criteria as it was assumed that anyone in 

attendance was recovering from their mental health disorder and therefore had capacity to 

consent. 

 
Recruitment. 

For the consumer focus group, eligible participants were given a “consent to contact” 

form during their usual consultation with their case manager at the Early Psychosis Service. 

Contact details and a focus group participation information and consent form were provided 

once a participant had returned the initial consent to contact form.  They were then contacted 

by the research team with further details of the focus group.  

The GCPWNG were advised that the focus group being held to give the researchers 

feedback on the quantitative results would take place in the first hour of their usual scheduled 

monthly meeting, and so they were welcome to attend if they wished to contribute to the 

discussion, or decline if they did not want to participate. Consent was obtained verbally. 
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Sample size. 

The aim was to recruit between six and 10 young people for the consumer focus 

group as this normally ensures enough people for discussion versus too many which may 

intimidate some people (Morgan, 1998). The cohort members were particularly difficult to 

recruit due to the nature of their condition, which is often characterised by paranoia and 

delusions, and the fact that many of the consumers who attend the service would not have 

capacity to consent to participate in the study.  Furthermore, two participants who had 

previously confirmed attendance did not attend on the day. However, six young people did 

attend the group, and this number worked well for this vulnerable cohort as it ensured for the 

telling of personal stories and heartfelt opinions in a more intimate group setting. The 

consumer peer focus group consisted of 24 members of the GCPWNG group. 

 
Pilot questioning involving GCPWNG. 

Before the focus group took place, the researchers attended a meeting of the 

GCPWNG. As a result of that consultation with the GCPWNG, a focus group was the 

method chosen for conducting the qualitative part of the study. The meeting also served to 

obtain feedback for the questions that had been formulated for the focus group, as well as to 

procure advice on the best way to approach and facilitate the focus group, and how to ensure 

that the young consumers would feel as comfortable as possible during the group. This was to 

maintain the integrity and consumer focus of the study which was a key goal of the research.   

 
Data collection. 

The focus group took place at a local Health Precinct that is easily accessible by car 

and public transport, and familiar to the group in order to reduce any undue anxiety that may 

occur when trying to find a new location.  The research team contacted participants by email, 
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text and telephone and confirmed the venue. The research team also facilitated the focus 

group and scribed/recorded answers given by the participants.  A Peer Support Worker with 

lived experience and employed by Headspace, attended the group.  The focus group was 

timed to be held at the same time and venue as an Early Psychosis family members support 

group. This was thought to be convenient for both the participants and families or support 

people to travel to the venue. 

A reimbursement of a $50 voucher was offered to participating consumers to cover 

lunch, expenses and participation. Assistance with travel costs were provided to one 

participant to assist in travelling to the focus group venue.  This amount is in line with the 

recommendations of the National Mental Health workforce standards, which states that 

remuneration for research participation should reflect the value of the consumer’s status as an 

expert due to their lived experience of mental illness. This reimbursement is also consistent 

with the Recovery approach principals used within the Gold Coast Mental Health Specialist 

Services.  The focus group was designed to encourage free dialogue, reduce power 

imbalances and to ensure the voices of this often-marginalised group are clearly heard 

(Madriz, 1998).  A discussion guide with prompt questions was developed to ensure 

questions about engagement, service delivery and positive and negative aspects of the 

services were asked (see Appendix E).  A sequenced question method was used to enable the 

familiarisation of the participants with the topic (Kruegar, 1998).  

To ensure results were as authentic as possible, the focus group discussion and 

responses were audio recorded and notes taken throughout the discussion (Kruegar, 1998).  A 

summary was given at the end of the discussion and participants were invited to amend or 

confirm ideas.  
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A debrief of responses and the group discussion was undertaken by the research team 

as soon as the focus group had finished. This was to check understanding of responses and to 

discuss the key emerging themes.   

 
Data analysis. 

The audio recording was professionally transcribed and the data analysed, identified 

and coded thematically and systematically using Directed Content Analysis, which uses 

existing theory or research to assist in focusing the research question, providing predictions 

about relationship between variables which then can help determine initial coding schemes 

(Hsieh & Shannon, 2005). This was deemed the most appropriate method as the research 

question was guided by the conceptual framework and literature review, which in turn were 

both developed to guide the research project.  

 The qualitative phase uses an interpretivist epistemology which complements the 

more scientific positivism approach of the quantitative phase. An interpretative epistemology 

interprets human beings as having free will and autonomy, and views the world through a 

more subjective lens (Babbie, 2004). The use of a constructivist theory allows consideration 

of how an individual applies meaning to their personal experiences in the social world 

(Crotty, 1998).  In the case of this study, the qualitative phase explored how consumers of the 

early psychosis service interpreted their experiences with both their diagnosis, and also their 

previous experiences with mental health services, and considered how these interpretations 

and experiences may have affected their decisions to engage in the early psychosis service. 

The data collected in the focus groups was read and reread to identify key themes 

which were then coded and organised into categories in order to gain a sense of thematic 

links and relationships, and to help provide a theoretical understanding of the data (Bryman, 

2012). Data was coded until saturation was reached and concluded in six key themes.   
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Gold Coast Peer Workforce Network consultation focus group. 

To ensure that the research maintained its consumer focus, the research results were 

taken back to the GCPWNG for feedback and comment in a focus group. This consultation 

took place during one of the GCPWNG meetings held monthly.  The GCPWNG were asked 

to comment on certain findings and asked for feedback as to how they may feel the results 

could be explained. Following discussion with the GCPWNG, a summary was given of the 

discussion.  The GCPWNG were invited to add further comment if they wished, and the 

researcher checked their own understanding of the responses given. The GCPWNG were 

advised that they would receive a copy of the written-up results of the consultation in order to 

check the understanding of the research team, and also to have the opportunity to withdraw 

comments and feedback before the thesis submission and publication. 

The consultation was recorded and then transcribed by one of the researchers.  Key 

themes were identified and coded using the direct content analysis method previously applied 

with the focus group. This method was utilised again due to the questions and responses 

being sought having been previously determined by the results of both phases of the current 

research project. The data was coded and recoded until saturation was reached, and six 

categories were identified, which were closely based on the results from the previous 

consumer focus group. 

 
Ensuring trustworthiness and soundness of results. 

Complete records were kept in every phase of the research, this included all notes, 

interview transcripts, details of participant selection and the systematic analysis of the data 

which strictly followed a diligent method (Bryson, 2012). Collecting, analysing and 

scrutinising findings with a high degree of truthfulness meant that results were transferable 
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and trustworthy (Stewart, 2013).  Reflexivity was practised by using critical self-reflection to 

identify and control for preconceived presumptions and prejudices held by the researchers – 

any prior experiences and values held were acknowledged and discussed. Interpretations of 

focus group findings were discussed between the researchers present to ensure rigour and 

consensus of findings.  Participant’s comments which disconfirmed expected results 

predicted by the previous quantitative phase of the research project were purposively sought 

and reported. Verbatim quotes were reported to increase an understanding of the participants’ 

viewpoints, and emotional comments and non-verbal communication searched for and 

reported to illustrate narratives. 

This chapter has presented a discussion of the methodological paradigms used in this 

mixed methods design. The chapter also reports the study aim and ethical considerations, and 

the methods used to design, collect and analyse the current study. The next chapter presents 

the results of the quantitative phase of the study, and findings from both the consumer and the 

GCPWNG focus groups. 
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Chapter 7 – Results 

Quantitative Results 

Introduction.  

The previous chapter examined and explained the research methods used in the study. 

This chapter presents the results of the analysis of the data. The findings are presented in two 

phases. Initially, data was extracted from the Queensland Health CIMHA database for 

analysis from January 2011-January 2017. This was followed by the qualitative phase 

comprising of two focus groups. This chapter presents the results of both phases of the study 

following analysis of the data collected.  There are two research question for this study: 

1) What clinical and demographic factors may influence the attendance of young people 

aged 18-24 referred to an early psychosis service on the Gold Coast? 

2) How do the young people aged 18-24 attending the early psychosis service perceive 

engagement, and what factors may have influenced them to engage with the service?  

The hypotheses for this study are:  

1) The attendance of the young people aged 18-24 referred to an early psychosis service 

will be influenced by their clinical and demographic characteristics and various 

ecological factors, as indicated by the literature review. 

2) The engagement of young people aged 18-24 referred to an early psychosis service 

will be influenced by factors identified in the quantitative study and by the theoretical 

framework. 

As the quantitative study phase is retrospective, it is only possible to measure engagement 

according to information that can be extracted from the existing data – therefore for the 

purposes of the quantitative study, “engagement” will be defined as “attendance”. 
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Demographics and clinical characteristics of the sample. 

The first phase of this study aimed to describe and identify ecological and personal 

factors that may influence service engagement, using ecological theory as an underpinning 

approach. Phase one of the study consisted of 360 consumers aged between 18-24 years old 

who had attended the Early Psychosis Service on Queensland’s Gold Coast during a 6-year 

study period.  As shown in table 1, the total sample consisted of 250 males and 110 females 

with a mean age of 21.01 years (mean = 21.01; std 1.89).  Almost 85 % were Australian born, 

of which four percent identified as Aboriginal or Torres Strait Islanders (ATSI).  

The demographic and clinical characteristics are presented in the following tables. 

 

Table 2 – Frequency distribution 

Gender, Mean Age and Indigenous Status of the cohort 

   Male (%)  Female (%)              SD  

Percentage of cohort  69.4      30.6   0.46  

Mean age   21.0      20.9   1.89 

ATSI status   10                3      - 

 

Table 3 shows a cross-tabulation and Chi Square calculation of gender and primary 

diagnosis, which was significant  (χ² (4) = 9.51, p <0.05).  On admittance to the service, 42 % 

of consumers were assessed as having a primary diagnosis of acute or non-organic psychosis, 

22 % had substance induced psychosis, and 17 % had schizophrenia.  The remaining 19 % 

were diagnosed with a range of diagnoses from bipolar to depressive disorders and Post 

Traumatic Stress Disorder (PTSD). Where reported in the clinical files, secondary diagnoses 

indicated that substance use had also impacted considerably on the consumer’s 

symptomology.  Table 3 shows the primary diagnosis by gender, with more males being 

diagnosed with schizophrenia than females (almost 22 % of the male cohort versus under 
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13% of females).  More females (44%) were diagnosed with acute psychosis disorder, versus 

40% of males. Substance induced psychosis was the second highest diagnosis for both males 

and females (25% and 20% respectively).  

Table 3 - Cross-tabulation of Gender and Primary Diagnosis** 

 

Diagnosis    Male   Female           Total 

Acute/non-organic psychosis  94 (39.8%)  45 (44.1%)          139 (41.9%) 

Schizophrenia     51 (21.6%)  13 (12.7%)            64 (17.1%) 

Substance induced psychosis   58 (24.6%)  20 (19.6%)            78 (22.1%) 

Bipolar     14 (6.0%)  14 (13.7%)            28 (9.9%) 

Other disorders (personality/mood)  19 (8.1%)  10 (9.9%)            29 (9.0%) 

Total     236   102           338* 

* missing – 22 cases.  

** significant at p-value  <0.05   

 
The number of consumers diagnosed with substance use as their primary diagnosis 

was high, suggesting a large number of substance users in the cohort.  Therefore, the 

secondary diagnosis was further examined for substance use.  A frequency distribution 

showed that over 40% of the cohort had substance use reported in either their primary 

diagnosis or their secondary diagnosis.  This amounted to 136 consumers out of the total 

cohort of 338 when taking into consideration missing cases (47% males and 36% females). 

This suggests that substance use may have been a major issue in the development of 

psychosis, and indicates that even when the consumer has a different primary diagnosis, that 

for many, substance use is either being used to self-medicate against other symptoms, or is 

possibly worsening ongoing symptoms of psychosis.  This finding emphasises the importance 

of dual psychoeducation and treatment for both the primary disorder and the substance use, 
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and as such can inform practice in the cruciality of providing co-morbid interventions to treat 

both disorders concurrently. 

Cross-tabulations were also calculated for the different types of substances used over 

the two diagnostic categories. The results are presented in table 4 below, which shows that 

psychoactive substances such as methamphetamine were most frequently used, followed 

closely by cannabinoids. 

Table 4 

Cross-tabulation of types of substances use found in conjunction with primary or secondary 

diagnosis 

(Percentages shown are of substance users only) 

Substance    Male (%)  Female   (%)      Total         (%)  

Psychoactive   49  (47)  13  (40.5)  62         (43) 
(e.g. methamphetamine) 

Cannabinoids   45 (43)  12       (37.5)  57         (40) 

Opioids    7    (7)    7    (22)  14         (14) 

Alcohol    2    (2)    0     2           (2) 

Other stimulants    1    (1)    0     1                 (1) 

Total    104 (100)  32  (100)    136/338 *   (100) 

* missing cases 22 of 360 total cohort 

 
Demographic and social factors of the sample. 

Given the age of this cohort, it was not surprising to find that almost 97 % had never 

been married.  Furthermore, data on their relationship status, (for example having a partner) 

was not available from this dataset, making it difficult to ascertain anything other than 

married, divorced and never married.  Similarly, only four percent were reported to be living 

with children in the household whilst attending the service. The vast majority (70%), reported 
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living with others while attending the service, and 22% reported living with others for at least 

half of their time with the service. The way that the data had been entered into the CIMHA 

database did not allow determination of who the consumer had been residing with during 

their attendance with the service. Just 8 % of the cohort had reported living alone during their 

time attending the service 

Around half (50%) of participants attended school up until Grade 10, with 20 % 

finishing senior school at Grade 12 (aged approximately 17-18 years old) and only four 

percent going on to further education. This may possibly indicate the onset of symptoms of 

psychosis in some consumers at this time making it challenging to attend school. Nearly 40 % 

of the cohort had no income at all, again possibly due to debilitating symptoms of psychosis 

affecting self-determination to pursue work opportunities or benefit entitlements. Some 

participants reported either receiving a Newstart benefit (16%) or being in employment 

(14%).  Just 15% were in employment during the period attending the service. Table 5 shows 

a cross-tabulation of education level and income source, showing that the majority of young 

people left school in year 10 (aged approximately 15-16 years old) and currently have nil 

income. 

Table 5 

Cross-tabulation of education level and source of income (n = 316) 

 Completed Completed Completed Completed Total 
 Primary Year 10 Year 12 Further Education 

Income Source 

Not known 10 30 19 5 64 
Youth allowance/Newstart 7 34 14 0 55 
Nil Income 11 110 24 6 151 
Employee Income 0 24 19 3 46 

Total 28 198 76 14 316 * 

* Missing cases 44 
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Involuntary treatment orders are used in order to encourage compliance in consumers 

who may otherwise not engage in mental health interventions voluntarily (Brophy & 

McDermott, 2013). During the entire period of service provision, almost 80% of the cohort 

had, at some stage, been receiving treatment under an involuntary treatment order issued in 

compliance with the Mental Health Act (2000).  Of these, three consumers had been held 

under a Forensic Order while attending the service.  The majority of the participants under an 

Involuntary Treatment Order had received the order on more than one occasion while 

attending the service, with some receiving numerous orders. Due to the fluid nature of 

treatment orders, the status for each consumer during their provision of service was not able 

to be determined, making it difficult to ascertain an exact number of how many consumers 

were under a treatment order at any one time. 

Due to the transient nature of both the early psychosis cohort and the general 

population of the Gold Coast, a postcode of residency was taken for the whole early 

psychosis cohort during their total time of service provision, and an average postcode for 

each consumer calculated.  As it was not possible to analyse every time a consumer moved 

suburb with this population, this was deemed the most suitable way to ascertain an average 

value for where the consumer had been living while attending the service. From the postal 

codes provided on admission to the service, areas notable as having the largest density of 

population of consumers referred to the Gold Coast Early Psychosis Service were  the 

Northern Gold Coast (16.5%), Southport (20%), Nerang and surrounds (11.5%), Surfers 

Paradise (4.1 %), Robina (7%), and Southern Gold Coast (14.5%).   

Many of the suburbs where a substantial number of consumers resided while with the 

service have mental health facilities nearby, including Robina (where the Early Psychosis 

Service is situated), Southport, Palm Beach, Burleigh, and Wacol in Brisbane (2.2 %). Wacol 

contains five correctional facilities and the largest mental health facility in Queensland, The 
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Park.  This is crucial information to inform future service planning, and indicates that many 

consumers may choose to live close to local mental health service provision centres, maybe 

for convenience, or because those areas are familiar to them and therefore offer comfort and 

support.   

In Table 6 below, the population spread for the study cohort as a whole for the six-

year period of attendance with the service is displayed in descending order by number of 

consumers residing in each suburb. As shown, Southport was home for the largest number of 

consumers in this cohort. 

Table 6 

Frequency distribution of residency in each suburb (n 360) 

Suburb         Number of          Percentage 

                   Participants                      

Southport and surrounds                       72              20.0 

Northern Gold Coast (Incl. Pimpama/Yatala/Coomera)              60   16.5  

Southern Gold Coast (Incl. Palm Beach/Burleigh)         52              14.5 

Brisbane/Sunshine Coast/Wacol/surrounds          51              14.0 

Nerang/Hinterland and surrounds           41              11.5 

Robina/Varsity                        25                7.0 

Interstate              23     6.5 

Surfers Paradise                        15     4.1 

Broadbeach              14     3.9 

Overseas                7     2.0 

Total              360           100.0 
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Cross-tabulations with clinical characteristics, demographics and attendance at 

the Early Psychosis Service. 

Cross tabulations were computed with chi squares to determine whether there was a 

significant relationship between the consumer’s clinical characteristics and demographics, 

and their attendance.  However, due to the low number in each cell, assumption of sufficient 

cell count was violated, so an Exact test measurement was executed to ascertain any 

significant associations between these consumer variables and their service attendance. 

Cross tabulations and Chi square statistics were also conducted to explore significant 

relationships between the clinical and demographic characteristics with the consumers’ 

attendance in the Early Psychosis Service. No significant associations were found between 

attendance and gender, place of birth, educational level and diagnosis. These findings are in 

contrast to previous studies which found an association with these factors and service 

attendance (Casey et al., 2016; Conus et al., 2010; Macbeth et al., 2013; Stowkowy et al., 

2012).   Although initial calculations found no significant association between substance use 

and attendance, when analysed using a Chi Square cross-tabulation and an Exact test, and as 

either a primary, or secondary, diagnosis, substance use had a significant association with low 

attendance (χ² (2) = 8.66, p <0.05) and good attendance (χ² (2) = 6.91, p <0.05.  When 

splitting the file into gender subcategories, the association between substance use for males 

and low attendance strengthened the significant finding (χ² (1) = 11.11, p <0.005). In contrast 

to this, there was no association between being female, using a substance, and low 

attendance.  Male substance use and good attendance also showed a significant association 

(χ² (2) = 7.31, p = <0.05), although not as robust as with low attendance (χ² (2) = 7.31, p = 

<0.05). This finding suggests that certain environmental factors (such as being unemployed 

or using a substance) in some way discourages males from attending mental health services.  
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No significant relationships were found between gender and substance use when cross 

tabulated with poor attendance or excellent attendance.  Table 7 shows the significant 

associations in a cross tabulation with gender, substance use and low and good attendance. It 

can be seen that using substances did not affect the service attendance of females, however 

for males, using a substance had a strong significant relationship with low attendance at the 

service. 

     Table 7 (N = 356) 

Cross-tabulation showing gender, substance use, low and good attendance 

Attendance  Both genders           Male    Female 
   substance use           substance use  substance use 

   χ²     (df)     p           χ²     (df)     p  χ²     (df)      p 

Low attendance        8.66    (2)   <.05         11.11  (1)  <.005              2.60 (2)    > .05* 

Good attendance       6.91    (2)  >.05                      7.31  (2)  <.05   0.38 (1)    >. 05* 

* non-significant  

In contrast to previous studies, no relationship was found with having a support 

network, however this could only be measured in this dataset by using the variable “living 

with others”.  This may have limited the results as it was not a well-defined variable and 

could have included those living with family, partners or even in a hostel with other 

consumers. A chi-square test was performed and a significant result at (p = < .05) was found, 

however the cell count assumption was violated.  Recalculation of the same variable using an 

Exact test showed that the results were non-significant. To ascertain whether living with 

others had an important influence on service attendance, the variable was also explored with 

male and females separately, with no significant associations being found with either gender. 

This was also the case when the number of consumer multiple readmissions to the service 

were examined with attendance rates. While there appeared to be a correlation with excellent 
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attendance (p = <.05), overall the result was not significant after the Exact test was executed. 

However, when using an Exact test to determine significance, a separate examination of male 

and females found there was a significant association with the number of male readmissions 

to the service with both low and good attendance (χ² (2) = 6.97, p = <.05) and (χ² (4) = 18.19, 

p = <.05) respectively.  This finding suggests that females may engage better with services 

once they are connected, indicating the need for services to provide interventions targeted 

towards retaining males following their initial appointment with their clinician. 

Cross-tabulation with a chi square test also found a relationship between consumer 

age and good attendance, (χ² (12) = 21.54, p = <.05.  However, again, this result violated the 

cell count assumption and, due to insufficient memory, an Exact computation was not 

appropriate in this case.  A significant association was, however, found between the age for 

male consumers and good attendance (χ² (12) = 23.52, p <. 05). The results are presented in 

table 7 and show that consumers aged between 21 and 23 years old had the highest scores for 

good attendance with the service. One 24 years old male consumer had excellent attendance 

(over 75%). Table 8 shows attendance rates by age in years. 
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Table 8 

Cross-tabulation of Attendance Rates by Age range (N = 356)** 

Age   Poor/No       Low     Good/Excellent              Total 
In    Attendance        Attendance     Attendance         
Years       n       (%)           n            (%)        n         (%)               n            (%) 

18        6       11        29          13                11   14          46           13 
19        9      17        29          13                 7     8           45          13 
20        8      15        34          15                 6     8           48          14 
21        9      17        35          16                23    29            67          19 
22       10      19        39          17                11    14           60          17 
23        4       7        28          13                15    19            47           13 
24        7      14        29          13       7         8           43          11 

Total       53     100        223        100      80     100         356*        100 

* 4 cases missing 
** All results were non-significant 
 

Previous research has indicated that coming from an Aboriginal or Torres Strait 

Islander (ATSI) background can be a risk factor for non-attendance at early psychosis 

services. This study also found that being of Aboriginal or Torres Strait Islander status was a 

factor in lack of attendance in this service. Due to there being only being 13 Aboriginal or 

Torres Strait Islander consumers in the cohort, an Exact test was conducted as well as a Chi 

Square test. Significant associations were found between poor or no attendance and being of  

Aboriginal or Torres Strait Islander status (χ² (2) = 7.18, p = <.05).  When computing a cross-

tabulation and chi square test with Aboriginal or Torres Strait Islander male and female 

consumers separately, a significant association for poor/no attendance was found for males 

(χ² (1) = 8.39, p = <.05) whereas for females, no significant association was found with 

attendance.   

A cross-tabulation and chi square test was also computed to examine the relationship 

between being employed or unemployed and attendance with all consumers referred to the 
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service.  A significant association was found between being unemployed and poor 

attendance, or not attending the service (χ² (2) = 6.74, p = <.05.  

Table 9 presents the results of the cross-tabulations and chi squares for Aboriginal or 

Torres Strait Islander status and employment status, and the association between employment 

status and non-attendance for all consumers referred to the service.  It can be seen that having 

Aboriginal or Torres Strait Islander status and being unemployed negatively impacted on 

service attendance. 

Table 9 

Cross-tabulation showing poor attendance and its relationship with Aboriginal or Torres 

Strait Islander (ATSI) status and employment status for males and females 

    Both genders         Male        Female 

    χ²       df        p       χ²       df       p             χ²      df       p 

ATSI status   7.18   (2)   <.05      8.39   (1)   <.05               >. 05* 

Employment status  6.74  (2)   <.05                  7.20   (2)   <.05          >. 05* 

* non-significant 

 
Further exploration showed there was a significant association between all males 

attending the service and unemployment, and no, or poor, attendance (χ² (2) = 7.20, p = <. 05.  

Attendance and employment status were non-significant for all females referred to the 

service.  

 
Bivariate correlations.  

Given the importance of ascertaining significant associations between poor attendance 

and identifying as Aboriginal or Torres Strait Islander, as well as poor attendance and 

employment status for male consumers referred to the service, bivariate correlations were 

also conducted to verify these results. It supported the cross-tabulation findings of a 

relationship between poor attendance and being unemployed, and poor attendance and 
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identifying as an Aboriginal or Torres Strait Islander person. Substance use also correlated 

significantly with low attendance (r = .149, p = <.01), but in contrast to the cross-tabulation 

analysis, the correlation also showed a weak but significant association with good attendance 

(r = -.120, p = <.05).  Furthermore, as with the cross-tabulation calculations, a significant 

correlation was found between poor or no attendance and unemployment (r =-.104, p = <.05).  

Additionally, significant correlations were found between main diagnosis and good 

attendance (r = -.146, p = < .01).  However, when testing each diagnosis separately, the only 

diagnosis to significantly correlate with good attendance was acute or non-organic psychosis 

(r = .136, p = <.05). Repeat readmissions into the service also correlated with low attendance 

(r = .146, P = <.01).  It seems that these consumers attended for a short period of time and 

then disconnected, repeating this pattern throughout much of their service provision. 

As can be seen in Table 10 below, bivariate correlations were also computed between  

the demographic and clinical characteristic variables of substance use, Aboriginal or Torres 

Strait Islander status, employment status, repeated readmissions and diagnosis with no/poor, 

low and good attendance, to test for any significant correlations.  

 
 

 

 

 

 

 

 

 



 

199 

Table 10 

Bivariate correlations of factors found to influence attendance (N= 356)* 

Variable   no/poor      low       good 
    attendance     attendance                 attendance 
 
    r             p value  r              p value        r             p value 
 
Uses substances       .149       <.005  -.120       <.05 

ATSI status   .118 <.05 

Employment status            -.104 <.05 

Repeated admissions          .146        <.01 

Diagnosis            -.146        <.01 

Acute psychosis                       .136       <.05 

* 4 cases missing 

Table 11 below shows that the main diagnosis had a significant association between 

employment status (r = .116, p < .05), substance use (r = .307, p = <.05), and the number of 

times readmitted to the service (r = .146, p<.01). Gender also correlated significantly with 

substance use (r = -.152, p = <. 005) as did readmissions with substance use (r = .154, p 

<.005), indicating the significance of substance use in this study is influenced by gender, and 

that using a substance may result in multiple dropouts and readmissions to the service.  

  



 

200 

Table 11 

Bivariate correlations of factors found to have a correlational relationship (N= 356*) 

Variable    Main diagnosis  Substance use  
 
     r                 p          r                 p 
 
Main diagnosis   -        -    .307         <.001  

Employment status   .116       <.05    

Readmissions    .146           <.01   .154             <.005 

Gender         -.152          <.005 

* 4 cases missing 

 
Multiple regression analysis. 

Multiple regression analyses were calculated to examine the relationship between 

attendance and various potential predictors. A multiple regression model allows an analysis 

and a modelling of the relationship between variables. This then enables predictions to be 

made about how a variable will behave when compared to the scores of multiple other 

variables, or predictors (Mitchell & Jolley, 2007). As can be seen in Table 11, the results of 

the regression analysis computed for this study indicated that two predictors (main diagnosis 

and employment status), had significant positive regression rates, explaining 5.2% of the 

variance in attendance rates (F (6,330) =3.031, p = .007, with an R ² of .052. This multiple 

regression model indicated that main diagnosis and employment status were the greatest 

predictors of whether service attendance rates would be poor, low, good or excellent in this 

cohort. 

The multiple regression also showed that the participants main diagnosis significantly 

impacted on their attendance rates (β = -.141, p < .05) as did employment status (β = .123, p 

< .05). Based on this analysis, it is suggested that the consumer’s psychosis diagnosis and the 
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young person’s employment status are both areas of concern for service attendance. This 

would suggest that the consumer’s particular psychosis diagnosis needs to be considered in 

treatment planning, as well as developing interventions that address employment status. 

Accounting for these factors when planning interventions may mitigate these factors and 

allow for service attendance to be more successful for this population. 

These results are presented in Table 12 below.  

 
Table 12 

Multiple Regression Analysis with Main Diagnosis and Employment Status with Dependant 

Variable Percentage of Attendance 

Variable   β value   SE   P value 

Main diagnosis  -.141   .617   .014 

Employment status  .123   1.208   .024 

 
Multinomial regression model. 

A multinomial analysis was conducted using the five variables that had reached 

univariate threshold for significance (p < 0.2). The variables were gender, main diagnosis, 

substance use, readmittance and employment status. The dependant comparison variable was 

good attendance (all attendance rates were compared against good attendance). The results 

suggested that being in employment or being unemployed was more likely to result in poor or 

no attendance than good attendance when compared to the variable “unknown status”. The 

relationship with unemployment was stronger, indicating that being unemployed resulted in 

poorer attendance than being in employment.  This may be because unemployment can affect 

a person’s motivation and self-determination to reach goals, such as attending services in 

order to achieve good recovery. 
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When examining substance use, individuals with no recorded use of a substance were 

more likely to have low attendance with the service than good attendance.  For those who 

used a substance, the results suggested that they also had higher rates of low, or no, 

attendance when compared with good attendance.  However, the association was stronger in 

the case of substance users, meaning that substance users had poorer service attendance than 

non-users overall. 

Finally, consumers with a main diagnosis of acute psychosis had higher rates of poor 

or no attendance when compared to good attendance. This association was stronger for those  

with a diagnosis of acute psychosis than those with one of the other diagnoses identified in 

the cohort, when a comparison was made between the attendance of both those with a 

diagnosis of acute psychosis and those with one of the other diagnoses (for example 

schizophrenia or a personality disorder). 

 
Summary of the quantitative findings of the study. 

The quantitative phase of the study identified some important ecological factors that 

may be influential when examining the attendance of the young consumers referred to the 

Early Psychosis Service.  Acute or non-organic psychosis was the most commonly diagnosed 

disorder in the cohort. Both substance use and unemployment had a negative association with 

attendance for males but not for females.  People with Aboriginal or Torres Strait Islander 

status were more likely to not attend the service than non-Aboriginal or Torres Strait Islander 

people, possibly due in some part to participating in more specialised culturally focused 

programmes as an alternative. Finally, both main diagnosis and employment status were the 

more significant variables for predicting whether a consumer would attend the early 

psychosis service or not. 
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The findings from the quantitative phase of the study have provided highly valuable 

insight into what factors may influence the attendance of the young consumers referred to the 

service. These ecological findings were used to develop prompt questions for a guided 

discussion in the focus groups that would use the theoretical framework to further explore the 

influence of ecological factors and self-determination in service engagement decisions. The 

importance of these findings is discussed further in the discussion chapter in the context of 

both the existing literature and the conceptual framework which underpins the study. The 

predictors of service attendance that were found in this important public health dataset offer 

social workers and other clinicians a crucial insight into how this population may be assisted 

to attend and engage with services by identifying areas of concern and the role these factors 

play in the young consumers decision of whether to attend the service or not. 

 
Qualitative results 

Introduction. 

This section reports the results of two focus groups that were undertaken to gain 

richer and more in-depth data in response to the factors identified in the quantitative phase of 

the study and explore other areas such as motivation and self-determination that could not be 

examined in the first phase.  No quotations collected in the focus groups have been emitted, 

but reported in their entirety to maintain transparency and authenticity. 

 
Consumer focus group participants. 

Two female and four male participants attending the consumer focus group were aged 

between 18-24 years. Three participants had a diagnosis of schizophrenia, one of severe 

depression with psychosis, and two had bipolar disorder diagnoses. The participants had been 

attending the service for between four – 16 months. Five of the six young people who 
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attended were under involuntary treatment authorities. The focus group discussion went for 

approximately 90 minutes. A Peer Worker attended the group to ensure the consumer focus 

was the utmost consideration at all times, also to offer support to the young people, and in 

anticipation that some of the young people may one day be in a position to access Headspace 

services, to promote that service.  The group members were also asked to choose pseudonyms 

for the purpose of the study to maintain their anonymity. The names chosen by the group 

members were Ali, Billy, Ivan, Kim, Magnus. and Meredith. 

For a warm-up exercise, the consumers were asked what they did to relax.  The 

warmup exercise had the aim of helping the participants to feel comfortable in the group 

setting, as well as to ascertain the self-care measures that they may have in place to cope with 

their disorder. Ali explained that she found meditation to be helpful, whereas Ivan and Billy 

surfed.  Kim listened to music and Meredith enjoyed dancing and gaming. This was a useful 

exercise to ensure that the young people had self-care processes in place for when they 

needed to de-stress, particularly when they were symptomatic.  

The research question for the focus group was formulated to identify the factors that 

impacted on the engagement of the young people with the early psychosis service. The first 

question asked members about the meaning of engagement, in order to check participants 

understanding of the concept.  It emerged that it was a word that many of the young people 

grappled to understand, although Meredith stated that for her it meant  

“getting the most out of the appointments that you can…. what’s working, what’s not.”  

Billy explained that to him it was about reaching goals. It was interesting to note that 

in this group, the meaning of engagement was more often related to outcomes of treatment – 

for example, getting the most out of appointments and reaching goals. To clarify the meaning 

of engagement when referring to it throughout the study, the researcher explained that for the 
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purpose of the study, engagement meant a more emotional connection than attendance. 

Engagement referred to a trusting relationship which was being, or had been, developed 

between consumer and clinician.  

Five themes developed during the focus group with regards to service engagement: 

- The experience as a hospital inpatient and transition to the Early Psychosis Service 

- The experiences with the early psychosis service and the clinicians 

- Structural or clinical factors that influence engagement with the service 

- The effect of substance use on service engagement 

- The influence of family/social support and service engagement 

 
“It’s like a bloody zoo in the hospital”: The hospital inpatient experience and the 

transition to the Early Psychosis Service. 

The young people’s experiences as a hospital inpatient was a theme that developed 

unexpectedly in the data, and had not been actively sought in this study. However, it became 

clear that the experiences as an inpatient may impact on future community service 

engagement decision making, and so it became an important area to consider when 

examining the factors which may influence engagement with services. 

 A substantial number of the young people had encountered negative experiences 

whilst inpatients in the hospital, resulting in a reluctance or wariness to engage with the Early 

Psychosis Service post discharge.  Participants spoke about the things they would change 

about the hospital, including that they didn’t feel understood and they perceived a lack of 

empathy from hospital staff. Meredith reported: 
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“There’s a lack of understanding (at the hospital) …there’s a lack of empathy. It’s 

just kind of cold….it makes you more negative towards coming to places like this (the Early 

Psychosis Service) because of that experience that you have just had”. 

It is clear that Meredith found the inpatient experience to be impersonal and 

unempathetic, and this experience may have made her hesitant and demotivated to engage 

with the service post discharge. Negative perspectives towards hospital care was evident 

throughout the study (Beckwith, Briggs, Shapiro, & Carrasco, 2021).  Other participants 

reported that whilst in hospital they felt that they were just given medication and 

“electrocuted”, with Ali and Billy both reporting that they were given ECT involuntarily.  

Although both identified that this was deemed necessary by medical staff due to previous 

suicidal attempts or ideation, the following quote from Billy illustrates the despair and 

frustration of having to partake in treatment beyond his wishes, and with little consultation 

regarding feelings of self-determination in his treatment planning beforehand: 

“I didn’t want to get the ECT…. I didn’t get any benefit from it and I just didn’t like 

the memory loss and I just thought it was a bit sketchy, the whole idea of it…. I didn’t want to 

have it the whole time” 

In contrast, Ali reported: 

“I don’t think anybody voluntarily goes “Hey, I want ECT……I thought they were 

trying to kill me. But after three ECT’s my partner saw a person he’d never seen before…the 

happiest I’d ever been” 

In hindsight, Ali acknowledged that the ECT treatment was necessary for her 

situation, and brought about positive results in her case. Billy agreed it was probably 

necessary for him at the time, but that further, a shared discussion and explanation would 

have been welcome,  reporting: 
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“I was in the hospital and I had a suicide attempt so they put it in place 

involuntarily…..everyone I spoke to pretty much had good results from it….” 

Billy evidently derived some benefits from the treatment in hindsight, suggesting that 

it may be  beneficial to intervene with involuntary treatment in some cases.  However, it is 

also clear that having involuntary treatment, and a perceived lack of control over treatment 

decisions, can have an impact on any future service engagement, as the young person may 

feel disempowered by the lack of autonomy and control in their treatment planning, which 

may impact their self-determination to participate (Beckwith et al., 2020) . As Ivan put it, to 

much amusement from group members when discussing concerns on being transferred to 

community care with the Early Psychosis Service:  

“Let’s just say at first I was kind of afraid that they have a battery and a couple of 

jumper cables”. 

Ivan also added his experience in the inpatient unit left him with the belief that: 

“Basically they stuff you full of pills and put you up to a bloody…..they basically 

electrocute you and feed you full of pills….” 

It seemed clear that Ivan was fearful of what he may encounter when connecting with 

the EPS after experiencing inpatient care, and that he perhaps felt disempowered and 

demotivated to engage with the EPS following this experience. The overriding message from 

the young people was that the hospital experience in comparison with the Early Psychosis 

Service was like comparing “Night and Day”, with Meredith saying:  

“It’s frightening how different it is. It’s actually frightening…it’s like a bloody zoo in 

the hospital” 
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However, in contrast Ali explained that for her, the time she spent as an inpatient at 

the Gold Coast University Hospital in the mother and baby unit was “honestly amazing” and 

a very positive experience. This may have been due to the different model of care that the 

mother and baby unit utilized when offering interventions in comparison to the acute mental 

health unit, and that this different care motivated Ali to engage with the ESP once in the 

community. 

The transition from the hospital to community care in the early psychosis service was 

one that most of the consumers could not remember details of, mainly as whilst in hospital 

they were acutely unwell and heavily medicated.  The young people reported that they may 

have been visited prior to hospital discharge by their case manager from the early psychosis 

service but that due to their medication they did not remember, and so the transition support 

should be explained on a few occasions rather than just once, with Meredith explaining: 

“It would be important to kind of give more information from that transition from 

hospital to case manager. Because, I’m assuming most people wouldn’t remember, so you 

need to remind them again of the information. You need to understand what’s happening.  

Otherwise you’re just sitting there with all this anxiety not knowing what’s going on”. 

This quote from Meredith suggested that being involved in treatment planning and the 

transition period may be important to encourage engagement with case managers once in the 

community. Ivan added that he had problems recalling any information about the transition 

period, explaining that: 

“I was hopped on valium the whole time I was in hospital so……” 

This quote suggested that more information more often should be given about the 

transition from hospital to the service in order for the consumers to have more of an idea of 

what to expect from the new service and feel involved in the process.  The young consumers 
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were in agreement with this.  Being given information on what to expect may result in less 

anxiety about what the change in service provision may bring, particularly as those in the 

focus group that did subsequently engage with the service found it to be a unanimously 

positive experience.  Meeting with the case manager at hospital prior to discharge would 

mean that a trusting relationship could be built early on to support the transition period.  The 

establishment of a strong therapeutic relationship would encourage service engagement post 

discharge by providing a consistency of service during the transition period. It is crucial that 

this transition period is smooth, informative, supportive, and most importantly, memorable, in 

order to encourage future engagement with the community service (Beckwith et al., 2020). 

Although many of the young consumers had encountered traumatic and mostly 

negative experiences as an inpatient, once participants entered the service their perceptions of 

the care provision changed and became more positive. 

 
“It’s not like going and seeing a psychologist.  It was more like seeing a friend”: 

Experiences with the service and case manager. 

Experiences with the service and the case workers employed therein were generally 

very positive, assisting the consumer to both manage negative ecological factors and 

encourage self-determination in their recovery process. Five subthemes developed within the 

key theme -  outreach, positive change, practical support, the therapeutic relationship and 

suggested improvements to service provision.  For this young, engaged group, the 

relationship that they had built with their case worker was extremely important in influencing 

their decision to attend the service, and for most it seems they would feel lost without the 

support and help they received in many aspects of both their treatment and lives.  

Outreach – The Early Psychosis Service offers an assertive outreach programme, 

which means that case workers will travel to visit the young consumers at home, in cafes, or 
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anywhere where the consumer may feel comfortable.  The importance of offering outreach to 

encourage service engagement, and the convenience of this to the young person could not be 

emphasized more, with Meredith stating that, with regards to being required to visit the 

service rather than her case worker coming out to her: 

“That’s the best part…. I wouldn’t come in nearly as much”  

Other members of the focus group agreed, reporting that it was the best part of the 

service, and incredibly important, particularly when an appointment is forgotten, or the young 

person slept in, in which case they may have missed the appointment all together. 

Ali, who has a toddler, related how it was much easier to see her case worker in the 

comfort of their home, where her son could play with his toys in a relaxed environment.  She 

continued:  

“It’s not like going and seeing a psychologist.  It was more like seeing a friend to 

check up on you…. They put effort into playing with your kids as well”.  

It was clear that providing an outreach service to this group of young consumers, and 

treating them as an equal partner, was key to ensuring their continued engagement with the 

service, by giving them autonomy in choosing where and when to meet, as well as assisting 

in managing ecological barriers that may be in place such as not being able to drive or having 

to go to work at certain times. 

Positive change – Most members of the focus group found that being supported by, and 

engaging with their case managers, resulted in personal positive change, thus promoting 

further engagement.  Positive change was elaborated on in the context of a positive change in 

attitudes. Specifically, Billy mentioned his attitude change towards substance use and 

reported:  
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 “Before I was at the service, I didn’t really have any goals, I was just a hopeless 

drug addict and selling drugs and doing stupid stuff……I wanted to be able work and I want 

to be able to get through a course and just function normally and get back to doing things I 

used to do”.   

It seemed that being engaged with his case manager supported Billy to stop using 

drugs and encouraged him to get back into education and the workforce, thus mitigating 

negative ecological factors and promoting positive ecological factors that may have 

previously influenced his decision to return to work. He continued to explain that the service 

had enabled him to face insecurities and bad habits by helping him understand why he had 

become reliant on drugs and supporting and motivating him to seek help for his addiction.  In 

agreement, Ali reported:  

“The person I see puts in the effort to teach me not only just give me medication and 

stuff; she’s actually teaching me just to train my thoughts and get rid of negative ones and 

focus on the positives, which I haven’t done my whole life.  I’ve always been quite a negative 

person”.    

This quotation from Ali demonstrated that having a connection to the service and her 

clinician had helped her to have a more positive outlook in the face of her diagnosis, 

therefore encouraging her to continue to engage with the service. The consideration of both  

medication and therapeutic interventions to address barriers to engagement may be important to 

encourage engagement and recovery in these young consumers (Beckwith et al., 2021). Other 

members of the focus group stated that by being engaged with the service, they were able to 

review their lives to see what was working and what was not, and then be able to act on that 

with somebody helping them manage the challenges of their disorder to reach their personal 

goals.  The positive changes that these young people had been able to observe in themselves 
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had helped to encourage them to stay engaged with the service, and these changes plus the 

realization that they could reach certain important goals appeared to further motivate 

continued service engagement.  

Practical support – The service and the case workers also appeared to be key in 

supporting the young consumers with more practical support as they began to feel better 

equipped to commence activities that they had previously enjoyed.  An important factor that 

emerged was how crucial to recovery it was for the young people to be assisted in returning 

to education and work. It was clear that they felt very well supported in this, and that this 

practical support further encouraged engagement with the service.  Case managers were also 

reported to have helped the young consumers to connect to Centrelink and NDIS, to apply for 

TAFE, and to other further education institutes, with Meredith sharing: 

“It connects you up with people……. like drug addiction services. If you’ve got issues 

with your Centrelink job provider, they’ll help you with going to a different provider…things 

like that they really make a massive difference in your life…. “they helped me with going into 

study, which I’ve finished now and doing placement for aged care.”  

This statement indicates the importance of a respectful and trusting therapeutic 

relationship, where hearing the concerns of the young consumers, and including them in decision 

making in treatment plans are essential for continued service engagement. Practical support in 

areas such as housing and employment also appeared to be instrumental in encouraging 

engagement with the Early Psychosis Service.  The case worker’s assistance in helping 

Meredith to connect with other services such as drug addiction services and Centrelink meant 

Meredith felt able to deal with ecological factors that may have been a barrier to engagement, 

and reconnect with society, thus increasing her self-determination and thus her motivation to 

reach other goals, such as maintaining engagement with the service and recovering well.  
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Kim, who reported that he would not attend the service if he was not under an 

Involuntary Treatment Authority, still spoke about the benefits he had gained from engaging 

with the service, including assistance with finding his current accommodation. The case 

managers were also perceived as helpful in giving advice regarding treatment and 

medication, with Meredith giving this advice to the others in the group: 

 “If you don’t like the medication, don’t just stop taking it, because you can be honest 

with them…..they are not going to get angry at you…….so even if it’s a symptom that you 

don’t think they would consider an issue, they will take it on board and they try to work with 

you instead of against you.”   

Statements such as these indicated the importance of a trusting and respectful 

therapeutic relationship, where listening to concerns of the young people, and including them 

in treatment decision making are crucial for continued service engagement. 

The supportive therapeutic relationship – A trusting, strong therapeutic relationship 

appeared to be of utmost importance in encouraging service engagement for these young 

consumers. Overall the group was unanimous that the support and help that they received from 

their case manager were a key factor to their continuing engagement with the EPS, with Ali 

sharing that: 

“It’s not like any other service I’ve been to before. I’ve seen a lot of different 

psychologists and been to a lot of different doctors …. none of them have been as supportive 

as the team”.  

Most young people in the group stated that they would feel “lost” without their case 

manager, with only one young male contemplating that he would cope OK without the 

support of the service.  Being seen and heard, and not just feeling like a number was an 

emerging key factor in the group and being made to feel welcome and belonging also 
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important.  Although five of the six young people were attending the service involuntarily, all 

but one stated that they would attend even if they didn’t have to, showing the value and 

importance they placed on the treating team’s role in their recovery.  

 Another aspect that the young consumers found very helpful was having the 

flexibility of being able to see case managers more frequently or less often depending on 

need. For example, Ali saw her case manager fortnightly when doing well, and weekly when 

she perceived that she needed more support.  The participants also spoke about the ease of 

being able to contact case managers by text in order to change arrangements, and how it was 

more convenient than phoning.  Ease of making appointment arrangements without pressure 

was, it seems, another important factor which helped motivate the young people to see their 

case manager regularly.  

Magic Wand (Making a wish) - Participants were asked to imagine that they held a 

magic wand and by waving it, they could make a wish to change the service in any way they 

desired, and thus encourage further service engagement.  An important theme that emerged 

was the gender of the clinician; all the female members of the group agreed that they would 

only want to be seen by a female case manager.  Reasons reported for this included feeling 

more comfortable with a same sex case manager, feeling more connected, and easier to build 

rapport.  In contrast, all the male participants stated that the gender of their case worker was 

not important and would not make any difference to their engagement with the service. 

The participants overwhelmingly agreed that an increase in the amount of clinical 

sessions would be beneficial, and that this could be achieved by hiring more case workers, as 

they thought the service so good that everyone should get the benefit of regular support.  Ali 

continued that she agreed with the other participants, adding 
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“I would make the service as big as possible to help as many people as possible 

because there (is not) enough services like this out there”.   

Ali’s comment suggested that she felt that a lack of service provision to be an issue 

for young people who may benefit from the regular support the EPS offered.  Offering more 

frequent appointments depending on necessity, and an increase in the availability of clinicians, 

would likely serve to help more young people with early psychosis who currently have trouble 

accessing services, to receive the support they need (Beckwith et al., 2021). 

Although most of the participants almost universally spoke about positive experiences 

with the service, Kim did express that his experience with the service had not always been 

positive. When probed to provide more information, Kim reported  

“I’ve been like really honest with them, so maybe a bit too honest at times, like things that 

have been going on and stuff”. 

It appeared that, in saying this, Kim felt that he should not have always been so frank 

with his case manager about certain aspects of his life, as he may have felt he was being 

judged by his case worker. He went on to express that he was sometimes pressed for more 

information but did not wish to elaborate further on this line of discussion.   

For this young group of consumers, it was clear that the relationship that they had 

built with their case worker was extremely important in influencing their decision to stay 

engaged with the service, and that for most of them they would feel lost without their case 

manager’s support and help in many aspects of both their treatment and their lives. 

 
“People, they have a certain stigma about anything to do with mental health:” 

Structural or clinical factors that influence engagement with the service. 
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Certain symptoms such as depression appeared to have a significant impact on the 

young people engaging with the service at times, and feelings of stigma and not appearing 

“normal’ also influenced engagement decisions, however these generally seemed to be 

fleeting or short-lived in this group. Billy explained that one reason that someone may not 

attend the service, or may disengage, was because of the symptoms they may be 

experiencing. Billy reported that: 

“If people are really depressed, they don’t really care about helping themselves, so 

that might be another reason.” 

Ali agreed that someone may stop wanting to get help, adding: 

“They stop wanting to get help and help themselves” 

Ali’s comment suggests that considering symptoms of depression when planning 

interventions for psychosis is important as the two disorders often occur concurrently (Beckwith 

et al., 2021). These comments also suggest that barriers to service engagement can have a 

psychological as well as ecological background, and that encouraging self-determination and 

relatedness may assist in reducing the impact of co-morbid disorders on engagement and 

recovery. 

Having the self-motivation to engage with the service was a strong factor, with Billy 

expressing the importance getting ideas from his case manager, but he also explained that he 

was motivated to do things off his own back. This motivation was encouraged by his case 

manager, but also by remembering the impact his diagnosis and subsequent behavior had had 

on his family and friends in the previous 12 months, as explained earlier in the focus group. 

The stigma often involved in attending a mental health service was discussed, and how 

hard stigma can make it to make that first contact. Many of the young consumers reported that 

when they met their case manager for the first time, they wanted them to normalize their 
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experiences, so they did not feel different or disconnected from others. Ivan discussed a need to 

feel normal, and how perceiving stigma about a mental health diagnosis can affect someone’s 

engagement with EPS’s. He explained that:  

“People, they have a certain stigma about anything to do with mental health, so Early 

Psychosis Team included……as soon as they get the chance and they get off their 

(in)voluntary treatment authorities they say “no, screw this” and they cut the Early Psychosis 

Team off which is just…”wanting to appear normal”.  

Kim seemed to be in agreement with Ivan to some extent; although five of the six 

young people participating in the focus group were under treatment orders to attend the Early 

Psychosis Service, only Kim expressed the thought that he was only attending the service 

because he was mandated to do so, saying: 

“I go because I have to.  I wouldn’t go if I didn’t have to” 

Although Kim reported reluctance to attend the service, interestingly, when given an 

opportunity earlier in the focus group to report negatively, he explained how he had been assisted 

by the service to find accommodation. It appears that once engaged with the service, the value of 

attending is realized. This finding suggests the importance of involuntary treatment orders in 

promoting initial service contact, which would likely lead to ongoing service engagement, with 

the result of better outcomes and greater recovery in the long term (Beckwith et al., 2021). 

Certain symptoms such as depression appeared to have a significant impact on the 

young people engaging with the service at times, and feelings of stigma and not appearing 

“normal’ also influenced engagement decisions, however these generally seemed to be 

fleeting or short-lived in this group.   Being under an involuntary treatment authority 

encouraged engagement for Kim but did not appear to impact the others in the group as 

much, as they reported that they would be happy to see their case manager regardless of 
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involuntary status. Factors such as stigma and symptoms appeared to have a large impact on 

engagement for many of the young consumers, and it is important that these factors are 

acknowledged and managed by services.  An ecological and self-determination practice 

framework may be useful for helping to understand the impact of factors such as these on a 

young person’s motivation, autonomy and feelings of competence to engage with a service 

and recovery successfully. 

 
“I just sort of feel…guilty with myself if I’m not doing well”. The influence of 

substance use on engagement. 

The interaction with using a substance and engaging with the service seemed to centre 

around two main areas – guilt around disappointing the case manager by not abstaining and 

the physical effects of using a substance making it more difficult to keep to appointments. 

Meredith spoke about how her drinking and smoking cannabis affected her 

engagement with the service, explaining that having a hangover the next morning or not 

being able to drive due to being over the legal limit to do so would stop her from seeing her 

case manager. Magnus also agreed that when he had taken a substance, he felt less motivated 

to engage with the service. 

Billy reported a different reason for not engaging with the service when he had been 

recently using substances: 

“Sometimes I don’t want to just because I feel a bit guilty because I’m keen to – like I 

want to quit smoking weed as well and that just keeps not happening……. I just sort of feel 

yeah, like guilty with myself if I’m not doing well”. 

It seemed that substance use is an ecological factor that may have a twofold influence 

on engagement with this young group – either making them feel unwell and unable to see 
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their case manager or experiencing feelings of guilt after taking a substance which 

subsequently stops them from having the self-determination to engage at that particular time. 

 
“I mean I’ve got heaps of support around me”: Social support and how it 

influences engagement. 

The group were mostly in agreement that friends, and particularly family in many 

cases, had been instrumental in encouraging and supporting the young consumer’s 

engagement with the early psychosis service. For Magnus, Meredith, and Kim it was mainly 

from close family members, with Meredith saying:  

“I don’t really have that many friends…. I’m not really good at engaging with people 

in general”. 

This statement from Meredith suggested that much of her social support did not come 

from friends, but family members. Billy stated:  

“I mean I’ve got heaps of support around me” 

Billy elaborated that support came from both family and friends.  Ivan was emotional 

when he told the group: 

“I’ve got my auntie actually in the meeting downstairs, so I’d say that I’m pretty 

supported, at least for the moment, because that same auntie is actually leaving town in a 

couple of weeks”. 

When Ivan was asked what would happen then, he responded: 

“I’ve still got the Early Psychosis Team which is good, I guess. And I’ve still got my 

father, although he isn’t really too good with the whole mental health thing”. 
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It was clear that although Ivan was well supported by his aunt, when she moved away, 

he would be reliant on the support he was receiving from the Early Psychosis Service. Feeling 

a strong connection with services and social supports appeared to be an essential factor in 

maintaining ongoing engagement and recovery for these young people (Beckwith et al., 2021).  

Ali spoke about the importance of having support from any area: 

“I don’t have much social support. I only have my partner. My mum passed away and 

I’m not very close to my family. So, it’s just us, so to have somebody comes around regularly 

and care for me for a while…” 

It appeared that many in this group of young consumers were well supported by 

friends and/or family and that these sources of social support were influential in encouraging 

them to stay engaged with the service.  

Although Marcus had not said much during the focus group discussion, when talking 

about the focus group, his response was that it was: 

“Good to be here and listen to what people are talking about” 

This was a very enlightening quotation, emphasising the importance of using a focus 

group to hear the lived experiences of these young consumers in what they felt was a safe and 

supportive environment. The statement indicated that support in any form, particularly from 

peers who also have lived experience and can understand each other’s experiences and 

challenges. It suggests the importance of feeling a belonging to a group, that any symptoms 

experienced are normal, and that recovery is very possible.  

 
Summary of the Consumer Focus Group. 

The findings from the focus group highlighted important ecological factors that may 

be influencing a young person’s self-determination to engage with the early psychosis 
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service.  The results were categorized into five main themes, which were experiences as an 

inpatient and transition from hospital to the community service, the relationship with both the 

service and the clinician, structural and clinical factors such as stigma and involuntary 

treatment, substance use, and family and social support.  Many of these results echoed those 

found in the first quantitative phase of the study.  Participant narratives of their early 

treatment experiences provided a better understanding of what "engagement" with services 

meant to this population of consumers, and the factors motivating that engagement.  

Participants were given the opportunity to verify their responses in order for the researchers 

to check their understanding of the discussion and the final results were shared with both 

participants and stakeholders. 

Overall, the consumer focus group participants confirmed many of the factors 

identified in the quantitative phase of the study as being influential in promoting or 

discouraging engagement. These factors included substance use, family support, and 

demographic and clinical factors. Additionally, the focus group identified further factors that 

they had found to affect their decisions of whether to engage with the early psychosis service, 

including clinician support, continuity of care (or lack of), inpatient experiences and stigma.  

Although these factors were difficult to measure from the data available in the CIMHA 

dataset, many of these factors had been identified in the current international research 

presented in this thesis.  Any concerns with regards to social desirability when conducting a 

focus group appeared to be unfounded in this study, as the young consumers spoke frankly 

about their substance use and other sensitive topics, and, as Marcus reported, felt well 

supported in the group, and that it was beneficial to hear the similar experiences of their 

peers. 

The next step for the research was to take the findings from both the quantitative 

phase of the study and the consumer focus group, to a focus group of past consumers 
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currently employed in some capacity by Gold Coast Mental Health Services, the Consumer 

Peer Network Group, for further confirmation of these results. 

Consumer Peer Network focus group  

In keeping with the consumer focus of this study, it was important to involve 

consumers in every area of the research project. A focus group discussion was held with 

members of the GCPWNG. The aim of this group was to obtain their feedback on some of 

the findings that were found in both the quantitative and qualitative phases of the study.  This 

was particularly important given some of the unexpected or more difficult to explain findings, 

for example, the participants experience of the acute mental health unit and the transition 

from the hospital to the community care team.  

The first theme explored with this group was that of gender, and how that appeared to 

impact engagement with the service. An important finding in the quantitative study was that 

only male participants were negatively affected by factors such as substance use and 

unemployment when it came to service engagement.  This finding required further 

exploration and the Consumer Peer Group were asked for comments, or possible reasons they 

may perceive for this unexpected result. 

 
Gold Coast Peer Workforce Network focus group. 

“Females are talkative species…...” - The gender differences in service 

engagement. 

Many participants in the GCPWNG gave feedback on this result, suggesting that it 

was of no surprise to the group. Group discussion began with some general ideas as to why 

males were less likely to attend and engage with services.  One member suggested that one 

explanation for this finding was that males did not like to take direction from others. Another 

member suggested that historically females tend to talk more about their emotions whereas 
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males keep them bottled up. One of the peer consumers who was a mum agreed with this, 

stating: 

 
“Females are talkative species…. Men don’t like to be put in a situation where they have to 

talk as it makes them feel uncomfortable…goes against the brain”.  

 
She also added: 

 
“Society demonises young men and they are treated like criminals…. women are treated 

more gently…. Females are used to… more so younger females – used to being subservient, 

boys are more likely to push the boundaries and have a hierarchy” 

 
This quote may suggest that the peer consumer felt that a young male with mental 

illness may be treated more harshly, or at least with less sympathy than a female consumer, 

and may be less accepting of a diagnosis. A male peer consumer agreed that males often held 

back their emotions: 

 
“Peer pressure can come into it too, like you said there’s a hierarchy system and females are 

more likely to talk about their issues in a general thing, but men can be more stoic and they 

deal with things on their own, and everything will be alright if they push and suppress those 

feelings.” 

It appears from these comments that for some males, talking about these issues may 

make them feel uncomfortable and vulnerable, or they may think that discussing their 

emotions and concerns may be perceived by others as a sign of weakness, or of being less of 

a man.   

The stigma and shame of having to use mental health services was another theme that 

emerged in this discussion and was thought to be a big factor for males, affecting their 
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service engagement.  One peer worker suggested that mixed sex wards may be traumatic and 

impede treatment and service engagement, with another peer worker adding: 

 
“The thought of being involved in the mental health system is a fate worse than death…. The 

stigma is just way too much and they can’t communicate their feelings as well to doctors and 

to nurses when they ask questions about their feelings and how they are affected by different 

things – it’s not easy for them to talk about – it’s like pulling teeth.” 

 
As in the consumer focus group, stigma was suggested as a barrier to engagement. 

There was some agreement with this suggestion, with another female peer consumer adding: 

 
“The thought of having to go to the system in the community, where they can be seen in the 

street, walking into the mental health building, or they might be seen by someone……… it 

can be very shocking for them, for men.  Women are more accepting of other women being 

vulnerable, whereas men, you have to be strong, and especially with young men as well, they 

are looked upon by their own peers and they are criticised more if they are showing a sign of 

weakness..” 

 
The feedback obtained by the consumer peer group added further evidence to the 

issues that males may have when deciding whether or not to engage with services.  This 

included feeling stigmatised and ashamed against social expectations that they stay strong, 

and therefore, do not need to seek help from others, particularly professionals in a mental 

health setting. The issue of males being less likely to discuss emotions, feelings and 

symptoms may also be detrimental to attending mental health services where they may be 

expected to talk about their thoughts and concerns.  Feeling stigmatised and ashamed is likely 

to negatively influence the feelings of competence and autonomy needed to seek treatment 

and engagement with services. 
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The consumer peer group were next asked their views on why substance use appeared 

to affect service engagement rates in males but not in females.  

 
“I can continue using drugs cos I’m OK…” – Substance misuse and service 

engagement. 

The issue of substance misuse was shown to be a crucial factor for service 

engagement and attendance for males in the current quantitative study and the consumer peer 

group, and it is important that the reasons for continued substance use, even in the face of 

experiencing further symptoms and subsequent disengagement, is investigated further. 

One peer consumer posited  

“It may be that the young males see their friends using drugs with no ill effects and, 

therefore, feel that it is just part and parcel of using drugs, and that this attitude is 

perpetuated by their peers”.  

It may be for this reason that males stay in denial about the effect the substance is 

having on them, as their friends may not seem to experience negative effects, and drug taking 

is normalised. 

Another peer consumer added: 

 
“I can relate to a little bit of drug use, at least as a young person and I think sometimes it’s a 

poor coping strategy to deal with a lot of trauma, and sometimes the insight is not actually 

there for a young man to actually want to reach out and even want to talk about that, …with 

unemployment and drug use, there can be a bit of shame behind that too and they may not  

identify with the issues they are having too and might not want to talk about it, or be 

reluctant to talk about it, and searching for extremes in the drug world…..” 

 This statement adds evidence to the idea that some men may use substances as a 

coping mechanism for stress and negative thinking. 
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A peer consumer from the Aboriginal and Torres Strait Island Community added 

further insight into substance use and cultural differences: 

“Especially when they are in the CALD community, it’s part of the culture, and for them its 

normal and they say they don’t need support…... usually they use it as a painkiller, not 

having access to the doctors”. 

 
This comment highlights the different cultural norms around substance use – if using 

drugs is the normative and accepted behaviour in a community, a member of that community 

may be reluctant to attend services that are encouraging them to cease that behaviour as they 

may feel that this goes against their cultural standards. Continued substance use is a 

challenging issue for mental health services, and due to the impact it has on service 

engagement for males and subsequent recovery from mental illness, it is one that needs to be 

tackled promptly and effectively in order for service attendance to be a regular occurrence.    

Being unemployed was also shown in the quantitative study to be a risk factor for 

service disengagement for males, and feedback was sought on this finding. 

 
“In the recession there was a big spike for males in suicide...” – Unemployment and 

service engagement. 

Another important factor for males that was significant in the quantitative phase of the 

study was the association between unemployment and service non-attendance.  Previous 

research has explored the fact that for many men, their vocation is their identity and to be 

unemployed means that they may feel helpless, aimless, even emasculated.  This in turn, 

according to self-determination theory, would impact on their autonomy, competence and 

relatedness and affect their motivation to attend services and recover from their disorder. 
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One peer worker pointed out that unemployed males had higher rates of suicide 

recorded and that the inability to work and provide had a far greater impact on young males 

than it did young females. 

In agreement, another peer consumer explained:  

 
“It is more accepted for a woman not to be working whereas for a man it’s drilled into men 

through many generations that they have to be working, that they have to be the provider, 

and if they are not doing that, then they are not doing their job”. 

 
Feeling responsible for ensuring their family are well supported financially may lead 

to anxiety and depression in unemployed males, and thus a lack of motivation to engage with 

services. Another peer consumer pondered the difference between expectations for males and 

females 

 
“as a female you have other options in life, such as being as mum, whereas for a young man 

that’s not really part of your future”.  

 
As seen above, the expectations for men to be the provider in a family can have huge 

implications for their mental health and motivation to engage with services and recover, 

particularly if their self-determination and feelings of competence in being able to achieve 

goals is threatened by their unemployment status.  

Discussion then centred on readiness to reach goals such as finding jobs, with 

previous research in agreement that the young consumer had to be in the right place in their 

treatment regime and recovery before they started to strive for more ambitious goals such as 

employment or education:   
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“It’s really hard for anyone to go into a job or look for a job, find employment if life is not in 

balance, their emotional reactions to life and life events is part of what triggers the drug use, 

to feel comforted or free of that pressure, so I don’t believe until we can address that 

primarily, can they ever go and start thinking about a job, it’s just inconceivable .. it’s way 

too far ahead and we haven’t done the necessary steps to equip them with the skills to get out 

of their situation”. 

 
The members of the consumer peer group who commented were unanimous that 

unemployment can be devastating for males as their job often becomes a large part of ‘who 

they are” – essentially, their identity. To be not working meant that they may struggle with 

their identity and their place in the world. Furthermore, as ecological theory and self-

determination theory propose – being negatively affected by something in your environment 

such as being unemployed can influence your self-determination, feelings of competence, and 

motivation to reach goals such as service attendance, leading to disengagement and poor 

outcomes. 

 
“Do not trust these services!” The role of social support in service engagement. 

The focus group facilitators explained to the consumer peer group that results from 

both the quantitative and qualitative studies differed in relation to the role family and social 

support played in encouraging service attendance and engagement, and the quantitative 

results also differed from findings presented in the literature review. In particular, the 

research team were interested to discuss what the group thought about the finding that family 

and social support did not appear to influence attendance in the retrospective cohort study. 

One of the major themes that emerged was that many consumers may have actually 

been receiving negative messages about mental health services from family members or 
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friends, and were therefore being actively discouraged from attending services. This may 

have cancelled out any result indicating encouragement from social support networks, and 

therefore, producing the non-significant finding in the quantitative study. 

One peer consumer reported that:  

“Living with family doesn’t necessarily mean wanting to engage with services - I had lots of 

family support but my mum was telling me do not trust these services! Services were pulling 

me in under involuntary treatment orders, my mum was trying to pull me out saying do not 

trust them, do not take the medication….”. 

Another peer consumer was in agreement, adding: 

“We know there’s lots of intergenerational trauma, we know there’s lots of young people in 

services who have actually been in families where family members have used services and 

like my mum may be terrified and rejecting of services….”  

These findings suggested that these family members had a distrust of mental health 

services, possibly arising from previous negative experiences, which persuaded them to then 

discourage their loved one’s engagement with the service. A further explanation came from 

another peer worker who felt that if someone had a strong support network, they may feel in 

less need of services: 

 
“From personal experience I would put it down to it reduces the persons desperation to go 

seeking for further assistance”. 

 This response suggested that having a strong social support network may reduce the 

consumer’s need to look for support elsewhere as they may feel that the support they were 

getting from their network was enough to help them recover from their mental illness without 

involving more formal support systems in that process. In the current framework, relatedness 
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is crucial for assisting in overcoming ecological barriers and encouraging self determination 

to promote service engagement and recovery. 

Examining this feedback from the peer workers indicated that there may be a few 

reasons why social support may impact on service attendance and engagement, and suggests 

the need for, and value of, involving family members from the beginning of treatment and 

them receiving psychoeducation into the disorder and its treatment. This would then enable 

support networks to feel empowered to encourage the family member to accept help as well 

as be able to learn what interventions are available in the community, and what they entail.  

 
“You may as well be in a foreign country…” The inpatient experience and its 

influence on service engagement. 

The experiences young early psychosis consumers have as inpatients and the 

transition period from hospital to community care was a strong and very important theme that 

emerged both in the current focus group and the consumer group, as well as in research 

sourced for the literature review.  Having the opportunity to investigate this further with the 

consumer peer group was very important.   

One peer consumer offered this insight into the hospital experience and how it may 

impact engagement in community services post discharge: 

“Talking to some young people, especially male, one of the things that I think that they feel 

about the services is that attending an appointment may mean going back into hospital or 

being taken into a PICU (Psychiatric Intensive care Unit) area so there is a lot of trauma 

around coming to hospital. Also, medication they don’t want because of the side effects, the 

young men they found that very hard, and sometimes they are taking certain illicit substances 

to overcome the side effects of the medication……..it’s like this is it, you have got to do this, if 
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you don’t take your oral medication we will give you an injection. Imagine a young person 

every month getting an injection, its degrading so that probably also one of the things”. 

This comment demonstrates that some of the young consumers may have encountered 

a negative hospital experience which may have made them feel that their self-determination 

and autonomy in treatment decisions had been removed, resulting in a reluctance to engage 

with the community service.  In discussing continuity of care and what is in place to facilitate 

it, one peer worker reported that: 

“The peer workers try and fill that gap – we don’t have many, our peer workers, they work in 

the inpatient wards and the community teams. If they get to know somebody and they know 

that person’s moving into community services, they do try and follow up with that person and 

provide support to that person.” 

 
Having more peer workers acting as transitional agents may be effective in 

encouraging the young person to connect with the community service after hospital 

discharge, providing the consumers with a sense of control over treatment decisions and 

feelings of relatedness with their new service in the community. Following on from this 

comment, with regards to the transition period and why young consumers often do not 

continue with services after transition from hospital, another peer worker added: 

 
“When you are new to the system it’s such a foreign…… you may as well be in a foreign 

country where people are speaking a different language, and when you are close to ..you are 

breaking your leg to get out of there and when they say you are getting out tomorrow, the 

anticipation of being released is very much in the forefront of your mind and you will say and 

do and agree to anything just to expedite the process. Half the information they are telling 
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you is not even registering in your head. A lot of people will say anything just to get out of the 

door”. 

This comment cements the importance of being given information about the transition 

period to the new service on more than one occasion, particularly to provide a sense of 

belonging and relatedness for the consumer, who may understandably feel daunted and 

anxious about the transition. This theme was strong in the consumer focus group. Peer 

workers went on to make suggestions that may help with continuity of care for the consumer: 

 
“I think if they were assigned someone to escort them home, even a temporary case worker, 

to make sure that that person actually found somewhere to stay and was not put into a bad 

situation where they were reintroduced to drugs or whatever, that they could form a little 

rapport, that would facilitate them going and keeping that first appointment ….an 

appointment card, A welcome pack or goodbye pack where you could have all your 

information in there – support numbers, groups, stuff like that.” 

Having practical help when leaving hospital would likely result in the young person 

feeling more cared for and supported at a time when they may be feeling discombobulated 

and isolated, encouraging them to connect with the community service. Other peer workers 

were in agreement with this, adding: 

 
“What you experience in the Queensland health system is you might have a whole range of 

situations that change all the time and that support person is like an anchor, someone who 

can actually see you through the whole journey and talk about your personal recovery, that 

sort of continuity of care, someone persistently there”. 

 
Continuity of care has been seen in the literature, with the focus group and now with 

the consumer peer group, as being crucial for cementing in the young person’s mind the 
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belief that engaging with services can help them recover.  To do this it is important that the 

young consumer feels cared about and listened to, that they have some autonomy and control 

in decisions made about them, and that they feel they have the competency to use what the 

mental health system can offer, and that this help will continue throughout their recovery, as 

is explained in self-determination theory. If they experience distress as an inpatient, this has 

been shown to endure far beyond discharge, and so measures should be taken to support them 

whilst in hospital, and for this to continue as they transition into the more caring environment 

of community services. 

 
“Coming to the person who needs you is an indication that the system cares…” – 

Service and clinician factors in service engagement. 

The Early Psychosis Service offers an outreach service for all their consumers, and 

this appeared to be an anomaly when compared to many other mental health services, both 

nationally and internationally, when examining the literature.  As the Consumer Peer Group 

had used many Queensland mental health services between them, the research team were 

keen to investigate whether any other services offered this programme, and also to get 

feedback on its value to the consumer community. 

One peer worker who is a mum to a teenage boy, offered: 

 

“In our experience, Joe* got two home visits after his hospital inpatient times, and then he 

was required to go to the meeting, and the difference between the two of those was extreme.  

So, coming to the person who needs you is an indication that the system cares, which is 

invaluable.  The second thing is, what it actually takes to get to an appointment can be 

extreme and for my son it quite often ended up.... in a full half days preparation, avoiding any 

kind of meltdowns, doing everything to keep him calm, and we still quite often ended up with 
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meltdowns at some point either before during or after, and so you’ve completely lost the 

value of having an appointment in the first place – it’s taken so much out of the person to be 

there. And it’s taken so much out of the support person who have got very little left to give 

energy wise for the rest of the week.” 

 
This comment indicates the value of an outreach service. Another Peer worker agreed, 

stating that: 

 
“What’s really important to take into consideration with barriers of getting to appointments -

there’s costs involved. I know for myself personally I was unemployed, I had substance use 

disorder, I needed psychiatric help, however it was a cycle – the costs of putting petrol in the 

car, the costs of affording medications that weren’t on the pbs – I didn’t have $160 a month, 

so to get to an appointment unmedicated or either intoxicated, if someone had come to 

me…oh my gosh – I probably would have engaged with services.” 

 
It seems that for these consumers, when services offer an outreach service, it 

encourages the consumer to attend appointments and engage with the service, particularly 

when it may be difficult to travel to appointments.  Outreach helps moderate many ecological 

barriers to engaging with a service, such as having no money for public transport or not being 

able to drive. In discussing different services and what they offer, a peer worker further 

added: 

“I used to work with complex young people but they (services) would only go to those really 

extreme kids that were not coming out of their bedroom, not going out, so the general 

population of unwell young people had to go into the service, whereas if it was more open to 

them going out they got better results – the team that I was in, it was not just mental health 
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but all complex needs - we went to the young person, otherwise if we waited somewhere for 

them to meet us, it wasn’t going to happen”.  

 
The discussion with regards to offering an outreach service led to similar results 

found in the current focus group and the existing literature. The important message coming 

through is that outreach improves motivation to attend and engage with a service, which in 

turn improves recovery and outcome from mental illness. 

Finally, a male peer worker put into words what is really needed when looking to 

improve service engagement – ensuring the consumer feels that their case manager is 

empathetic, respectful, and offers autonomy, self-determination, and shared decision making 

in treatment planning and interventions: 

 
It’s important to remember that there is a huge power imbalance between the patient and the 

clinician…it’s about making that journey real for that person and they will engage, if they 

can understand and comprehend what…. their difficulties are and how to overcome them. 

And I think that if a clinician can keep that in the back of their minds, that there’s a huge 

power imbalance, and actually involving the clients and actually getting them to make real 

choices, and actually have choices around their treatment, this will breaks down a lot of 

walls that don’t need to be there. 

It was important for this study to give the consumers a voice throughout the project, 

involving them not just in the planning stages of the study, but in the methods, data collection 

and results. Obtaining feedback of the results from the consumer peer group meant that the 

research was able to offer an interpretation of the findings from the consumer’s point of view, 

respecting their lived experience and expertise in the area, and providing an invaluable 

understanding of their viewpoint to the research project. 
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This chapter has presented the analysis and results of the mixed method study.  The 

following chapter will offer an interpretation of the results in the context of previous 

literature and the theoretical framework of ecological and self-determination theory which 

underpins the study. 

* Pseudonym  

 
Summary of Results 

The quantitative and the qualitative phases of the study have been presented in this 

chapter. The most significant findings in the quantitative phase was that the ecological factors 

of substance use and employment status significantly impacted on attendance at the early 

psychosis service,  and that this result was only significant for males, suggesting that males 

motivation to engage with services is more impacted by both using a substance and being 

unemployed than female consumers. Other factors that were found to possibly influence 

attendance included diagnosis and cultural status. The findings of employment status and 

substance use was supported by both focus groups, and are strong ecological factors that can 

impact self-determination and thus engagement and recovery unless managed effectively by 

services. 

In the second qualitative phase of the study, the transition journey from inpatient 

mental health unit to community care was an unexpected but very important finding.  This 

indicates the need for this stage of treatment to be managed effectively, with support offered 

throughout the transition period to ensure maximum motivation to engage with the 

community service. Other factors which appeared to influence the engagement decisions of 

the young consumers included family and social support, help with practical matters such as 

returning to education and stigma. Experiencing a supportive therapeutic relationship also 

emerged as a crucial factor that encouraged service engagement for these young consumers.   
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The next chapter presents a discussion of the results in the context of previous 

research and the theoretical framework of self-determination theory, ecological theory and 

the recovery approach which underpins the thesis. 
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Chapter 8 – Discussion 

Introduction 

The previous chapter presented the findings from both the quantitative and the 

qualitative phases of the study. This chapter discusses the results in the context of the existing 

literature and the theoretical framework.  It also examines the implications of the findings and 

debates ways in which service engagement may be improved in light of the evidence 

presented herein. 

This study examined the attendance and engagement of 360 young consumers 

presenting to the community Early Psychosis Service on the Gold Coast in Queensland, 

Australia. The aim of the study, using a mixed method approach, was to analyse 

retrospectively a six-year period of early psychosis service provision from the CIMHA 

database to determine what factors may influence engagement in early psychosis services.  

The findings of this analysis were then presented to a focus group of consumers of the early 

intervention service to ascertain if these factors had relevance for them regarding their 

decision to attend and engage with a public early psychosis service on the Gold Coast.  A 

second focus group was held with the Gold Coast Peer Workforce Network Group 

(GCPWNG) to gather additional insight from the members, who were well qualified to 

understand the presenting issues of mental health including psychosis, and service delivery 

while also experiencing their own recovery journey. 

The study was underpinned by self-determination theory, ecological theory, and the 

recovery approach. The framework aimed to identify ecological factors that may impact on a 

young consumer’s  motivation and self-determination to engage with a service, and thus also 

influence their recovery. An analysis of those ecological factors which may have influenced 

attendance and engagement of the young consumers to the Early Psychosis Service was the 

focus of the study. The Gold Coast Peer Workforce Network Group represented the interests 



 

239 

of the young consumers throughout the study design, contributing advice and feedback on the 

initial design, assisting the development of the focus group questions, providing peer support 

during the focus group, and taking part in the final focus group discussion.   

The study has revealed the journey of attendance and engagement for the young 

consumers who have been admitted to an early intervention service for treatment of 

symptoms of early psychosis. Following diagnosis, they often found themselves on a 

challenging journey and may travel a difficult and tenuous pathway towards recovery. The 

journey that they have faced, and continue to do so, requires ongoing care, attention and 

assistance from mental health services.  A major issue for mental health services is 

moderating influencing ecological factors that may be influencing a young consumer’s 

motivation to engage with the service, with the ultimate goal of recovery from mental ill-

health.  

There are medical responses and pharmaceutical responses to psychotic disorders. 

Additionally, and importantly, there is also a major need for ecological, social, and political 

responses to issues that arise in their everyday lives.  These issues may include societal and 

community factors including physiological and biological developmental changes, political 

and economic circumstances, ethnic, cultural and community factors and family, peer and 

education circumstances (Carlson, 2011).   In many cases the lives of these young people 

have been disrupted to the extent that they require both medical and social assistance to be 

able to move forward and embrace life (as others of their age do). The young consumers have 

hopes and expectations and should have available to them the assistance they need to re-join 

society as functioning individuals.  The call for clinicians to find ways to be more proactive 

with this population is very clear. The caring philosophical framework long pursued so 

successfully by the social work profession, the theories and the models of care that are so 

important in assisting such a group are crucial to helping these young consumers to negotiate 
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barriers to engagement with services, and recover well. This penultimate chapter draws 

together the data and the findings of the study and considers the service engagement journey 

of these young people. 

The findings are discussed and offer an interpretation of how the results fit into the 

wider context of mental health, and the importance of considering social and community 

factors such as support networks and stigma in mental health practice. A theoretical 

framework is utilised, and the concepts therein, as well as existing empirical evidence 

reported in previous research are used to underpin the study.  The discussion considers 

relevant literature and examines the implications for practice with youth experiencing early 

psychosis.  

This is the first mixed methods study to examine the Gold Coast Early Psychosis 

Service, making these results an important and valuable tool for informing future service 

delivery.  Furthermore, the study makes an important contribution to the mental health 

literature both nationally and internationally, and increases the theoretical and knowledge 

base in this specialized area of social work clinical practice. It was undertaken in a unique 

area of Australia that has a very transient population and is home to many migrants as well as 

holidaymakers who come for a shorter period of time, including Schoolies graduation 

celebrations, and other young adults. The Gold Coast area is quite different from areas of 

previous research in early psychosis engagement both in Australia and overseas, which has 

been commonly undertaken in major cities such as Melbourne, or rural communities (Conus 

et al., 2010; Rickwood et al., 2015; Sun et al., 2008; Tindall et al., 2020). This means that 

similar areas can benefit from recommendations for interventions that may emerge from the 

findings of this study.  

The study identified key factors that may influence the engagement of the young 

people referred to the early psychosis service on the Gold Coast using a theoretical 
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framework of ecological and self-determination theory . This framework aimed to examine 

ecological factors that may influence a young person’s decision of whether or not to engage 

with the EPS while considering how these factors may be affecting the young consumers self-

determination to engage with the service in order to reach the goal of recovery.  These 

findings are supported by the international literature which suggests that using substances, 

employment status, indigenous status, family and social support, the therapeutic relationship, 

and personal or clinical factors can influence attendance and the engagement of youth in early 

psychosis services. Interestingly, in the focus groups, the issue of substance use arose.  This 

finding had not been highlighted in any of the previous qualitative research discussed in the 

literature review (see chapter three), possibly because of social desirability bias, i.e., the 

young consumers may not have wanted to speak about substance use in previous research for 

fear of being judged.  Social desirability bias did not appear to be a barrier in the focus group 

in this study.  

While the relationship with the consumers’ case manager was not able to be measured 

in the quantitative data, it was a definite and strong key theme in the focus groups.  

Moreover, finding that the consumer’s experiences in the hospital as an inpatient impacted on 

their future service expectations and thus possibly their engagement, was a major unexpected 

and important key theme arising from the data in the qualitative phase of the study.  The way 

the transition period was managed between leaving hospital and engaging with the 

community service, and how this process influenced the decision on whether to remain 

engaged with treatment or not, was another decisive finding. 

To begin the discussion, data from the quantitative phase of the study will be reported, 

followed by a discussion of the findings from both the quantitative and qualitative phases of 

the study. In doing so, past research and the underpinning theoretical framework are taken 

into account. 
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Demographics of the Gold Coast Early Psychosis Cohort 

Initially, the data extracted from the CIMHA database was analysed to provide a 

clinical profile of the population attending the Early Psychosis service on the Gold Coast 

between January 2011 and January 2017.  Consistent with the international literature, the 

majority of consumers attending the service were male, (70% being male gender and 30% 

female).  This finding is consistent with previous data collected regarding the gender of 

people experiencing psychosis (Australian Government, 2010). Only 4% of this population 

were of Aboriginal and Torres Strait Island heritage; this is less than reported in other mental 

health services Australia wide (Jorm, Bourchier, Cvetkovski, & Stewart, G. (2012).  One 

reason for this may be that these consumers may be referred to more specialised Aboriginal 

or Torres Strait Islander services such as Kalwun, or, perhaps that this group of young 

consumers are more reluctant to seek help and do not attend mental health services. However, 

it should also be noted that 4% is an overrepresentation of the total 1.7%  population of 

Aboriginal or Torres Strait Islander residents on the Gold Coast (Council of the City of Gold 

Coast, 2016). 

When postcodes for the cohort were examined, there was a significant clustering 

around the suburbs that had either mental health services nearby, or correction centres, for 

example in Wacol, Southport, and Robina where the Early Psychosis Service is situated.  

This suggests that consumers may seek to live near to services that they have used, or are 

currently using, either as the areas are familiar to them, or for convenience of visiting 

services to attend appointments if outreach is not available.  

One anomaly was the large numbers of people experiencing symptoms of psychosis 

who lived in the areas surrounding Coomera, Yatala and Pimpama, where there is currently a 

paucity of mental health services.  A lack of available services locally is problematic as it 
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suggests that those individuals experiencing mental illness disorders (including psychosis) 

may not currently have access to the treatment and support they need from local services, 

thus leading to delays in diagnosis and poor recovery. Although the Early Psychosis Service 

does use outreach to visit these consumers, there are many other mental health services (for 

example the majority of services discussed in the literature review) that do not have an 

outreach programme (Anderson et al., 2013; Kim et al., 2018; Lucksted et al., 2015). This 

may make it difficult for some consumers to travel to appointments. Furthermore, knowing 

that a service is located so far away might discourage young people from keeping 

appointments, particularly if they are already reluctant to engage with those services. This 

area of the Northern Gold Coast has in recent years seen a large rise in development and is a 

rapidly growing population. Plans are in place for services to be opened in the vicinity of 

these suburbs in order for residents to have access to services close to home. This is a 

welcome initiative as it is likely to improve service engagement, particularly when assertive 

outreach is not available, which has been shown to be effective in moderating negative 

ecological barriers to service engagement such as not being able to drive to a service that may 

be some distance away. 

The suburbs where there appeared to be clusters of young consumers from this cohort 

residing reflected those described in the socio-economic index for areas in the upper levels of 

disadvantage (Australian Bureau of Statistics, 2016). The data shows that the suburbs of 

Southport, Pimpama, Coomera, Nerang, Palm Beach and Surfers Paradise were all well 

above the median level of socio-economic disadvantage when compared to the other suburbs 

in the Gold Coast (Australian Bureau of Statistics, 2016). This supports the theory that those 

at risk of social deprivation are also at risk of mental ill-health (Kim et al., 2018).  The impact 

of low socio-economic status on service attendance is also supported by the underlying 

theoretical framework which implies that negative ecological factors may influence self-
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determination and motivation to attend. This indicates the need for a more assertive outreach 

programme aimed at young people who are identified as being at a greater risk of low socio-

economic disadvantage and, as a consequence, have poor engagement and subsequent 

outcomes (Kim et al., 2018). Interventions should also include peer support and practical 

advice for employment and education where appropriate. 

The finding that areas of disadvantage are associated with higher levels of mental ill 

health has been also corroborated in past research (Reynolds et al, 2019). As these 

researchers also found, opening a new clinic in a more convenient location still did not 

achieve improved rates of service engagement. The fact that offering the service in a closer 

location did not improve engagement rates adds support to the evidence found in the current 

study that rather than location of service, perhaps one of the most important factors that 

appears to encourage engagement is for services to offer an assertive outreach programme.   

Living with others did not appear to impact on engagement with services in the 

quantitative phase of the study for this cohort of young people.  The difficulties in identifying 

who the young people lived with in this particular dataset may have skewed this finding.  It 

could also be true that family members may actually discourage service attendance due to 

fear of stigma, or a family member may have previously encountered a negative experience 

when attending mental health services, and the member then dissuaded their loved one from 

attending (as found in the GCPWNG focus group).  A further interesting finding was in 

regard to education levels.  Approximately half of the cohort finished school at Grade 10, and 

would have been in the age range of 15-16 years.  This is the age when many young people 

begin to experience early symptoms of psychosis which can include neuro-cognitive deficits 

and functional decline – both of which would make schooling very challenging (Jackson & 

McGorry, 2009).  It is likely that this may explain the decision of so many young consumers 

in this age group to leave education in year 10; a factor that could not be verified in the 



 

245 

current study as the age range of participants began at 18 years old.  Future research may 

confirm this theory, but it does support the evidence that non-attendance at school may likely 

impact self-determination to reach a goal, therefore predicting the young person’s future non-

attendance at the Early Psychosis Service. 

 
Co-treatment of Substance Use and Psychosis 

One of the most important findings in both the quantitative and qualitative phases was 

that substance use during treatment had a negative influence on service engagement. This 

finding is also supported by findings in many previous studies (Brewer et al., 2015; Conus et 

al., 2010; Cotton et al.,  2011; Stowkowy et al., 2012; Turner et al., 2017).  This key finding 

is problematic for service engagement.  As a young person may feel unable to attend a 

service due to feeling unwell following drug or alcohol use, or they may feel guilty for not 

being able to abstain, and fear getting into trouble or being judged by their case manager. 

Therefore, they choose not to engage in treatment. This idea is supported by the theoretical 

framework employed by this study that suggests that ecological factors likely influence 

individual self-determined decisions. Studies have also shown that youth who use a substance 

while experiencing psychosis are less likely to engage with their service, as well as being less 

likely to take part in social and vocational activities that aim to enhance treatment outcomes 

and subsequent recovery from psychosis (Cotton, et al., 2011). 

In the quantitative phase of the current study, substance use was associated with low 

service attendance, but to a lesser significant level, it was also associated with good 

attendance.  Interestingly, the impact of substance use and service attendance was only seen 

in male consumers when the genders were split, as non-significant associations were found 

between substance use and engagement, and being female.  This may indicate that males may 

use substances more, and consequently, become more unwell. Alternatively, males may be 
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more frank about talking about substance use. Furthermore, females may be more resilient to 

ecological factors affecting other areas of their lives. This could possibly be due to often 

having more supportive social networks (Canady, 2019).  In the consumer focus group, there 

was discussion on how using a substance can affect the way the young consumers feel, both 

physically and mentally.  As noted, using a substance often resulted in feeling unwell the 

following day, which in turn led to cancelled service appointments.  The guilt of not being 

able to, or wanting to abstain, meant a reluctance to see the case manager lest they got in 

trouble, or fear of disappointing their case manager, and possibly even to avoid feelings of 

being judged for not “doing well”.  

The implications of substance use are serious in this population.  The rates of 

consumers with first episode psychosis who also use substances are significantly higher than 

those that do not, with some studies reporting a rate of 40% or more (Wade et al, 2006). The 

issue of continuing substance abuse while under treatment for early psychosis needs greater 

consideration from service providers due to non-compliance with treatment in this 

population.  The co-existence of both substance and mental health disorders have been found 

to be resistant to treatment. This indicates the benefits of treatment that integrates principles 

from both Mental Health and Addiction Services (Spidel et al., 2015).   

Research has also shown that those using substances are less likely to join in social 

and vocational groups and support networks (Cotton et al., 2011). This is an important 

finding, as in the current study, the focus group results revealed that some of the participants 

reported feeling isolated, and that they had no friends and no support from peers or others 

experiencing the same symptoms or diagnosis as themselves.  Previous research has 

suggested the helpfulness of peer groups and group interventions in order to combat stigma, 

provide a sense of belonging, and for young people to be able to hear the stories of others 

with lived experience (Stewart, 2013). The importance of hearing the experiences of others 
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was highlighted in the consumer focus group held in the current study. Introducing young 

people to their peer culture would assist them being able to see beyond their own diagnosis 

and the challenges that brings, and enable them to value their lived experience and begin to 

develop competencies within a supportive peer support context (Stewart, 2013). 

The current hypotheses attempted to explain why rates of substance use are so high in 

those experiencing symptoms of psychosis.  Explanations seems to follow one of two paths – 

either the substance use causes psychosis, or psychosis causes an individual to self-medicate 

with a substance in order to ‘treat’ symptoms (Khantzian, 1985). Most evidence however 

suggests that many people begin to take substances before the onset of any symptoms. One 

study found that cannabis use was associated with a higher risk of experiencing symptoms of 

schizophrenia, even after controlling for participants whose symptoms of psychosis had 

appeared before any cannabis use (Arseneault, Cannon, Poulton, Murray, Caspi, & Moffitt, 

2002).  This result suggested that the use of cannabis was not secondary to pre-existing 

symptoms of psychosis.  Furthermore, using cannabis at a young age (below 15 years) 

resulted in a 10% rise in a diagnosis of schizophreniform disorder by age 26 years 

(Arseneault et al., 2002). These results suggest the importance of services treating both 

mental health and co-morbid substance abuse concurrently (Jackson & McGorry, 2009).  

Psychoeducation with regards to substance use as students enter secondary school may be 

useful in reducing these numbers as many may not be fully aware of the risks they may be 

taking in using substances, particularly at a young age.   

In the current consumer focus group study, some consumers reported a reluctance to 

engage with the service if they had recently used a substance as they perceived that they may 

have let themselves and others down, although others in the group advised that this should 

not deter engaging with their clinician at the service.  Feeling demotivated to attend the 

service following substance use supports the idea that ecological factors may impact an 
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individual’s self-determination to pursue aspirations.  In the GCPWNG focus group, using a 

substance was suggested as a possible coping strategy to deal with trauma or symptoms that 

are causing distress to the young person. Psychoeducation, along with more effective 

empirical coping techniques given in a non-judgemental and supportive way may help greatly 

with changing these maladaptive perceptions and strategies.  

Ecological theory (ET) and self-determination theory (SDT), which both underpin the 

research, help to explain how substance use can deter a young person from engaging with a 

mental health service.  Initially, an individual may choose to use a substance because of peer 

pressure, or other ecological factors such as to cope with stress, or social isolation, or even as 

a coping strategy which has developed to deal with symptoms (Payne, 2014). These 

ecological factors can influence an individual’s motivation to reach a goal (in this case 

engagement and subsequent recovery) and impact on their desire to make positive changes in 

their lives (Morse et al, 2014). Furthermore, motivation to change, which comes from others 

such as case managers and family members, can be seen in SDT as being controlled and 

coercive if the individual does not have the autonomous motivation to change their behaviour 

(Deci & Ryan, 2008). Previous research has shown that this does not result in the desired 

outcome in the long term (Deci & Ryan, 2008).  

A study by Cleverley (2018) used self-determination theory to examine how parents 

motivated their youth aged offspring to engage with substance disorder treatment.  The 

research found, in line with self-determination theory, that the young people wanted to make 

the decision to access help autonomously, but that they also required external motivation 

from family or friends to provide support to do so.  These approaches are congruent with 

basic needs of SDT; the autonomy to make the decision oneself, the relatedness of supportive 

relationships and the competence, or belief that the goal of recovery could be achieved all led 

to treatment engagement (Cleverley, 2018). In support, Cornelius, Earnshaw, Menino,  
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Bogart, and Levy (2017) found that when caregivers took charge of treatment decisions, 

young consumers were not actively engaging in treatment, but when the adolescents were 

allowed to make treatment decisions, they took more ownership and were more invested in 

their treatment and service engagement increased.   

As with the principles of SDT, the consumer having feelings of autonomy and 

competence in decision making, and the caregiver offering support for the young person’s 

autonomy, relatedness and competence, results in better outcome in substance use treatment 

(Klag, 2010). In the consumer focus group phase of this study, the principles of self-

determination theory could be seen by the participants showing increased motivation to 

engage with the Early Psychosis Service when they perceived that they had the support, the 

autonomy and the competence to succeed in the goal of recovery.  

 
Personal/Demographic Factors 

The impact of certain personal and demographic factors on the young person’s 

decision of whether or not to attend or engage with services was an important consideration.  

Both the quantitative and the qualitative phases of the study highlighted how certain personal 

or demographic factors impacted on attendance and engagement with the early psychosis 

service.  Factors including feelings of stigma, symptoms and diagnosis, employment status, 

gender and repeated admissions, and being under an involuntary treatment order can all 

influence an individual’s motivation to attend services. 

Recognising Aboriginal and Torres Strait Island Status to Improve Attendance 

Nobody of Aboriginal or Torres Strait Islander status took part in the main consumer 

focus group, although there was one Aboriginal or Torres Strait Islander who made insightful 

comments in the peer group discussion.  Aboriginal or Torres Strait Islander status was a 

factor which arose when measuring service attendance in the quantitative phase of the 
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research.  Cultural factors have been found to be influential in the decision to attend or 

engage with a service in previous studies, but the challenges in engaging Aboriginal or Torres 

Strait Islander people in mental health services are probably unique due to the traumatic 

historical context (Westerman, 2004).  Although the number of  Aboriginal or Torres Strait 

Islander consumers referred to the Early Psychosis Service was small, the current findings 

support previous Australian Mental Health studies; that is that Australian indigenous people 

do not appear to access mental health services at a level that is consistent with their needs, 

and when they do, they do not appear to stay engaged with the service for very long 

(Westerman, 2004). 

One reason for this may be the belief of indigenous people that mental health services 

often fail to adopt an understanding of how indigenous people conceptualise mental health 

and perceive such services as not being culturally respectful (Westerman, 2004). This would 

mean incorporating into mental health practice an understanding of the importance of family 

and land to indigenous people, treating symptoms of mental health holistically, using cultural 

consultants to engage consumers and using a communication style which is less direct and 

therefore appears less pressured and demanding (Westerman, 2004). Taking a different 

approach when engaging indigenous people to mental health services, and respecting their 

cultural sensitivities would likely meet with more success with this difficult to engage group. 

 There are a number of community-based and national ethical protocols, guidelines, 

and practice principles that are important to acknowledge and be guided by when working 

with Aboriginal and Torres Strait Islander people and their communities to promote 

participation and engagement (Walker & Sonn, 2010). Social workers and other health 

practitioners should be particularly aware of the cultural, historical and contemporary 

experiences of Aboriginal and Torres Strait Islander people (Walker & Sonn, 2010).  Any 

planned interventions and research projects need to be developed with the target population, 
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should be delivered sensitively, be tailored to the needs of the community, and should not be 

forced, or perceived to be forced, upon those communities. The target community should be 

involved in all stages of initiation, evolution, implementation and appraisement of the 

program or project (Dudgen, Milroy, & Walker, 2014). The methods used for program 

implementation  should create confidence among collaborating Aboriginal and Torres Strait 

Islander and non-Aboriginal and Torres Strait Islander health agencies. 

 To work effectively with communities, health workers and policy makers need to be 

skilled with Indigenous concepts, aware of their culture, have advanced practice skills in 

justice and human rights theories and able to work without discrimination (Australian and 

Indigenous Healthinfonet, n.d.).  The organisations also should be committed to seeking to 

gain cultural competencies in these areas (Australian and Indigenous Healthinfonet, n.d.).  

Queensland Health have an Aboriginal or Torres Strait Islander health team that promotes 

high quality, patient centred and culturally appropriate health care for Indigenous people, and 

services such as these may be perceived as more suitable to young Indigenous people with 

psychosis.  The provision of these specialised services may partly explain the low numbers of 

Aboriginal or Torres Strait Islander people in attendance at the Gold Coast Early Psychosis 

Service.  

Using self-determination theory in one’s practice with Aboriginal or Torres Strait 

Islander people would be very helpful when considering past displacement, trauma and 

disadvantage that indigenous people have lived with past and present (Bland, 2015). 

Promoting autonomy and self-determination in clinical practice, by encouraging shared 

decision making and having consideration for factors such as tribal and family connections, 

and a connection to land, would assist in encouraging engagement, as would having 

indigenous case workers who have an understanding of the challenges that Aboriginal and 

Torres Strait Islanders face in their everyday lives, all of which may result in untreated 
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mental illness.  Having mobile and flexible indigenous case workers who can travel within 

different services to offer interventions to indigenous consumers may be crucial in 

responding to the issue of low attendance in this population.  

 
Supporting the Return to Employment and Education 

The finding that the ecological factor of unemployment was a strong indicator of 

disengagement in the quantitative phase of the study is also supported by previous research 

(Turner et al., 2009). Despite this finding, every participant in the consumer focus group was 

unemployed, yet they were still motivated to attend both the service and the group. 

As with substance use, when the data file was split for gender during analysis, the 

association with attendance and unemployment was only significant for males. The impact of 

unemployment on the mental health of males in particular is well documented, with men 

often considering their job to be a part of their identity (Strandh et al., 2013).  Therefore, it is 

likely that being unemployed would also affect a male’s motivation to attend services. The 

reasons for low attendance in the unemployed males may be explained by ecological and self-

determination theory.  These young people may not be intrinsically motivated to achieve 

goals as they may feel that they are not in control of their lives, symptoms, or behaviour, that 

they do not have the support to encourage them to reach their goals, or that they would not 

effectively be able to deal with their environment or have a mastery over their tasks.  If one 

of these basic needs is missing, this would affect every area of their lives, and they may feel 

unable to go back to work or study, attend services or have the motivation to achieve other 

goals.  Ecological factors, in this case unemployment, may adversely impact the young man’s 

self-determination to reach a goal, in this case attending services in order to enhance 

recovery. This would also apply with symptoms and diagnosis, for example, as was heard in 

the consumer focus group, if an individual is experiencing depression, they may not feel that 
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they have mastery to achieve their basic needs, and this would therefore impact their 

motivation to strive for goals.  

In contrast, the participants who attended the consumer focus group were all 

unemployed but were also well engaged with the Early Psychosis Service, and they also 

chose to participate in the focus group study.  This may have been because they felt 

intrinsically motivated to recover from their disorder and continue their lives.  They appeared 

to possess the feelings of competence, relatedness and the autonomy required to reach the 

goal of getting back to their previous functioning lives, in line with self-determination theory.  

Although none were working at the time of the focus group, many discussed attending 

placements or Technical and Further Education (TAFE), and were clearly beginning to feel 

motivated to get back to living as normally as soon as possible.  However, the GCPWNG 

focus group reported that, particularly for males, being unemployed was often a source of 

shame and feelings of low self-esteem, perhaps because men are often raised with the belief 

that they should be the breadwinner and provide for their families. Being unemployed may 

thus result in a loss of their perception of being self-determined, leading to a lack of 

autonomous motivation to reach goals such as engaging with services and recovering well 

from mental illness.   

The results of the quantitative data, and the GCPWNG focus group findings tended to 

suggest that treatment approaches for males and females should be different – with 

interventions for males being more concentrated on practical factors such as getting them 

back into the workforce or education. Perhaps this could be achieved by offering training, or 

assistance when applying for vacancies or courses.  The results also indicated that male 

substance use influenced male consumer’s service engagement negatively. It would also be 

advisable for any substance use to be addressed either before, or subsequent to, treatment for 

psychosis.  This would enhance opportunities for achieving successful engagement with early 
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psychosis services. Females do not seem to be as negatively impacted by ecological factors, 

therefore it may be that their treatment plan should be more focused on relationships, 

counselling and support as well as more practical concerns, as females are generally known 

to respond well to these types of interventions (Gilbert, 1992). 

 
Reducing Symptomology to Improve Wellbeing and Recovery 

The impact of the assigned diagnosis, and the associated symptoms experienced were 

a significant predictor of service attendance and engagement in both the quantitative and 

qualitative phases of the study.  In the quantitative phase of the study, using bivariate 

correlation calculations, a diagnosis of acute or non-organic psychosis was related to good 

attendance. However, when a multinomial regression model was applied, the results 

suggested that a diagnosis of acute/non-organic psychosis had a stronger association with 

greater poor, or low, attendance than good attendance. In the consumer focus group, 

discussion of symptoms centred around depression and how, when somebody is experiencing 

these symptoms, the symptoms can lead to demotivation to seek help, accept help or even to 

help themselves. This finding is also reported in previous research. As Macbeth et al. (2013) 

found, both greater positive and negative symptoms of psychosis led to higher levels of 

service disengagement.   

A further observation made by the facilitator of the consumer focus was that the two 

participants with a diagnosis of paranoid schizophrenia contributed the least to discussion, 

with one actively removing written comments he had made for an activity to prevent them 

being read out to the rest of the group.  A diagnosis of paranoid schizophrenia includes 

beliefs that someone, or some force, means to harm the person experiencing the disorder and 

leads to the individual avoiding harm by minimising contact with others and remaining 
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constantly vigilant for threats (Rieger, 2011).  This may explain the reluctance of these two 

young people to participate fully in the group.   

In contrast, Conus et al. (2010), Stowkowy et al. (2012), and Turner et al. (2007) 

found that lower symptoms were associated with disengagement, possibly due to an 

individual feeling that they were not unwell enough to attend services, or that they were 

recovering well without further intervention.  Furthermore, when symptoms are lesser and an 

individual is functioning well in everyday life, this may enable them to ignore symptoms to 

the extent that they do not recognize that they are unwell.  Other studies noted that a lack of 

insight about a diagnosis appeared to strongly impact on a consumer’s decision to attend or 

engage with services in past research (Turner et al., 2009; Myers 2017).   This makes 

psychoeducation about symptomology an important issue that needs to be attended to at an 

early stage of the diagnosis.  This would serve to encourage early intervention before 

symptoms worsen to assure a good recovery from psychosis. 

 
Social and Political Action 

The issue of stigma and “feeling normal” was unable to be measured in the 

quantitative phase of this study, but it was found in past studies and also developed as a 

theme in the focus groups.  A participant in the van Schalkwyk et al. (2015) study reported 

wanting to be treated as just a regular guy with a condition.  In the current qualitative phase 

of this study, a young consumer expressed his opinion that many young people did not 

engage with the early psychosis service due to perceiving the stigma associated with mental 

health issues. This meant as soon as they could, they stopped attending and engaging with 

services. The same young consumer had previously expressed that his father was “no good 

with mental health stuff” and so the issue of mental health stigma is clearly an important 

issue with many young consumers and their families.  This experience was supported in the 
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GCPWNG focus group, where one Peer worker mentioned a family member being very 

reluctant to enter a mental health unit for fear of being seen by an acquaintance. This view 

could be challenged by, and addressed by, more public education to reduce stigma. Education 

in the community may help to mitigate ecological factors such as feelings of stigmatisation 

that likely impact self-determination and thus motivation to pursue recovery. Public 

education is particularly important in schools, universities, and the workplace, where mental 

health issues can be widespread but hidden. Consumers in the public eye should be 

encouraged to discuss their encounters with mental ill health and services, as this would serve 

to begin to normalise their experiences and that of others and promote more discussion and 

discourse.  

In the quantitative phase, due to continuous change of voluntary and involuntary 

status, it was very difficult to measure the impact of involuntary or voluntary status on 

service attendance due to frequent changes of status during service provision.  Previous 

research has reported mixed findings on whether being under an involuntary treatment order 

encourages or discourages service attendance or not, maybe due to the difficulties in 

measuring.  In this study, five out of the six focus group members were under an involuntary 

treatment order.  All of the young people who attended the group were well engaged in the 

service. All but one reported that they received so much benefit from being engaged with the 

service that they would still attend even if they were not mandated to do so.  One participant 

did state that he would not attend the service if not mandated, however, he also reported 

getting benefits from being involved, including making friends and getting help with practical 

matters such as accommodation and job information.  This suggested that assisting with 

reducing ecological barriers had shown this young consumer the advantages of engaging with 

the service. 
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It may be the case that once a young person is connected with the service, they feel 

the benefits and positives of doing so, even though being on an involuntary treatment order 

does make that initial connection mandatory. This emphasises the importance of engaging the 

consumer in treatment with the community service early in service provision so that, 

regardless of involuntary status, the young person knows what is involved and feels a 

connection to the service at the very beginning of their journey to recovery.  The importance 

of shared discussions about recovery and building a solid therapeutic relationship is likely to 

enhance sustained engagement into the future.  This essential initial engagement period 

would allow the young person to begin, with assistance, to gain tools and strategies to 

challenge any impactful negative ecological factors and motivate the young consumer to 

engage with the service and recover from their disorder. 

The theory of self-determination provides an appropriate theory to explain why an 

involuntary treatment order is not always the most successful way to encourage engagement 

with mental health services.  The theory posits that external motivation, which is where a 

person’s behaviour is controlled by the demands and control of others and the promise of 

punishment or reward, does not have the same beneficial outcomes as autonomous or 

intrinsic motivation, which leads to long term and maintained positive change in future 

behaviours (Deci & Ryan, 2008).  Therefore, to promote autonomous motivation rather than 

to rely on external motivation is likely to reach better outcomes. Using interventions such as 

motivational interviewing may be useful in order to ensure the decision to attend and engage 

with services comes primarily from the young person. Motivational interviewing has been 

shown to lead to better recovery in the long term (Deci & Ryan, 2012).  As found in the 

current study in the consumer focus group, once the young people had decided to engage with 

the service, they tended to acknowledge the benefits and stay engaged over the longer term. 
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The Importance of Supportive Networks 

Family and social support was measured in the quantitative research by the variable 

“living with,” and the findings were insignificant in that phase of the study.  The fact that 

other social support, such as from friends and more formal support networks, could not be 

examined as the data (for this was not available from this dataset) may be a factor in the lack 

of significance found when analysing the support network. In direct contrast to findings in the 

quantitative study, it was clear that family and social support was an important factor in 

influencing the young people’s decision of whether or not to engage with the service in the 

focus groups. In more than one instance, the young people were encouraged by family 

members to engage with the service, with participants stating that they would not attend the 

service as much without coaxing from a member of their immediate family.  Indeed, one of 

the participants in the current focus group was recruited by his mother, who, worried about 

his social isolation, felt that attending the group would be a rewarding and positive 

experience for him. Without her direct intervention, he probably would not have attended.  

This young consumer also acknowledged the value of attending the focus group and hearing 

the experiences of his peers during the discussion. 

Much of the previous research reviewed also found an association with social support 

and service engagement.  Stowkowy et al. (2012) and Dixon et al. (2015), both found that 

family and social support was crucial in encouraging the young consumers to engage with 

services.  Conus et al. (2010) also found that living apart from family post discharge was a 

significant predictor of disengagement in their study, as did Casey et al. (2016).  However, in 

contrast, during discussions at a GCPWNG group monthly meeting attended by the 

researchers, some consumers explained that they had been actively discouraged from 

attending mental health services by family members – this was reported as being because the 

family wanted to avoid the stigma of a mental health diagnosis, or a family member had been 
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a previous consumer attending a mental health service and had experienced  a negative 

encounter which made them reluctant to see a loved one going through a similar situation. 

Self-determination theory can explain the way that friends and family can best 

encourage a young person’s motivation to engage with services and give support during the 

process of recovery, which has been seen to be more effective than coercing or forcing them 

to engage with services.  A crucial element of self determination theory is relatedness – 

perceiving a sense of belonging and feeling supported to, then, feel the autonomy and 

competence to strive towards an aspiration – recovery – by way of engaging with the service. 

To include family and other social networks in treatment plans is important. Families 

should be offered information on the phases and symptom of psychosis, how to manage them 

and how to support their loved ones on their recovery journey. Families and other social 

support groups should also be offered support themselves, as primary carers of those with a 

mental health disorder are known to feel psychological distress and are also prone to mental 

health issues themselves, in particular anxiety and depression, and suicidal ideation 

(Stansfeld et al., 2014).  Group programs comprising both consumers and carers may be 

advisable. This would ensure that everyone concerned was agreeable and collaborating in 

treatment plans in relation to treatment goals and the consumers wishes.  Group therapy 

sessions or even social group activities are suggested to combat the social isolation and 

exclusion that many young people with early psychosis report feeling, to enable them to 

socialise with peers with similar lived experience (Cotton, 2011). Participants of the focus 

group in this study reported that meeting peers with similar experiences was helpful for 

encouraging service engagement and assisting in the recovery process.  This may have been 

as their own symptoms were normalised when hearing the lived experience of others. 
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Developing a Supportive Therapeutic Relationship  

It was not possible to measure the therapeutic relationship in the current quantitative 

phase of the study, however, the importance of the therapeutic relationship was clearly 

demonstrated in the systematic review of the literature undertaken.  The current qualitative 

phase of this research also reinforced the importance of the therapeutic relationship for 

subsequent consumer engagement.  One common factor was the importance of the case 

manager understanding and acknowledging the consumers goals. This is an essential factor in 

engagement, as often consumers reported a mismatch of their goals with that of the clinician, 

and this impacted on their service engagement (Cotton et al., 2011; Tindall et al., 2020). This 

emphasises once more the importance of shared decision making.  At times, with involuntary 

patients, it may prove difficult to share decisions but importantly the clinician should 

carefully seek to bring an understanding of the pathway that was needed to be taken in order 

to plan for recovery.   Self-determination theory demonstrates the importance of relatedness 

and support to promote feelings of autonomy and competence to encourage the pursuit of an 

aspiration or goal (such as recovery). 

 
Assertive Outreach 

Participants of the consumer focus group were very clear that the therapeutic 

relationship was extremely important in influencing their decision to engage with the Early 

Psychosis Service. Participants spoke about the importance of being given assistance with 

practical support, another factor supported in previous studies as outlined in chapter three. 

The support and respect that the consumer received from their case manager was also an 

important key aspect.  By far the most important factor that encouraged the therapeutic 

relationship, and thus service engagement, was that the Gold Coast Early Psychosis Service 

offers an assertive outreach service which means that the young people can be visited in a 
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place of their choice, where they feel comfortable and secure.  This was particularly helpful 

for those with preschool children, as well as when symptoms may be causing them to feel 

unwell and reluctant to see their case manager.   

This finding from the consumer focus group was further supported by the results 

found in the GCPWNG focus group, where one mum reported that not only did travelling to 

see the young person show that the service cared, but that for some consumers, the stress of 

preparing to visit the service caused trauma for the whole family.  It was clear from both 

focus groups that offering an outreach service was a vital component of the Early Psychosis 

Service provision.  

The idea of outreach in Early Psychosis Services in Australia originated with a model 

developed by Orygen and used in their early psychosis program when certain circumstances 

were present, such as with persistent appointment non-attenders (Orygen, 2016). In the 

previous studies reviewed in chapter three, it was not always clear exactly how many of the 

consumers attending the services in discussion were offered outreach. It appears that some 

services do offer this service to some of their consumers, but often only for certain groups of 

hard to engage consumers, or in certain situations. The current study indicates that for the 

Early Psychosis Service, it has been a crucial element to offer outreach to all consumers 

referred to the service, in order to maintain good engagement. 

The outreach program offered by the Gold Coast Early Psychosis Service succeeds in 

breaking down many barriers to engaging with a service, including those of having limited 

finances for travelling to appointments, being employed or in education, and other competing 

demands such as connection to other services such as substance use counselling and 

correctional services (Orygen, 2016).   These ecological barriers are crucial to conquer as 

they may impact on the young person’s motivation and self-determination to engage with the 

mental health service. 
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Mental health services are essential for good recovery. This makes having a case 

manager who is flexible and will visit at a convenient time and location very important in 

encouraging regular engagement with the service. Being away from the clinical setting may 

also help the young person to relax and open up more about their feelings, symptoms and 

concerns.  From the findings in this study, a recommendation is that all early psychosis 

services offer every young consumer access to an outreach program. This would serve to 

encourage better engagement, as this factor was probably the most key and important finding 

that emerged during the consumer focus group study. The findings from the GCPWNG focus 

group cemented the importance of this factor – fewer young people would engage with the 

service if they had to visit the service and so an outreach service was vital to encouraging 

engagement in this cohort.  Offering outreach overcomes the ecological barrier of the young 

person having to find a way of getting to the service, and an impediment such as this could 

make the difference between them engaging with the service or not. 

Personal Positive Change and Building the Therapeutic Relationship 

The personal positive change the young people had observed in themselves since 

engaging with the service was a further factor that was explored in the qualitative phase of 

the study and was also reported in the literature review of previous research as being 

significant in encouraging engagement.  Much of the discussion centred on recognising bad 

habits such as substance use and becoming motivated to change those behaviours to begin to 

want to attain goals.  Another factor was the gradual feeling of getting their life back on track 

and feeling able to achieve goals such as resuming education, employment and socializing 

again. Although in many past studies this was not often directly discussed, many of the 

participants in the current study and previous literature spoke about the importance of the 

journey towards recovery and feeling able to reach life goals and getting back to normal 

(Allard et al., 2016; Lucksted, et al., 2015; Van Schalkwyk et al., 2015).  This view reflects 



 

263 

the basic ideas behind both ecological theory and self-determination theory – the ecological 

factors which are acting as a barrier to reaching a goal need to be dealt with in order for 

autonomous motivation to begin to develop along with the desire to reach the goal of 

recovery. 

Feeling that the relationship with the case manager was trusting, respectful and client 

centred was a regularly occurring theme both in the consumer focus group study and in the 

international literature for encouraging service engagement.  Young people want the 

experience with their case manager to be supportive, flexible and friendly, and they want to 

feel seen and be heard by their case managers. Shared decision making was found to be an 

important factor in promoting autonomy and self-determination and is very much in line with 

the “nothing about us without us” consumer perspective, as well as the theory of self-

determination which underpins this study. Interestingly, in previous studies, one topic that 

emerged was the fact that young consumers felt powerless in decisions involving medication 

usage (Cowdrey, Hogg, & Chapman, 2018).  However, in the qualitative phase of this study, 

one of the participants offered advice to the other young people that if they didn’t like the 

medication they were taking, (perhaps because of the way it made them feel or possible side 

effects), they should discuss this with their case manager who would try and work with them 

to improve adverse effects.  This demonstrated that in the Gold Coast Early Psychosis 

Service, some consumers felt safe to discuss all aspects of their treatment with their case 

manager, showing both trust in their care and feelings of autonomy over treatment decisions; 

this again highlights the importance of promoting self-determination to achieve good 

engagement. 

One factor that arose in the focus group but one that was not reported as a common 

theme throughout the literature review was the gender of the case manager.  In this study, the 

male consumers reported the gender of their case manager was unimportant, whereas the 
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female consumers were quite adamant that they would prefer a female clinician and would 

engage with the service to a lesser degree if the case manager was male. This issue actually 

arose for the author of this paper whilst on placement in an acute mental health unit, but in 

this case a male consumer had dropped out of his community service when his male case 

manager was replaced with a female case manager.  The young consumer explained that with 

his male clinician he shared many interests that they could partake in together, but he did not 

have the same sort of close and familiar relationship with the female case manager.   

These findings highlight the fact that the social aspect of seeing a community case 

worker is just as, if not more important, than clinical intervention in encouraging engagement 

and subsequent successful recovery from mental illness.  It may be advisable to confirm with 

the young consumer whether they have a preference of gender for their case manager, and to 

also check in regularly throughout service provision to ensure that their particular needs are 

being met by the case worker. This could be demonstrated by practical support, clinical 

interventions or just by perceiving that they have a supportive friend who understands their 

situation. 

Additionally, the importance of a sense of belonging, and an acknowledgement that 

the consumer’s lived experience was respected and understood by others was a constant 

theme in both this study and the international literature (Cotton et al., 2011; Lucksted et al., 

2015).  This need for a sense of belonging indicates the usefulness for group therapy sessions 

to be organized by services, where young people with similar concerns and experiences can 

get together, bond and share their narratives, in the knowledge that they are not alone.  

Indeed, one of the most poignant moments in the consumer focus group was when a young 

male consumer, who had spoken little during the group, expressed that it was good to be 

attending the group to hear what others were saying – clearly this young man who had been 

very isolated in his disorder found it very helpful to be with peers who understood his 
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experiences.  The sense of relatedness, as posited by self-determination theory, can assist in 

overcoming ecological barriers to achieve feelings of belonging and supportiveness. 

Much previous research has supported the idea of the efficacy of group therapy or 

sessions where young people can join together and support each other (Cotton et al., 2011; 

Dixon et al., 2015; Lucksted et al., 2015).  In the research by Cotton et al. (2011) findings 

suggested that the most important aspect of the treatment plan for consumers was support 

with social isolation and making and maintaining social relationships. The researchers found 

that peer group programmes assisted in addressing social exclusion by improving 

functioning, and promoting social skills, and thus encouraged service engagement (Cotton et 

al., 2001). Research that examined early psychosis services offering therapeutic group 

sessions for young consumers consistently achieved higher than average engagement rates 

(Dixon et al., 2015; Lucksted et al., 2015). It appears that offering a young person the 

opportunity to mix either socially or therapeutically with peers sharing similar experiences 

may not only encourage engagement, but also may improve feelings of social isolation, 

exclusion and stigma, as well as helping to normalize experiences and share concerns with 

those that understand their situation. 

“Nothing About Us Without Us” – The Importance of the Consumer Voice  

Shared decision making was an important factor throughout both the international 

research and this study. The theory of self-determination reflects upon the idea of the need for 

autonomy and competence in treatment plans. The “nothing about me without me” approach 

(also called “nothing about us without us” in some services), supports participatory care and 

shared decision making between consumer and clinician with the aim of embracing the lived 

expertise of mental health consumers and using their experiences to guide and develop 

interventions (Billingham, 1998; Trivedi, 2014). In support of the perspective, in a keynote 
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speech which was delivered at a New York conference, the Chairperson of the Pan African 

Network of People with Psychosocial Difficulties, Robinah Nakanwagi Alambuya stated: 

“There can be no mental health without embracing our expertise. We have always 

remained the untapped resource in mental health care. We must be involved and consulted in 

raising awareness, service delivery, monitoring and finding solutions to the barriers faced by 

users and survivors of psychiatry and people with psychosocial disabilities ... We know where 

we want to go” (World Health Organisation, 2012). 

The “nothing about us without us” perspective is slowly being introduced in varying 

levels into mental health services globally. The motto, “nothing about us without us” has 

been adopted by the consumer movement to emphasise the importance of the consumer being 

at the table and being included in comments and feedback on decisions that will affect them. 

The perspective also underlines a move away from treatment that is seen as coercive to a 

more recovery based approach (Australian Government, 2014). The “nothing about us 

without us” perspective is also compatible with the theory of self-determination and the 

recovery approach, and the appearance of recovery-based practice paradigms in the 

Australian Mental Health Act of 2016 indicates that in developing interventions for mental 

health, the concept of lived experience and shared decision making are now being embraced 

and incorporated into practice in the field. This study embraced the contribution and 

involvement of consumers in both the planning and the design. Furthermore, in order to 

guarantee that the voices of consumers with lived experience were heard, two focus groups 

were held, one with consumers from the Early Psychosis Service and the other from the 

GCPWNG. The input of consumers throughout the study has ensured that it has maintained a 

strong consumer focus at all times. 
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Promoting a Positive Inpatient Experience and Managing the Transition to Community 

Services 

An unexpected theme that developed during the focus group was that of the 

experience as an inpatient, and the transition from hospital to the Early Psychosis community 

service. Although this was not asked about during the focus group, it emerged as an 

important theme, making it clear that the experiences that the young people had as an 

inpatient profoundly affected them with enduring, and mainly negative, memories of that 

time in their lives.  The experiences as an inpatient may have made them have second 

thoughts about whether or not to engage with the early psychosis service once discharged, 

and it certainly may have influenced the engagement decisions of those who did not engage 

with the Early Psychosis Service post hospital discharge.  As the data has shown, one young 

person participating in the consumer focus group joked that he expected the community 

service to have a battery and jumper cables – this quotation was directly influenced by earlier 

discussion in the focus group about how two consumers had been given Electro Convulsion 

Therapy (ECT) against their will.  Although this was said lightheartedly, it was clear that it 

was a real fear for this young person, and also perhaps for other young consumers moving 

into the service – that they would encounter more of the same of what was experienced as an 

inpatient (involuntary interventions that they did not want to partake in) with no discussion or 

input in treatment decisions. 

Previous research also found the experiences as an inpatient plus the transition period 

from hospital to community service to be a crucial time for cementing or discouraging 

engagement with outpatient care (Stewart, 2013; Tindall et al., 2018).  Stewart (2013) also 

found that her participants endured a high level of distress whilst in hospital, reporting feeling 

pathologized and objectified, as well as experiencing emotions such as despair, guilt, 

depression and hopelessness, and an actual loathing for some members of staff.  The young 
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people also reported feeling that they received no psychoeducation in hospital with regards to 

their condition and often felt that developing the disorder was their fault (Stewart, 2013).  

In the study by Tindall et al., (2018), participants remembered their time in hospital 

with confusion, describing experiences with restraint, seclusion, and coercive and involuntary 

treatment.  However, both of these studies and the current research did not seem to find a link 

with negative pathways to care and subsequent engagement decisions.  This was perhaps 

because the young people felt that they may be returned to the hospital should they not 

engage with services in the community (Stewart, 2013).  Otherwise, they may have been 

encouraged to seek help with someone they saw as more caring and empathetic, with the 

resources and time to spend with them (Tindall et al., 2018). However, as with the present 

study, it appears that those young people who took part in the research were also engaged 

with the service and it is therefore possible that many non-engagers (of which there is a 

majority in this population of early psychosis consumers) were discouraged by their hospital 

experience and eschewed mental health services as soon as they were able.  Future research 

investigating the extent to which inpatient experience impacts subsequent community service 

would be useful in exploring this further. 

The transition period between the hospital service and the early psychosis services 

were seen to be a critical time for cementing engagement in community care. In this study, 

the participants reported that they could not remember the period very well, and importantly, 

could not recall meeting their case managers whilst in hospital.  One of the female 

participants was very clear in her view that concise information should be given to the 

inpatients about what to expect from that transition period of leaving hospital and entering 

community care. Then, as many consumers may be heavily medicated or unwell at that time, 

the participant stressed that they needed to be reminded again of all the information, so that 

they can understand the process clearly and thus avoid feeling anxious or distressed.   
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The GCPWNG focus group also offered interesting insights into the issue of 

continuity of care during the transition period. One peer worker who worked closely with 

consumers in the Acute Unit of the hospital explained that they did try and fill the gap 

between hospital and community care, but that the problem of understaffing made it difficult, 

therefore some young people did transition without that support in place. Another peer 

worker reported that many young consumers just wanted to get out of the inpatient care as 

soon as possible and were so focused on this goal that not only did they not listen to any 

information they were given, but they would say anything that would allow them to be 

discharged quickly. These perceptions cement the need for the inpatient experience to be as 

supportive as possible, to manage these negative feelings.  The transition period to the 

community service also needs to be supported intensively so that the young people feel that a 

health professional is with them and supporting them every step of the way. 

Previous research (Myers et al., 2017; Stewart, 2013; Tindall et al., 2018) agreed that 

the transition period is a decisive one for preparing the young person for what lies ahead in 

their treatment journey, as well as to begin to build a trusting therapeutic relationship.  

Managing the transition period effectively is important regardless of whether the transition 

period affects engagement or not, as it would help to avoid any undue anxiety about the 

future, and would support the young consumer to move on from what they might perceive 

had been a negative and confusing experience into a more supportive and caring 

environment. Caregivers were reported as being vital in the initial engagement process for 

many young people by initiating and supporting the young person to access treatment (Tindal 

et al., 2018).  However, much empirical evidence suggests that this is a particularly stressful 

time for caregivers, and that they also need reassurance and support, so it may be unfair to 

place this responsibility on them without their own support systems in place. 



 

270 

Stewart (2013) concluded the timing of facilitating service engagement to be vital to 

its success.  In support, Myers et al., (2017) reported a lack of continuity of care between the 

hospital and outpatient setting, with community clinics being situated a distance away from 

the hospital and no contact prior to discharge between community case managers and the 

consumer. This resulted in a disruption to the transition period from inpatient to community 

care, as the consumers entered unfamiliar territory, staffed by unfamiliar clinicians, likely 

causing some anxiety and stress to the consumer which then may lead to avoidance of the 

stressful situation by subsequent non-engagement with the community service. 

A person-centred early intervention service offered to inpatients before discharge 

would be recommended to enable a trusting therapeutic relationship to be gradually built 

leading up to the transition from hospital to community care. Furthermore, introducing the 

young people in a timely manner to their outpatient peer culture would potentially begin the 

embedding of the young person into a protective and caring community of peer support 

during the transition period, thus showing them that they are not alone and that there are 

others with lived experience who understand their experiences and can support them in their 

journey towards recovery by promoting engagement with services (Stewart, 2013).  

Consumers who are successful in forming reciprocal peer relationships have been found to 

feel more empowered, as this promotes the development of new ways of feeling and thinking 

(Resnick & Rosenheck, 2008). Additionally, Watkins et al., (2018) found in their study that 

meeting peers helped their young cohort to normalize their experiences and therefore lesson 

feelings of stigma. 

Although experiences as an inpatient were generally reported as being negative, it 

should be acknowledged that the role of inpatient staff is often to quickly and effectively 

reduce symptomology whilst working in a busy, challenging acute environment, not the long-

term therapeutic approach of community services. Therefore, the acute unit may sometimes 
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come across as being a cold and unempathetic environment. Offering a consumer-focused 

transitional service in the hospital, to ensure the beginning of a therapeutic relationship is 

built before discharge, may not only ensure better engagement but may also negate early and 

enduring negative feelings that seem to stay with the young person and cause them distress 

for some time after discharge.  

A satisfaction snapshot report of high performing hospitals published in 2010 found 

that hospital patients reported the emotional level of the patient-consultant relationship to be 

more important to them than clinical ministrations, suggesting the cruciality of offering 

therapeutic interventions as well as medical care to inpatients in the hospital setting (Press 

Ganey, 2014). Similarly, a randomized pilot control trial in the United Kingdom examined a 

National Health Service transitional discharge model for psychiatric patients to test its 

efficacy (Reynolds, et al., 2004).  The model included both peer support components, to 

provide encouragement and friendship, and a recommendation of an overlap of hospital and 

community staff until a trusting therapeutic relationship had been formed with the community 

services.  Results suggested that the model was effective at reducing readmission to hospital, 

with the control group having double the risk of readmittance. As well as predicting better 

service engagement, long term outcomes and recovery for consumers, there are additional 

huge cost implications for mental health services, when the cost of inpatient care is compared 

to that of a consumer receiving care in the community.  

A report from the USA investigated current initiatives and models of care for 

transitioning patients but found that most were designed for elderly patients, with few 

specifically applying to mental health consumers, with their unique needs and challenges 

(Viggiano, Pincus, & Crystal, 2012).  The researchers proposed an intervention model based 

on existing models, but with relevance to those with a severe mental illness diagnosis.  The 

nine components included in the intervention framework included engaging family in more 
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meaningful ways, employing transition coaches/agents such as social workers who facilitate 

and manage the transitional period, and shared accountability between all providers and 

consumers and their families.  Existing models such as the Care Transition Intervention 

model (Coleman, Parry, Chalmers, & Min, 2006) have been very successful for elderly 

patients, but for the young consumer mental health group the approach would need to adapt 

current models for specific needs such as mental illness and test these new frameworks to 

address the needs of that population (Viggiano et al, 2012).  These models have much in 

common with the theoretical framework underpinning the current study, by addressing 

ecological barriers to engagement and, in doing so, promoting motivation to engage with the 

service. 

Another initiative developed in the USA by Velligan, Roberts, Sierra, Fredrick and 

Roach (2016) proposed principles for the transition period which included community care 

provided in the hospital setting, group intake and peer support, and family psychoeducation 

to support families. However, as of now this important program has not been evaluated.  The 

GCPWNG focus group in this study supported the idea of an assigned health care 

professional who would support the young person throughout the transition period, escorting 

them home, making sure practical needs were met including psychoeducation, building a 

rapport, and facilitating those first contacts with the community service. Offering this support 

may ensure that the young person keeps that important first appointment with their 

community clinician and thus be more likely maintain engagement with the community 

service over the long-term. 

In Queensland, the Transitional Recovery Service is a new community-based model 

which aims to facilitate the early discharge from mental health inpatient units and reduce 

readmittance rates.  The service aims to work collaboratively with community services to 

provide care at short term residential accommodation, but it is unclear whether the consumer 
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will be connected to their community care worker during this time in order to encourage 

engagement with the community service.  In New South Wales, a recent report acknowledged 

the lack of recovery-oriented transition support programs currently in existence (Sax Institute, 

2016).  Recommendations made in a report by the Australian Governments Department of 

Health in 2006/7 stated that  

“Within the specialised mental health system, access pathways should be clear, and 

consumers, their families and carers engaged so that they can make an informed choice 

regarding the most appropriate service. Service providers need to inform consumers about 

how to re-access their service when doing discharge planning. There needs to be better 

coordination between the range of service sectors providing treatment and care, to promote 

continuity and lessen the risk of dropping out of services at periods of transition.”  

Clearly, the importance of managing the transition period of mental health consumers 

to improve engagement with services is acknowledged by policy makers, and plans are being 

implemented to improve procedures and practices.  However, there is a need for a national 

framework for continuity of care based on previous models used for elderly patients, such as 

that proposed by Viggiano et al. (2012).  The formation of peer worker groups who visit 

inpatient consumers to share lived experiences and encourage engagement with community 

services may be helpful, as past research has shown the importance of peer networks for a 

sense of belonging and hope for future recovery (Trivedi, 2014).  The introduction of 

transitional staff who are connected to the community service, who can build a relationship 

with the young person early on, and can accompany them in their journey to the service, 

offering continuity of care for at least the first few weeks, may prove essential in providing 

the familiarity and sense of belonging that a young person may need to encourage them to 

connect with the service and stay engaged over the long term. Although ideally, the young 

person’s future case manager would be the person initiating contact in the hospital, this is not 
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always possible due to caseloads, speed of discharge decisions and other operational factors, 

therefore a transition agent as proposed by Viggiano et al. (2012) would be a strong 

alternative and possibly easier to implement and operate in the current mental health system. 

This chapter has discussed the results of this study, in the context of current 

international research, and with reference to the theoretical frameworks underpinning the 

thesis.  It has examined how the findings fit into the wider context of early psychosis and 

engagement with services and offered practice implications for clinicians working with youth 

experiencing early psychosis. The final chapter to follow concludes the thesis. The key 

findings are made explicit as well as limitations of this study, suggesting future direction for 

research in the area.  A reflection of social work practice in mental health, and the 

implications, and how the profession can gain additional skill sets in order to better provide 

evidence based care to consumers and potentially become the experts in the area of early 

psychosis is also offered. 
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Chapter 9 – Conclusion 

The previous chapter discussed the findings in accordance with the current literature 

and in the context of the theoretical framework that underpins the study. This final chapter 

acknowledges limitations that were identified while undertaking the study and makes 

recommendations for further research in the area of engaging youth in ongoing treatment with 

early psychosis services. A consideration of the contribution social work makes to the area of 

mental health is examined, as well as an exploration of how social workers use reflective 

practice to increase their skills. A discussion on the next step for social workers employed in 

the field of mental health is also offered, along with suggestions for advancing practice 

knowledge in the area.  

This study makes several valuable and unique contributions to the current literature 

and the profession of social work. The findings from the retrospective quantitative phase of 

the study were supported in the in-depth qualitative focus groups. The two methods were 

designed specifically to capture the major social and service factors that impacted the 

ongoing attendance and engagement of young consumers attending the community early 

psychosis service. The study sought to have a strong consumer focus throughout to ensure 

that the consumers’ voice was heard at all times.  This was achieved by the contribution of 

consumer groups to the planning, design and execution of the study. 

The findings from the quantitative phase of the study was supported in the consumer 

focus group. Both phases found that substance use and diagnosis were important factors that 

impact on consumer attendance and engagement with the service.  These findings were also 

confirmed by the GCPWNG focus group. In addition, the findings from the focus groups 

revealed more unexpected factors that might impact negatively on service engagement. These 

factors included the inpatient experience and the transition stage from hospital to community 

care.  Offering an outreach service for all consumers referred to a service was seen to enhance 
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service engagement as well as enhancing the data, therefore a major recommendation is that 

early psychosis services consider offering outreach to all consumers. As indicated in previous 

studies, the relationship between the consumer and their clinician was also seen as a powerful 

influence on the young person’s decision to engage with the Early Psychosis Service (Allard 

et al., 2016; Lucksted, et al., 2015; Stewart, 2013; Tindall et al., 2018).  

The findings of the qualitative phase emphasise the value of conducting a mixed 

methods study as some of the factors did not emerge in the quantitative phase of the study. 

The qualitative phase also confirmed the findings from the quantitative phase. The use of a 

mixed method design also allowed for triangulation of findings, thereby contributing to the 

reliability and validity of the study. This was the first study to examine a Gold Coast public 

service cohort of young consumers who utilise the Early Psychosis Service but have 

traditionally been hard to engage.  The theory and conceptual framework that was designed 

for the study offers valuable new insights into enhancing the engagement of consumers with 

Early Psychosis Services. 

This study aimed to identify the factors that may be influential when a young consumer 

makes the decision of whether to attend or engage with an Early Psychosis Service. In utilising 

both a quantitative and qualitative analysis of the demographics and clinical and personal 

characteristics of the consumers, it was found that the key factors impacting on attendance and 

service engagement included social and ecological elements. That is, the therapeutic 

relationship, and the transitional period between inpatient and community care, as this is when 

many young people who have been disenchanted with their hospital care disengage totally from 

mental health services. The findings suggest that addressing these critical factors in clinical 

interventions has the potential to improve service engagement and subsequent recovery for this 

population.  The study also suggests a practice framework for use in mental health social work.  

Both ecological and individual factors have been shown to influence a person’s thought 
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processes and behaviour; in this study, a conceptual framework consisting of ecological theory 

and self-determination theory demonstrates the importance of moderating negative ecological 

barriers in order for an individual to have the self-determination engage with a service and 

recover well.  

In the next section, the above factors found to influence attendance and engagement in 

this study are summarised into two broad categories - social and ecological factors, and service 

provision factors. 

Social and Ecological Factors 

The findings indicated that substance use, social support, unemployment, stigma, and 

gender were all factors that had the potential to influence service attendance and engagement 

in one way or another. These social and ecological findings demonstrate the importance of 

utilising holistic interventions that consider the many aspects of a person’s life.  This can be 

done by using a person centred care approach.  For example, the finding of the importance of 

substance use and its influence on engagement may be the result of an attempt to cope with 

symptoms of psychosis, this makes it important to treat substance use and symptoms 

concurrently.  It is also vital to include the main carers and family members in treatment 

planning.  The findings showed that a person’s support network had consistently encouraged 

engagement with services. In cases where the consumer has been discouraged from engaging 

with the service by a family member, it was often because that member had encountered 

previous negative experiences, and it therefore became even more important to focus on the 

family members as part of the treatment planning.  All too often carers can be forgotten as a 

major component in supporting service attendance.  Including caregivers and loved ones in 

treatment decisions, and offering support and education about the condition, could promote a 

more trusting relationship between all parties whether they be the service provider, the carer, 

or those receiving services. 
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As also seen in this study, when these young people were given guidance and support 

to return to employment and education, engagement levels rose and recovery was aided, 

showing the cruciality of giving practical as well as social support to these young consumers.  

This finding evidences the importance of managing ecological factors to increase a person’s 

self-determination and motivation to achieve a goal or aspiration. For the male consumers in 

particular, this practical support was important, as often their employment status becomes 

part of their identity and being motivated to reach goals such as securing a job likely 

enhances motivation to seek other goals, such as service engagement, as theorised by self-

determination theory.  Stigma was another factor that appeared to act as a barrier to service 

engagement.  Stigma may best be tackled by educating the public with facts about disorders, 

such as they rarely lead to the consumer being aggressive, a common misconception. Public 

health policy and initiatives throughout schools and society in general would also help to 

tackle stigma in the community. 

Normalising the consumer’s psychiatric experiences and demonstrating that these 

experiences can be encountered by one in four Australians during their lifetime could be a 

positive start for policy makers to consider ways to reduce feelings of stigma with mental ill 

health for both consumers and the public in general. 

 
Service Provision Factors  

The provision of service and what is offered has been consistently found to be 

predictive of service attendance and engagement in previous research and was also a crucial 

finding in this study (Conus et al., 2010; Reynolds et al., 2019). The experiences as an inpatient 

is often the first time that a young consumer encounters mental health services and, therefore, 

memories of this experience can endure throughout any future service provision. A first 

experience of this kind can be frightening for anyone of any age and no doubt for a young 
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inexperienced person such an event is likely to be overwhelming.  As shown in this study, these 

memories were mostly negative and often had the effect of making the young person reluctant 

to engage with services once discharged from hospital.  The transition stage provides a vital 

opportunity for services to secure the attendance and engagement of consumers that can lead 

them towards the path to recovery.  If the transition stage is not managed well, opportunities to 

turn the lives of these young people around could be lost. 

The employment of peer workers into services is an initiative that has seen an 

improvement in attendance and engagement rates (Watkins et al., 2018). The peer workers 

assist in normalising psychiatric experiences, and also demonstrate to the young consumers the 

importance of engagement, and that by engaging in services, good recovery is an attainable 

goal. The peer workers have demonstrated this themselves. A vital initiative that was offered 

by the Early Psychosis Service in this study was an outreach service, which appeared to capture 

those even more reluctant consumers by traveling to their homes or other places of 

convenience. Encouraging the young person’s self-determination and autonomy by supporting 

their decision of where they wished to meet their clinicians was found to be vital to their 

engagement, as well as removing any anxiety about preparing to leave the house and travelling 

to appointments, particularly when many may not drive. The outreach service helped mitigate 

any negative ecological barriers that may exist to achieving engagement with the service. 

Important service delivery factors were demonstrated in the current study to influence 

service attendance and engagement. Engagement and subsequently recovery may be more 

likely to be achieved for these young consumers if aspects of service delivery that may enhance 

service provision generally can be identified, and interventions implemented to address barriers 

to service engagement. 
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Implications for Social Work Mental Health Practice  

Shared decision making is at the heart of the consumer’s decision about staying 

engaged with the service or not. The consumers consistently supported the position in both 

previous studies and this study that they should have their preferences and concerns listened 

to by clinicians and service providers when treatment decisions are being made and when 

decisions about future life options are being discussed (Cowdrey, Hogg, & Chapman, 2018).  

Service approaches that embrace shared decision-making offer potential to improve rates of 

attendance and engagement with mental health services (Cotton et al., 2011).  Shared 

decision making is designed to assist the consumer to regain control and self-determination in 

a situation where they may feel hopeless, helpless and out of control.   

The consumer-initiated policy approach of nothing about us without us demands 

attention as it urges an understanding of the experiences of the consumer in their journey 

through mental health services (Trivedi, 2014). It is important to understand the social and 

ecological factors that make up the individual and the consequence of these either as negative 

or positive factors that may impact an individual and their engagement with services.  

Although people with lived experience have been supporting each other through their 

journeys for many years, it is only in more recent times that this support has become more 

formalized.  The USA in particular have embraced the importance of understanding the 

recovery journey and acknowledging the cruciality of lived experience, by developing 

consumer run services which not just encourage, but offer, shared decision making, and 

consumer led treatment (Grey & O’Hagan, 2015). 

Social work has an important role to play in the promotion of consumers, carers, and 

families in shared decision making.  With the inclusion of values such as the focus on 

personal competences, autonomy, skills and talents, this is congruent with both the recovery 

model and self-determination theory (Saleebey, 1996). The application of strengths-based 
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practice provides an appropriate framework that social workers usefully apply to move from 

the pervading attitude of chronicity, pathology and stigma that can exist in mental health 

services to one of consumer empowerment. Resilience, hope and respect are also important 

considerations when promoting recovery-oriented practice (Council on Social Work 

Education, 2011; Francis, 2014).  Social work values and theories are congruent with the 

recovery approach, and social workers readily accept the principles and the proposition that 

they have a unique role to play within recovery-oriented practice. The question remains - are 

the appropriate changes being made to practice in order to provide empowerment, advocacy 

and support to this often stigmatised population? (Council on Social Work Education, 2011). 

It is vital in social work practice to consider what is important to the consumer, to 

ensure that their wishes and hopes are acknowledged and that their care is individulised to 

their needs.  A study by Wilberforce et al. (2020) found that the biggest concern for 

consumers was that their social worker provides a reliable and continuous source of support 

to them, regardless of any personal characteristics or previous experiences of service use. In 

this study, the consumer focus group spoke of their relationship with their clinician being key 

to their continued engagement with the service. Another crucial service provision was that 

their social worker focused on the consumer’s “whole life” and not just their diagnosis 

(Wilberforce et al., 2020).  Using a holistic whole person approach is traditional to social 

work practice.  By considering social determinants such as stigma and structural disadvantage 

that may be impacting service engagement and recovery, a social worker could empower the 

consumer to build on their strengths and existing social supports, this would then assist them 

in making positive changes in their life (Wilberforce et al., 2020). These positive changes 

would include sustained engagement with their service provider, and thus better functional 

outcome and recovery over time.  
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All of the factors that were found to influence engagement in this study speak directly 

to social work practice. Social Workers are trained to work within an ecological and 

sociological system, taking into consideration influences such as social support, 

empowerment, substance use, developmental stages and stigma on service engagement.  A 

social work approach is in contrast to other professions that take a more individual 

perspective, that may not always include the micro, meso, and macro systems that constantly 

influence and affect a person’s motivation to reach a goal (such as service engagement). The 

training and in-depth understanding of the holistic influences on a person’s behaviour 

positions social workers as valuable and essential professionals to work with individuals 

living with mental health conditions.  The inclusion of a practice framework consisting of 

ecological and self-determination theory would assist social workers to identify and manage 

negative ecological barriers to engagement, for example substance use and being 

unemployed.  They would then be able to develop strategies and tools to overcome these 

barriers, thus encouraging motivation and feelings of competence, relatedness and autonomy 

in the young person in order to help enable engagement and recovery from mental ill health. 

 
Reflective Practice and Social Work 

Reflective practice is an important aspect of social work training that provides social 

workers a practice skill apart from many other professions. Reflecting on their practice, and 

what they personally bring to their professional actions compels social workers to consider 

the uniqueness of each situation they may encounter, as well as family and social dynamics, 

professional relationships and individual personalities, and importantly, an acknowledgement 

of the stress and anxiety that may be invoked in their interactions with their clients (Ruch, 

2005). Reflecting on the way that they may have reacted and acted in a situation, or reflecting 

on the experiences that they may have faced, provides the knowledge and self-awareness to 
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be able to apply this knowledge to a new situation to either manage it in the same way, or in a 

very different way (Thompson & Pascal, 2012). This reflection encourages social workers to 

reflect on specific biases and vulnerabilities, as well as allowing them to be constantly 

learning, developing and improving in their practice based on the experiences they face.  

Whilst undertaking this study, I was able to reflect on my previous knowledge, 

experience and assumptions about the experiences and challenges that these young people 

face, and also the way that I had perceived that they may feel powerless, lost and frightened 

in the mental health system.  My training and ability to apply a critical reflective practice 

meant that I could assess that many of these young people were empowered to talk about and 

challenge negative experiences when encouraged to do so, and that as they recovered, they 

began to feel more competent and made autonomous plans, in line with self-determination 

theory. The evidence from the focus groups supported my perception of the consumers 

feelings of fear and powerlessness being replaced with more positive feelings as they 

recovered. Although in certain circumstances some of the young people felt disempowered at 

some time, their relationships, both informal and formal, and their developing confidence in 

having the capability and self-determination to recover meant that they had started on a 

journey of hope and positivity. The qualitative data provided evidence that the goal of 

recovery was not just possible but probable, with some of those in the sample well on the 

road to recovery.   

Reflecting on these young people’s experiences helped me to understand how strong 

they had become on their journey through the system, and how their identity as a consumer 

was becoming less important than their identity as mothers, or students, or employees. Using 

a strengths-based practice, along with the recovery model and an underpinning framework of 

self-determination theory, young people with early psychosis can be further supported 

towards greater outcomes and a good recovery over time. There is a need for more 



 

284 

compassionate practice in this area, and social workers can lead the way forward in the 

incorporation of self-determined, strengths based, person-centred practices in mental health 

services. 

Figure 5 demonstrates how self-determination theory may help to promote 

engagement with services and recovery, once ecological barriers to engagement have been 

navigated. 
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Figure 5. Self-Determination Theory and Community Early Psychosis Care 

 
The major factors that influenced attendance and engagement in the study have been 

identified together with the role that social workers can play in encouraging service 

Consumers being more involved in 
their treatment plans, shared decision 
making over their care, involvement 
in research and policy changes and 
development, to encourage service 

engagement. 

This gives the consumer a sense of 
being competent to make treatment 

decisions and engage with 
interventions and services to 

recover well 

Sharing decision making helps forge 
trusting and caring therapeutic 

relationships based on support and 
respect, and with wishes and values 
taken into consideration in treatment 

planning. This would lead to 
increased service engagement. 
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engagement.  The contribution of the theoretical framework to promote service engagement 

was also considered. It now remains to consider the limitations that arose in the thesis.  

The section below discusses limitations in two sections, firstly, in the quantitative 

phase of the study, and then examining the qualitative focus groups methodology. Finally, the 

concept of engagement is examined and recommendations for future research are presented. 

 
Limitations Identified in the Quantitative Study Phase 

The quantitative phase of the research had a number of limitations which have been 

noted in the previous chapters of the thesis.  The retrospective dataset from which the data of 

the 360 young people was collected had been collated over the past eight years by Gold Coast 

mental health clinicians for the purpose of record keeping, and, therefore was not collected 

for the purpose of this study.  This means that some possibly significant factors from case 

records were not available for examination, for example childhood trauma and living with 

family versus living with friends or partners.  Although the main research question was 

concerned with the engagement of youth referred to the Early Psychosis Service, it was not 

possible to measure this more emotional and therapeutic connection to the service with this 

dataset. Therefore, attendance was measured using a provision of service category on the 

CIMHA database, where clinician’s record information such as if a consumer attended an 

organized appointment or telephone call or not.  Although attendance does not capture the 

depth of the therapeutic relationship that engagement suggests, the young person would have 

had to attend the service to then engage with the service. This allowed attendance to serve as 

a useful measurement of engagement, as it measured the background factors that impact 

attendance and provided important data, especially in the context of service delivery 

improvement and identifying potential barriers to attendance and engagement. 
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The CIMHA dataset contained over 30,000 lines of data so it was inevitable that some 

data would be missing – for example it was not always possible to determine where the 

young person was living at all times, particularly when they were generally transient through 

their service provision, so it was not possible to fully document and analyse where the young 

person may be staying when data for that variable was missing.  This may have affected some 

results.  Furthermore, many factors changed over time, for example the consumers’ 

involuntary or voluntary status, their living arrangements and their income changed numerous 

times during their service provision – in some cases up to 40 times. This made it difficult to 

correlate certain variables with attendance.  In these cases, attendance and the particular 

variable, (for example involuntary status), were calculated as an average over the entire 

cohort, and the whole provision of service term, in order to give an idea of whether those 

young people who were on involuntary treatment orders at some stage generally attended the 

service regularly.  Additionally, the data input was dependent on the accuracy of the person 

entering it, and their interpretation of the young person’s situation. 

One of the variables of interest was who the young person lived with as the literature 

suggested that living arrangements had been a significant factor for influencing engagement 

in previous research. In this dataset, it was only possible to identify whether the young 

consumer lived alone or with others whereas it may have been useful to ascertain whether 

they lived with family, friends or a partner. However, due to the young age of this cohort, it 

may be reasonable to consider that the majority lived with parents and family if they did not 

live alone.  

The specified age range of data collection began at 18 years of age, but it is 

acknowledged that many young people experience symptoms before this age. Selecting this 

age range also meant that situations that occurred before the age of 18 (for example leaving 
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school earlier than year 12) could not be examined to determine whether age and 

symptomology was a factor. 

 
Limitations Identified in the Qualitative Study Phase 

Due to the qualitative phase of the study being in the form of a focus group, it is 

possible that some participants were reluctant to disclose information of a sensitive or 

embarrassing nature such as substance use or childhood trauma. However, it should be noted 

that substance use was discussed openly and in depth, and so this may have only minimally 

affected this group, if at all.  The participants were recruited from a hard to engage sample, 

with often severe symptoms that therefore may not be representative to the wider population, 

but the advantage of recruiting in this way was that it ensured recruitment of a population for 

whom service engagement is particularly important.  The participants were recruited by their 

case managers; therefore, it is possible that only those who had a positive relationship with 

the service may have been selected to participate in the study. 

The consumer focus group consisted of young consumers who were all engaged with 

the publicly funded Early Psychosis Service; therefore, the results are not generalisable. In 

future research a useful study could be to follow up with the young people who had not 

stayed engaged with the Early Psychosis Service to ascertain why they made the decision to 

disengage with the community service.  Lastly, the sample size for the focus group was small, 

but this allowed for in-depth discussion in a supportive and non-intimidating environment 

which may have encouraged more intimate disclosure. Furthermore, the results obtained from 

both focus groups were supported by both the larger first phase of the study and previous 

research, and so were likely trustworthy and dependable. 

Almost 80% of the young consumers referred to the EPS declined to take part, or 

were too unwell to attend the focus group, and only six of the 11 who agreed to take part in 



 

289 

the focus group attended on the day. This response rate indicates that, as with service 

engagement, participation in research projects may be more successful if a similar outreach 

model to that used by the service was employed by researchers. That is, if researchers were 

able to meet with the young people to conduct focus groups or interviews in a place where 

they felt safe and comfortable, and to where they did not have to travel, this may have 

encouraged increased participation by the young consumers who felt unwell, or just did not 

feel like attending on the day.  This may also promote participation among young consumers 

who may find the idea of a group situation intimidating, although in this focus group the 

participants felt it was beneficial to meet with peers in a similar situation. 

 
The Issues Surrounding a Definition of “Engagement” in Research  

Most research investigating service engagement agrees that the word engagement 

used in research of this kind is contested and that a universal definition for engagement is 

needed. In a systematic review, Doyle et al. (2014), found that there was no accepted 

definition of engagement across the studies as a whole, meaning that engagement is often 

measured by attendance rates, which, as the researchers explain, does not allow for 

differentiation between those who drop out and those who have worked together to terminate 

treatment with their clinician. Furthermore, although engagement is most often intended as a 

therapeutic connection encompassing many factors, this is also an intangible concept and a 

complex phenomenon to measure (Doyle et al., 2014).  Notwithstanding these problems, it is 

important to define the concept of engagement at the beginning of any research undertaken 

and ensure that the same definition is captured. 

A tool developed and piloted by Kline et al., (2018) developed a measure for 

engagement with first episode psychosis consumers accessing specialised care. The Client 

Engagement and Service Use Scale (CENSUS) yielded good reliability and validity when 
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piloted with 10 consumers attending an early psychosis service (Kline et al., 2018). It also 

had good inter rater reliability and was suggested by a group of consumer advocates to have 

the potential to be a useful tool for future research examining service engagement (Kline et 

al., (2018). Despite the small sample size and the fact that those sampled were already 

engaged with the service, it is hoped that the tool will eventually be a useful way of 

monitoring and differentiating degrees of consumer engagement across many early psychosis 

intervention areas (Kline et al., 2018). 

Future Research Directions 

This study has identified some important and fertile areas for research in the future.  

The assertive outreach approach offered by the Early Psychosis Service was seen to be a 

crucial factor in encouraging engagement in services, and whilst many services offer this, 

most services only use outreach for certain hard to engage consumers. An outreach service 

allows for young people to meet in an environment where they feel comfortable and where 

there are no negative connotations.  It is also extremely important when a young consumer 

has no transport or has a young family at home.  In the focus groups it was also clear that in 

cases where the young person may not feel well enough to attend an appointment, or 

unmotivated for any reason, having their case manager visit them at home to check on them 

was both convenient and also made them feel cared for and respected as individuals.  

Outreach can clearly be a very strong motivator for a young person to stay engaged with a 

service.  Future research that compares service engagement in services that offer outreach 

versus services that do not would be useful. Investigating engagement patterns between 

consumers within a service who receive outreach compared to those who do not receive 

outreach is therefore recommended. 

Another important area for future study is that of the inpatient experience and 

continuity of care during the transition to the early psychosis community team.  Although 



 

291 

some services seek to introduce consumers to their community team prior to hospital 

discharge, it is often difficult due to speed of discharge decisions and availability of case 

managers at short notice.  Future research could identify inpatient units that have continuity 

of care measures in place and investigate their efficacy in managing the transition period to 

the community service and its outcome for the young people.  Inpatient consumer peer group 

support has also shown promise and is another area recommended for further examination by 

research in the future. 

 It is also essential that future research is undertaken on Aboriginal and Torres Strait 

Islander people in isolation, due to the disproportionally high rates of disengagement in the 

population and the cruciality of culturally safe and sensitive methodology that acknowledges 

the Aboriginal ways of ‘knowing, being and doing’ in its design (Australian Association of 

Social Workers, 2016). Previous research has identified the cruciality of recognising the 

distinct needs of young people from disadvantaged groups to improve experiences with 

mental health services (Brown, Rice, Rickwood, and Parker (2015).   Future research with 

good methodological quality and with a focus on specific groups of disadvantaged young 

people in isolation is recommended in order to acknowledge unique challenges faced and 

therefore be able inform development of interventions to increase accessibility of, and 

engagement with, mental health care (Brown et al., 2015). Any future research should also 

include members of Aboriginal and Torres Strait Islander groups to guide and advise the 

planning, methodology and analysis.  

An interesting finding in the current study was that only the male young consumers 

were adversely affected in their engagement decisions by ecological factors such as using a 

substance and being unemployed. This finding suggests that future research could usefully 

investigate further whether this is also the case in older consumers, and determine the reasons 

why this may be happening.  Interventions could include a more targeted focus on treating 
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substance use and psychosis concurrently, as well as an assertive push by services to involve 

these young males in social and peer activities in order to encourage peer connections and 

support to be utilised and relationships to be built.  Interventions of this kind may not only 

assist in combatting social isolation and loneliness, but may also help the young men to gain 

confidence and self-determination to reach goals such as employment, further education and 

tackling substance dependence.  Finally, the importance of finding that those diagnosed with 

acute and non-organic psychosis confirms the need for further education around the different 

stages of early psychosis in order to identify particular times in the disorder when symptoms 

such as paranoia or delusion may make engaging with services more difficult at that time. 

 
Final Conclusion 

This study has identified the possible factors involved in the decisions that a young 

person makes when choosing whether to attend or engage with an early psychosis service on 

the Gold Coast. The study provides important insights to inform future service provision and 

suggests a theoretical framework that may be used to develop interventions to encourage 

service engagement. Assisting the consumer to achieve a sense of self determination has a 

potential to result in increasing motivation to overcome ecological barriers and reach a goal, 

for example, in the case of consumers with early psychosis attaining the goal of recovery via 

engagement with the service.   

This study could not have been conducted without the input of both the Gold Coast 

Peer Working Network Group and the young consumers attending the Early Psychosis 

Service on the Gold Coast.  Their assistance and support were vital components in the study, 

and I thank them sincerely for their valuable contribution throughout this project.  
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Appendix A: Consent to contact form 

 
CONSENT TO CONTACT FOR RESEARCH PURPOSES 

 
TITLE: FACTORS THAT INFLUENCE THE ATTENDANCE AND 

ENGAGEMENT OF YOUNG PEOPLE AGED 18-24 WITH EARLY 

PSYCHOSIS REFERRED TO A PUBLIC EARLY PSYCHOSIS SERVICE 

 
INVESTIGATORS: Principle Investigator – Associate Professor Lynne Briggs 
 PhD Candidate/Investigator – Deborah Beckwith 
 Investigator – Mr. Angel Carrasco 
 Investigator – Professor Margaret Shapiro 
 
You are being invited to give consent for Deborah Beckwith, or a qualified member of her 
study team, to contact you at some time in the future to invite you to participate in a research 
study.  
 

Are you willing to learn more about the study? (Circle one) 
 

YES NO 
 
If yes, you will be contacted at a later date. Please include your contact information below.   

☐ Telephone:    
☐ Email:    
 

You have been made aware of the reasons why the contact information is needed and the 
risks and benefits of consenting or refusing to consent.  

This consent is effective immediately. Your consent to be contacted can be revoked by you at 
any time. 
 
 
 
Participants Signature: ______________________________________________   
 
Date: _______________  
  



 

336 

Appendix B: Participation Information Form 

 
Research Participant Information Statement 

Factors that influence the attendance and engagement of young people aged 18-24 
with early psychosis referred to a public early psychosis service.  

 

 
 
 

  
What is the study about? 
 

 You are invited to participate in a study which aims to identify which factors may 
influence a young person's decision to attend and remain engaged with specialised early 
psychosis services. The aim of the focus group is to seek consumer perceptions of what 
engagement with the early psychosis service entails, and this is the study for which you have 
been invited to participate. You have been selected as a possible participant as you are a 
consumer with the Early Psychosis Service on the Gold Coast. 
 
 If you decide to participate, first, you will be given a consent form to sign with a clear 
explanation of the study and requirements. You will be invited to attend the focus group 
where a discussion about the consumers experiences whilst connected to the Early Psychosis 
Service will be explored with approximately nine other consumers plus two-three researchers 
and a member of the Consumer peer support group. 
 
The focus group will run for approximately 90-120 minutes depending on where discussion 
leads to.  Any responses will be available at a later date for participants to review – 
participants should provide their email address on the consent form in order to receive the 
results of the focus group 
 
Responses will be unidentifiable and confidential. The group will be facilitated and 
monitored by an experienced researcher or mental health professional. 
 
The focus group responses will be recorded and analysed to identify any key themes which 
may emerge. 
 
The venue for the focus group is the Family room on the 3rd Floor of the Robina Health 
Precinct building. The date is Friday 17th May and we ask for you to arrive at 8.30 when 
refreshments will be provided, before a 9.00 am start. 
 
If you decide to take part in the research project, you will be given a questionnaire asking 
your age, confirmation that you are a consumer of the service, and other questions relating to 
your current situation. This will confirm that you are eligible to take part. Completing the 
questionnaire will take approximately 10 minutes. 
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 If the screening questionnaire shows that you meet the requirements, then you will be 
able to start the research project. If the screening questionnaire shows that you cannot be in 
the research project, the research coordinator will discuss the reasons for this with you. 
 
 There will be no clear benefit to you from your participation in this research.  However, 
it is expected to result in recommendations for future service delivery including the 
development of interventions and policy recommendations which will greatly benefit other 
young consumers and their families, as well as the wider community and general population. 
 
 There may be some risks or disadvantages to taking part, including: 
 Psychological distress –  You may feel that some of the discussion in the focus group is 
stressful or upsetting. If you do not wish to contribute to that part of the discussion you do not 
have to, or you may stop immediately. If you become upset or distressed as a result of your 
participation in the research project, the research team will be able to arrange for counselling 
or other appropriate support. Any counselling or support will be provided by qualified staff 
who are not members of the research team. This counselling will be provided free of charge. 

 Disclosure of Criminal Activity - Potentially incriminating information about a 
participant could be disclosed in either of the following circumstances: 
a) Researchers could be required by law to disclose information (e.g. if research records are 
subpoenaed). 
b) Researchers may disclose information about a participant if legislation expressly permits 
disclosure; for example, they reasonably believe this is necessary to prevent a serious and 
imminent threat to anyone’s life, health, safety or welfare or a serious threat to public health, 
safety or welfare.  

Participants are advised that they can choose not to answer if a question makes them feel 
uncomfortable or concerned. 
 

(1) Who is carrying out the study? 
 The research is being conducted by researcher and PhD candidate Deborah Beckwith 
under the supervision of Associate Professor Lynne Briggs. The research studies contribute to 
Deborah Beckwith’s studies for the reward of Doctor of Philosophy degree being undertaken 
at Griffith University. 
 

(2) What does the study involve? 
 As a participant in this study, you will be involved in attending a focus group which will 
be held at a secure, neutral and easily accessible location on the Gold Coast. The topic of 
discussion will be your experiences of attending the early psychosis service on the Gold Coast 
and your responses will be audio-recorded.  
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(3) How much time will the study take? 
 The study will entail filling in a short questionnaire which will consist of taking details 
from you such as your name, address, age, diagnosis and duration with the service – this is 
anticipated to take around 20 minutes. The focus group itself will run for 90-120- minutes. 
 

(4) Will I incur any costs by participating in the study? 
 There may be small costs incurred to in participating in the study, for example parking, 
however, a reimbursement of a $50 voucher will be offered to participating consumers to 
cover expenses, participation and travel costs.  Refreshments (tea, coffee and pastries) will 
also be served prior to discussion. 
 

(6) Can I tell other people about the study? 
 Everything discussed within the group is confidential, unless something arises as discussed 
previously in risks and disadvantages to taking part. 
 
(7) Will I receive the results of the study? 
 If you wish to provide your email address to the research team a summary of the findings 
of the focus group will be sent to you. You will have the opportunity to review and revise any 
responses and discuss the results of the research with the research team. The email details of 
the researchers will be made available to you to allow you to contact the research team to 
discuss the results. If this causes you any distress, please let the research team know they will 
organise support or referral for any counselling if required.  
 
(5) Confidentiality and disclosure of information 
 All information that is obtained in connection with this study that could identify you will 
remain confidential and will only be disclosed with your permission, except as required by 
law. Data collected will be de identified to avoid harm and loss of reputation. To protect 
confidentiality, all materials collected will be numerically coded.  All hard copies will be 
stored in a locked cabinet only accessible by the research team. Identifier codes and personal 
details will be stored separately.  
 If you consent to participate in this study, it is anticipated that the results of the research 
project will be published and/or presented in a variety of forums. In any publication and/or 
presentation, information will be provided in such a way that you cannot be identified. 
Pseudonyms will be used, and any identifying details excluded from 
publication/presentations. 

(6) Can I withdraw from the study? 
 Participation in this study is voluntary - you are not under any obligation to consent and - 
if you do consent - you can withdraw at any stage without affecting your relationship with 
any services you have been previously, or may in the future be connected to, including the 
Early Psychosis Service, the Gold Coast Hospital and Health Service and Griffith University. 
You can withdraw your consent by advising the researcher either verbally, via email, or by 
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completing and returning the ‘Participant Withdrawal of Consent Form’ that is supplied 
herein. 

 
 If you do consent to participate, you may withdraw at any time.  If you decide to 
withdraw from the project, please notify a member of the research team before you withdraw. 
If you do wish to withdraw from the study, you can do so verbally or in writing to the 
research team. 
 
 If you decide to leave the research project, the researchers will not collect additional 
personal information from you, although personal information already collected will be 
retained to ensure that the results of the research project can be measured properly and to 
comply with law. You should be aware that data collected up to the time you withdraw will 
form part of the research project results.   
 

(7) How can I obtain further information? 
 When you have read this information, Deborah Beckwith will be available to discuss it 
with you further and answer any questions you may have. If you would like to know more at 
any stage, please feel free to contact either the researcher or Principle Investigator Lynne 
Briggs, Associate Professor at Griffith University on 07 5552 7466 concerning the research. 
 
What can I do if I have a complaint or a concern? 
Any concerns or complaints about the conduct of this study should be directed to the: 
HREC Coordinator                                       Research Governance Leader                    
Gold Coast University Hospital                   Gold Coast University Hospital 
1 Hospital Boulevard                                   1 Hospital Boulevard 
SOUTHPORT   QLD   4215                        SOUTHPORT   QLD   4215  
Email: GCHResearch@health.qld.gov.au   Email: GCHEthics@health.qld.gov.au 
Phone: (07) 5687 3880                                 Phone:  (07) 5687 3879 
 
Manager, Research Ethics on 3735 4375 or   research-ethics@griffith.edu.au 
 

Any complaint will be investigated promptly and you will be informed of the outcome. 
 

This information sheet is for you to keep. 
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Appendix C: Participation Consent Form 

 

Research Participant Consent Form 
 
Factors that influence the attendance and engagement of young people aged 18-24 with 
early psychosis referred to a public early psychosis service 

 
 
 

  
Participant Consent 
 
I __________________________ (First name and surname,) (Print), agree to participate in 
this research. I have read the Research Participant Information Statement and had any question 
I have about the research answered for me by the researcher. 
 
 Yes   
 No   

 
I would like to be contacted following the focus group with the research findings and include 
my email address below for this purpose. 
 
 Yes        
 No 

 
I understand that everything discussed in the focus group is confidential, apart from if 
something is said that indicates a serious and imminent threat to anyone’s life, health, safety 
or welfare or a serious threat to public health, safety or welfare.  

 
 Yes 
 No 

 
 
________________________________________________________________________ 
Name of Research Participant (First name and Surname) (Print) 
 
Are you 18 years of age or older?  Yes 
 
_____________________________________________ _________________________ 
Research Participant Signature Date  
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Research participant email address______________________________________________ 
 
 
_____________________________________________ _________________________ 
 
 
 
____________________________________________ _________________________ 
Researcher’s Signature Date  
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Appendix D: Participation Withdrawal of Consent Form 

 

Research Participant  
Withdrawal of Consent Form 
 
 
You can withdraw your participation consent by advising the Principle researcher verbally, via 
email to l.briggs@griffith.edu.au or by returning this completed form to Associate Professor 
Lynne Briggs, School of Human Services and Social Work, Griffith University, 58 Parklands 
Drive, Southport, 4222. 
 
 

Factors that influence the attendance and engagement of young people aged 18-24 with 
early psychosis referred to a public early psychosis service 

 
 
 

Deborah Beckwith  
 
 
I hereby wish to WITHDRAW my consent to participate in the research proposal described 
above and understand that such withdrawal WILL NOT jeopardise any treatment or my 
relationship with the Gold Coast Hospital and Health Service or Griffith University.  
 
 
___________________________________________________________________________  
Research Participant Name (Print) 

 
 
 
_______________________________________  ______________________________ 
Research Participant Signature Date 
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Appendix E: Sample Probing Questions for Focus Group 

 
1 question - Opening question (to get people talking – based in fact) 
 
- what makes your life easier and what makes it harder? 
-  what do you like to do to relax 
- Choose Nom De Plume for study 
 
1 question - Intro question – to introduce the topic 
 
- Think back to when you first heard about the service. How did you feel about attending? 
 
1 question - Transition Question – to connect participant and service 
 
- How long have you been attending the service? 
- Tell us about your case manager 
- what sort of things do you like discussing with your case manager? 
Can you tell me 5 positive things about attending the service? 
 
6-7 questions - Key Questions 
 
- When we talk about service engagement, what does that mean to you? (1) 
- What role did others have in keeping you engaged with the service? (3) 
- If you were trying to get a friend to engage with the service, what would you tell them? (2) 
- I’d like you to think about some of the really important experiences you have had while 
engaged with the service.  Were there any particularly good ones, or ones you were not so 
happy with? 
- Can you think of any changes you see in yourself since attending the service? 
- How do you think the service could be improved? 
- How do you feel your family has been supported and what do you feel could be done to 
support them in the future? 
- Some people have reported that using a substance such as alcohol or drugs affects them 
attending services – have you had any experience of this? (5) 
- Are there any particular factors in your life that have made it harder for you to engage with 
the service, for example work or study? Any that have made it easier? 
 - Often, there are many factors that may motivate someone to continue to attend a service, 
did you feel that it was always your choice, or did you ever feel a pressure to attend from an 
outside influence or expectation. (4) 
 If you were in charge, what changes would you make? 
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Ending questions  
Do a summary of everything discussed: 
-  Did I correctly describe what we have talked about today? 
 
Final question 
- Is there anything else we missed/should have talked about? 
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Appendix F – Variables Requested from CIMHA Data Custodian 

 
• Only for consumers aged 18-24 who had an episode with the public early psychosis 

service on the Gold Coast (Robina) between 1st January 2011and 1st January 2017 
date. 

CIMHA Variables – Consumer 
 Study ID 
 Principal Diagnosis (At start of episode) 
 Secondary Diagnosis (At start of episode) – in particular if there was a physical illness 

secondary diagnosis 
 Sex 
 Age (month and year at start of episode) 
 Marital Status (at start of episode and if changes throughout episode) 
 Postcode 
 Highest level of Education Level (At start of episode) 
 Income source (at start of episode and if changes throughout episode) 
 Indigenous Status (At start of episode) 
 Country of Birth (e.g., other than Australia and collected at start of episode) 
 Identification of others living with consumer (at start of episode and if changes 

throughout episode) 
 Accommodation Type (at start of episode and if changes throughout episode) 
 Living with Children (own or other) (at start of episode and if changes throughout 

episode) 
CIMHA Variables – Episode 

 Referral source 
 Referred to (at end of episode) 
 Episode Start Date 
 Episode End Date 
 End Episode Reason 
 Treatment Authority (Status and Category) 
 If there is an order 
 Mental Health Act Status 

o Start Date 
o End Date 

 If a substance assessment has been completed 
 If they had a previous mental health episode of care before engaging with early 

psychosis service and who that was with 
CIMHA Variables – POS 

 POS ID 
 POS Date 
 POS Duration 
 Consumer participation Status 
 Session Type (group or individual) 
 Delivery Mode 
 POS Intervention (multiple) 

  



 

346 

Appendix G – Ethical Approval from Gold Coast Health 
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