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a b s t r a c t

Early Intervention in Psychosis services aim to keep young people out of hospital, but this is not always
possible. This research used in-depth interviews to explore the experience of hospitalisation amongst
young people with psychosis. Findings describe fear and confusion at admission, conflicting experiences
of the inpatient unit as both safe and containing, and unsafe and chaotic, and the difficult process of
maintaining identity in light of the admission. We discuss the need to move from construing psychiatric
hospitals as places for ‘passive seclusion’, to developing more permeable and welcoming environments
that can play an active role in recovery.

& 2014 Published by Elsevier Ltd.

1. Introduction

It is a central tenet of phenomenological philosophy that the
relationship between person and world is reciprocal and mutually-
constitutive (e.g. see Larkin and Thompson, 2011). This idea emerges
in various forms in many other domains, such as phenomenological
psychology, ethnography, cultural psychology, cultural geography,
person-environment psychology, human systems approaches, and
health geography. In the latter domain (e.g. see Cummins et al.,
2007), the mutually-constitutive relationship between people and
their context has been of particular interest due to a growing
consensus about the impact of designed and built environments,
and the human systems which shape and interact with them, upon
health and wellbeing. In this paper, we explore a particular example
of the relationship between environment, systems, and experience -
hospitalisation during first-episode psychosis - from a phenomen-
ological psychological perspective.

A first episode of psychosis (FEP) typically occurs in early
adulthood, at a time of important psychosocial development. In
the UK, Early Intervention Services (EIS) offer biopsychosocial
interventions to young people with psychosis during the ‘critical

period’ after first onset, aiming to avoid hospitalisation and foster
recovery (McGorry and Jackson, 1999). However, at times of acute
distress and risk, young people with psychosis are still likely to be
admitted to hospital. Sometimes hospitalisation is in response to a
crisis that occurs despite established EIS support, and sometimes
crises may precede (and trigger) a referral to EIS. Psychiatric
hospitalisation can be distressing and even traumatising for
mental health service-users (see Berry et al., 2013). Little is known
about its impact on young people with early psychosis, who are
likely to have been hospitalised in a crisis, and who may either
have believed that hospitalisation was unlikely (given the ethos of
EIS) or for whom hospitalisation may have signified first contact
with mental health services. This research focuses on understand-
ing the experience of hospitalisation for these young people.

1.1. Experiences of inpatient mental health care

Inpatient care environments have been seen as less central to
mental health care than they once were, given the shift to community
care (Healthcare Commission, 2008). However, they remain very
important for acute care and are recognised as being under-
resourced for the demands placed on them (Lelliot et al., 2006). It is
worth noting that many of these environments were not designed for
acute psychiatric care (Jones, 2004; Von Sommaruga Howard, 2004),
and that many of those which were designed for this purpose, appear
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to have been conceived with relatively limited anticipation of the
impact of the environment upon its users (Von Sommaruga Howard,
2004). Curtis et al. (2009) point out that such environments have a
dual effect, protecting people from social stigma, but also cutting
them off from social support. Similarly, psychiatric hospitals function
as a form of social control: the unique dilemma of this healthcare
environment is that staff are asked “to treat people in hospital who do
not want to be there, whilst constantly discharging those who would
like to stay” (Turner, 2005, p. 318). Hospitalisation has featured
extensively in the growing literature on psychiatric care generated
by survivors and user-researchers. For example, Woodlen (2011) has
written extensively about the dehumanising effects of inpatient
environments. As a former patient, she has experienced the ways in
which “Inpatient psychiatric staff, on a daily—if not hourly—basis,
violate the social contract that exists between human beings,” and yet,
as a former employee, can also recall how her own prior assumptions
appear to her as “ignorant, narrow-minded and judgmental” (2011).
Typically, inpatient environments are characterised in survivors’
accounts as exclusively medical, overly coercive, and unempathic
(Keyes, 2013). Despite this consensus, very little of this user experi-
ence literature focuses specifically upon first admissions and/or early
psychosis. Most accounts that do include reflections on these issues
are written from considerable retrospective distance. For example,
participants in Rose (2001) and Rose et al.’s (1998) two influential
reports on user experience of mental health services in London (1998
and 2001) have mean ages in the mid-40s. This may be a reflection of
the time which recovery journeys can take, and also the life stage at
which it can feel safe or important to share such accounts publically
(e.g. see Sen et al., 2009). Thus, there is an important role for more
focused, formal and anonymised forms of experiential enquiry along-
side these accounts.

Inpatient services are frequently constructed as a topic of
concern in mental health research and policy, often in response
to service-users’ reports. Reviewing the literature, Quirk and
Lelliott (2001) conclude that service-users experience wards as
unsafe, boring, and lacking in amenities. We can situate these
concerns in the wider context of findings on the relationship
between environment and wellbeing. While it can sometimes be
difficult to tease out relationships between specific environmental
features and specific health consequences (Cummins et al., 2007),
and may even be difficult to make sense of such relationships
when they emerge (e.g. see Weich et al., 2002), the general
patterns in the literature are clearly relevant to this setting. For
example, Evans (2003) shows three important features of the
psychosocial environment with positive benefits for wellbeing: the
affordance of personal control over one's own experience; access
to supportive relationships, and opportunities for restorative
engagement with the natural world (see also Jackson, 2003). All
three of these levels of interaction between person and world are
under threat in typical acute care settings. Encouragingly, positive
attempts to address these threats, through anticipatory design of
the physical and systemic environment, appear to improve peo-
ple's experiences of these settings (e.g. see Curtis et al., 2007). The
overarching concerns about acute care environments are sum-
marised very clearly in the literature on therapeutic landscapes
and psychologically-informed environments, where writers have
emphasised the mutually-constitutive relationship between the
environment, what happens in that environment, and our experi-
ence of it. That is, on the one hand, “Place becomes meaning-filled
through experiencing agents” (Fenner, 2011, p. 852), and on the
other hand, certain kinds of meaning and experience are afforded
by certain kinds of places and spaces (Nova, 2005).

Advocates of psychologically-informed environments (Johnson
and Haigh, 2011) extend this rationale to argue that the physical
and social organisation of healthcare environments should thus be
informed by a set of common psychological principles, in order to

ensure that the environment does foster the appropriate beha-
viours and interactions from those who interact with it. The
recommendations made in both of these fields highlight that
acute care remains some distance from the ideal (Muijen, 2002)
and that it has progressed very little on those issues which are
most important to user experience (Lloyd-Evans et al., 2010;
Csipke et al., 2014), such as improved communication and empa-
thy, more personal one-to-one care, and fewer restrictions on
personal freedom.

The breadth of such concerns perhaps serves to emphasise the
importance of understanding the needs of particular populations
in relation to inpatient care. A younger population, who may be
using adult mental health services for the first time, may be
particularly impacted by hospitalisation. One concern is the con-
text of the psychiatric hospital as a site of inevitable stigmatisation
(McGrath and Reavey, 2013), which may have particularly strong
consequences for young adults at an important stage of identity
development (something also a concern for parents of service-
users with early psychosis; Hickman et al., in submission). Warner
et al. (1989) highlight that self-esteem was particularly low among
those who perceived high levels of stigma attached to their mental
health issues. Roe (2003) suggests that some forms of treatment,
including hospitalisation, convey a powerful negative statement
about competence and thus challenge an individuals' self-esteem;
adolescent service-users in a psychiatric facility have been shown
to report more negative self-descriptions than controls (Bers et al.,
1993). In addition, hospitalisation is linked to post-traumatic stress
disorder (PTSD): Morrison et al. (1999) found 44% of people
admitted to an inpatient psychiatric unit subsequently exhibited
PTSD symptoms. Trauma can compound the difficulties associated
with psychosis and hamper recovery and the work of EIS. Trau-
matic aspects of hospitalisation, for example restraint and expo-
sure to violence, should be minimised (Craig and Power, 2010).

1.2. First person accounts of psychosis

Quirk and Lelliott (2001) argue that there is a need for
qualitative research to explore the meanings of hospitalisation.
This study uses the qualitative psychological approach Interpreta-
tive Phenomenological Analysis (IPA; Smith et al., 2009). IPA is
concerned with understanding the perspective of the ‘person-in-
context.’ It draws on hermeneutic phenomenology to focus
researchers' attention on identifying and interpreting the ‘per-
spectival’ qualities of each participant's relationship to the ‘things
that matter’ to them and which constitute their world Larkin and
Thompson, 2011. Thus, the approach is committed to the exam-
ination of how people make sense of major life experiences, in
detail and depth. IPA has been employed to investigate a variety of
experiences within psychosis (e.g. Newton et al., 2007). In one
relevant example, Perry et al. (2007) investigated experiences of
‘hope’ in FEP. They report that hospitalisation was associated with
hopelessness, being treated without respect, not having control,
and having a lack of information. This study aimed to extend these
limited findings by directly exploring what it was like for young
adults to be hospitalised for early psychosis.

2. Method

2.1. Context

This paper reports upon one part of a larger ‘multiple-perspec-
tive design' study (Larkin et al., 2013), which uses semi-structured
interviews and IPA to explore three different perspectives of
hospitalisation for early psychosis: parents (Hickman et al., in
submission), staff (Thompson et al., in submission), and in this
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paper, the experiences of service-users. All three studies were
conducted in one NHS Trust, in the Midlands, UK, which has three
EIS teams and two inpatient hospitals. Once completed, studies
were fed into a service-development project (Larkin et al., in
submission), which involved sharing findings with approximately
150 service-users, inpatient and community staff, managers, and
relatives.

2.2. Participants

Sample sizes in IPA are typically small in order to meet IPA's
commitment to idiography and context-sensitivity. At the time of
recruitment, potential participants were under the care of EIS, and
were approached via their care co-ordinators. Participants were
excluded if they were actively experiencing psychosis, unable to
speak English, or unable to consent as outlined in the Mental Capacity
Act (2005). Ten people were approached to take part in the research
and six consented (see Table 1). IPA samples aim for
a degree of homogeneity, and all participants had recently experi-
enced FEP (ICD-10; F20), which emerged between 12 and 18 months
prior to interview, and all had been hospitalised at least once.

2.3. Data-collection

Data-collection was via semi-structured interviews. A schedule
of open-ended questions was developed by the research team
around five main areas (what hospital was like, how time was
spent, the family experience, the discharge experience, and help-
ful/unhelpful aspects). Prompts were used to explore the partici-
pants' stories and to follow-up interesting areas. Two participants
had experienced multiple hospitalisations and they were asked to
focus on the most recent. Interviews were conducted by the first
author (a Clinical Psychology trainee, who was not employed by
the Trust) in participants' homes. Interviews lasted between 30
and 90 min, and were audio-recorded, transcribed verbatim and
anonymised.

2.4. Data analysis

Analysis in IPA is described as an ‘iterative and inductive cycle’
(Smith, 2007) that focuses on participants’ attempts to make sense
of their experiences. Analysis followed the strategies outlined by
Smith et al. (2009) (see Table 2 and Larkin and Thompson, 2011)
emphasising the focus of coding upon experiential claims and
concerns). All interviews were initially coded line-by-line by the
first author in order to identify and contextualise the claims and
concerns of participants. Thus, codes identified meanings in the
accounts. Themes were then developed by identifying meanings
which were shared across the accounts. This is a systematic
process which begins by clustering together all coded extracts of
data, based on their common features, claims or concerns. Clusters
were then evaluated, and sorted again, into a smaller number of
emerging themes. For credibility checking and triangulation, a
subset of the data was also coded by members of the research
team. All developing clusters and themes were discussed and
developed within the team. The validity of this analysis is also
supported by the feedback from the subsequent service-
development project, where service-users expressed strong recog-
nition of the themes presented here.

3. Results

Four over-arching super-ordinate themes were found, entitled:
Confusion and uncertainty; Feeling safe; Feeling chaotic and
unsafe; and Maintaining identity.

3.1. Confusion and uncertainty

Participants provided rich accounts of feeling confused, para-
noid and fearful when first encountering the hospitalisation
process. When being transported from general hospital to psy-
chiatric hospital, Mark asked staff, ‘so, where are you taking me?’,
but was not answered. His experience seemed to reflect the lack of
explanation echoed by other participants.

The process of hospitalisation was opaque. Karen described
being in a police cell and feeling ‘terrible, and majorly confused.’
Simon was also detained by police and had no sense of what was
happening when he was locked in a cell. In the absence of any
explanation, Simon made sense of his situation as being under-
attack and in danger. He described the fear and confusion he felt
on the way to the hospital:

“I just thought, ‘I’m gonna die.’ I was in the back of the van going
somewhere and I didn’t know where I was going - that was when I
became quite panicky and obviously I got took to the [unit] which I
didn’t know was the [unit]. I hadn’t got a clue, all I knew was that

Table 1
Participants.

Pseudonym Age Gender Ethnicity Number of
admissions

Length of most
recent admission

David 27 Male White-British 1 8 days
Jason 20 Male White-British 3 3 months
Karen 27 Female White-

European
1 4 days

Luke 18 Male White-African
Caribbean

3 5 days

Mark 22 Male White-British 1 5 days
Simon 33 Male White-British 1 21 days

Table 2
Analytic process.

1. Open and free coding to identify both initial areas of interest and possible preconceptions.
2. IPA analysis ‘proper’ begins at the level of the individual case, with close, line-by-line analysis (i.e. coding) of the experiential claims, concerns, and understandings of
each participant (e.g. see Larkin et al., 2006).

3. Identification of the emergent patterns (i.e. themes) within this experiential material emphasising both convergence and divergence, commonality and nuance (e.g. see
Eatough and Smith, 2008); usually first for single cases, and then subsequently across multiple cases.

4. Development of a ‘dialogue’ between the researchers, their coded data, and their psychological knowledge, about what it might mean for participants to have these
concerns, in this context (e.g. see Larkin et al., 2006; Smith, 2004), leading in turn to the development of a more interpretative account.

5. Development of a structure, frame or gestalt, which illustrates the relationships between themes.
6. Organisation of all of this material in a format which allows for coded data to be traced right through the analysis - from initial codes on the transcript, through initial
clustering and thematic development, into the final structure of themes.

7. Use of supervision or collaboration, to audit, to help test and develop the coherence and plausibility of the interpretation and explore reflexivity.
8. Development of a narrative, evidenced by detailed commentary on data extracts, which takes the reader through this interpretation, usually theme-by-theme, and
often supported by some form of visual guide (simple heuristic, diagram or table).

(from Smith et al., 2009, p. 79-80 ).
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the police was the highest authority at the time and they were
taking me somewhere else.”

The uncertainty, powerlessness and feeling that events had
their own momentum are tangible. It is impossible to know what
information was given to Karen, Simon, and the others, but it is
striking that all but one of the six participants described being
unclear about what was happening. It appears their distress was
exacerbated by a lack of information. This seems to be a particu-
larly salient issue for younger service-users, and those being
admitted for the first time, given their intense distress, and the
wider context of uncertainty about what this might mean.

Medication was also a cause of uncertainty. Simon’s experience
of receiving medication in the police station and on the unit was
confusing:

“You don’t know what’s going on [laughing]. I must have been on
quite a few different things when I went in there, it just seemed
like they give me everything you know, or they tried to”.

The perceived absence of explanation and information may
have been caused by participants’ distress and psychotic symp-
toms, but this seems unlikely because, despite their confusion,
they provided detailed accounts of their experiences. Participants
recalled being told they were ‘ill’, but rarely about potential
consequences. This lack of clarity also characterised their recalled
interactions with a range of professionals prior to and during
admission. Four participants were describing their first admission
to a psychiatric hospital, and they appeared to have no knowledge
to help them understand what to expect.

3.2. Feeling safe

Participants experienced their hospital stay in ways that were
sometimes contradictory. Hospitalisation involved feeling safe and
cared for, but also feeling bored. The hospital was construed as a
place of respite, away from the stresses of normal life – but also
away from its comforts, connections and diversions.

Participants experienced some positive aspects of hospitalisa-
tion, particularly in relation to feeling that some staff were caring
and supportive. Luke talked about staff being ‘really nice’, ‘easy to
approach’ and people he ‘could talk to’. Karen described how the
most helpful thing about the unit was having staff to talk to when
she wanted. David felt he was well supported and that staff
listened to him, describing how the staff kept ‘communication
open’. Simon found it easier to relate to certain staff (those who
posed a less ‘serious threat’), and he attributed the ‘genuine’ caring
characteristics of female staff to the fact that they were mothers:

“Some of the women in there, they had their own kids and
everything, that- and you just felt like they really did care, you
know they really did, it was good in that way.”

To a degree, we could consider this to be an unintended
affordance of the environment: many of the staff were also parents,
and both they (see Thompson et al., in submission) and the service-
users noticed that a set of parent-child scripts were activated. In
some respects, such scripts might be helpful (e.g. as here, invoking
nurture and care), and in others we could speculate that they may
not (e.g. there is the potential for the ‘parent’ role to undermine
independence, or overlook individuality). Simon described feeling
‘looked after,’ and missed the staff once he left (he went back to visit
the staff and say thank you). Although Mark also felt looked after, he
did not feel actively cared for by staff and felt his individuality was
overlooked:

"The carers were good in terms of - well most of them - were good
in terms of- of erm- that they provided your basic needs and

everything […] but there was no personal care, in that they just
treated every patient there the same."

Mark makes a distinction between being looked after and being
treated as a person. The importance of personal connections with
others (staff and/or service-users) was illustrated by many parti-
cipants, and although examples were rare, these connections were
greatly valued.

Much of the positive talk about hospitalisation focused on
escape and rest. David described the ward as ‘respite’ - a place
away from everyday life where he could begin to understand his
experiences. Luke talked about the unit as a place of escape from
‘normal’ life where there was ‘family stress’ and ‘it was a bit manic’:

“Just getting away from normal life and having a chill out time,
like little holiday, that was helpful, erm just having your own
space definitely, not sharing with anyone […] that definitely
helped.”

The experience of feeling safe and cared for is important
because it illustrates that there were positive aspects to hospita-
lisation, although these formed relatively small parts of the
service-users’ accounts. Participants deeply valued their scarce
recollections of ‘someone who made a difference’, but they also
emphasised that for the most part, they felt isolated and bored.

3.3. Feeling chaotic and unsafe

While the inpatient unit could provide a feeling of safety, the
overarching tone of the young people’s experience was one of
being overwhelmed. Mark says, “I would classify my whole experi-
ence in there as quite horrific […] it was just horrible being in there”.
Participants found the units both chaotic and prison-like.

Adult inpatient units were difficult for the young people to
understand. Luke described ‘chaotic’ nights when he was unable to
talk to staff as he needed. David worried about the number of
service-users on the unit, saying he would ‘freak out, as it feels they
are coming for you’. David also talked about feeling overwhelmed
and frightened by the unexplained activity around him:

“Being somewhere where you don’t know and you’ve just got
there and you’ve got people rushing by you at first - it was only
because I was there for a month that I got to know people and so I
got to know why they were running around me.”

In addition, participants experienced the ward as like being ‘in
prison’, ‘on lock-down’, and ‘cut off from the world’. This conveys a
sense of confinement, restriction and segregation. Viewing hospi-
tal as a prison evokes images of being trapped and having limited
agency. David talked about being discharged from hospital by
saying that ‘two doctors had to pass [me] out,’ conjuring images of
the military; although he was also the only participant who saw
the restrictions as necessary for service-users’ safety. Jason felt
staff “were needlessly strict in the rules - not, not letting me out”. He
felt unfairly treated, and that rules were maintained through
assertion rather than explanation:

“When someone else was watching the golf on one of the TVs, I
went into the women’s lounge as no one was using it and er, I was
forcefully removed from it, but you know, no one else was using it,
well no one had used it for a few days until now, and I was
dragged across the entire hospital.”

This incident left Jason feeling confused and humiliated in front
of other service-users. Furthermore, not having an explanation for
his treatment meant that Jason viewed staff as unpredictable,
which exacerbated his sense of chaos.

Participants’ experience of the unit as chaotic and restrictive
contrasted with the value they were also able to take from the
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environment, as a place of safety and respite. It is reasonable to
speculate that some aspects of the restrictive nature of inpatient
environments might be experienced as particularly negative for
young adults precisely because they are at a stage of life where
they are only just beginning to achieve independence from
institutional spaces and structures (e.g. schools) in their day-to-
day lives. With the onset of a crisis, these newly acquired rights are
retracted by hospitalisation, potentially leading some young
service-users to view the hospital as ‘a prison’ and to feel confused
as to why they are being ‘punished’ in this way. Typically, inpatient
spaces are designed to be hard-wearing, impersonal and multi-
functional. Observationally, we noted that many aspects of the
physical spaces on the wards (e.g. texture and type of flooring; lack
of pattern or colour in the fabrics; lack of variation between
spaces) served to emphasise their institutional character.

It is also important to emphasise that the chaotic aspects of the
environment were largely located, by our participants, in other
people’s acute distress and/or agitated behaviour. This has been
well established as a common concern during psychiatric hospi-
talisation (e.g. see Lloyd-Evans et al., 2010). For younger people,
who are encountering this environment for the first time, and who
may lack the life experience that prepares them for understanding
other people’s acute distress, we can surmise that this must be
particularly discomforting.

3.4. Maintaining identity

Participants’ accounts of their hospitalisation were characterised
by their efforts to make sense of what had happened. This was
largely identity work – hospitalisation presented a challenge to their
identities – and it involved situating the event in terms of a wider
process of recovery, or as a staging-point on a journey through
services. Participants reflected on what they had learned about
themselves, and drew particularly on the importance of interactions
with other service-users, and the value of family support.

On admission, the self was experienced as alien (‘I wasn’t
myself’) or impaired (‘not 100%’, ‘something was missing’). However,
most of the young people differentiated themselves from the other
service-users who were ‘weirdos’, ‘nasty’, ‘scary’ or ‘not very
pleasant to be around’ and who could be ‘aggressive’. Karen and
Mark described trying to ‘stay away from’ other service-users, and
Jason described himself as ‘not a real patient’. Positioning other
service-users in this way suggests that participants saw them-
selves as ‘outsiders’, perhaps in part because of their young age
and the early stage of their psychosis.

Simon made sense of his encounters with other service-users
by drawing favourable comparisons and seeing himself as ‘not the
worst case’. Similarly, Jason minimised his behaviour by describing
himself as ‘aggressive, but not violent at all’. There was recognition
from both Simon and Jason that they were experiencing a different
sense of themselves at that time and that their behaviour was
difficult to understand, but that the inpatient environment
brought them into contact with others who were ‘worse’ than,
and different from, them.

Mark described fears of ‘being classified in the same way as them’

and concerns that others’ psychosis might somehow contaminate
him:

"The people there they were so, so heavily you know in psychosis it
was very disturbing to be around them and feel like I’m in the same
place as these people, and you feel like you are being classified in the
same way as them and it scares you a bit as you almost feel like
somehow being around them is going to make you worse.”

Participants also emphasised the importance of maintaining
relational links to the ‘outside’ in order to facilitate the process of

‘getting better’. Simon described how it was after his friend’s visits
that ‘it started to sink in, and I think that’s when it got better’. Mark
too talked about the influence of people from outside, and how
those interactions helped his recovery:

“My Dad, when he would come to visit me, he would just sit there
with me and talk to me as if I was normal and I found that a lot
more therapeutic- and he continued to visit me every day when I
was in there which really helped, and I recognised the fact that I
was going to have to make myself venture out.”

Relationships within the unit were also important for David
and Luke. David described how being able to ‘mix’ with the other
service-users had helped him explain what had happened to him,
whilst Luke talked about the importance of being able to ‘help’
others. Thus, under the right conditions, interactions on the unit
also had positive outcomes. Whilst we must acknowledge that
psychiatric hospitalisation can be a threat to anyone’s identity, we
must also emphasise the centrality of this concern in the accounts
of these young people. Emerging adulthood is a time of crucial
psychosocial development, individuation, memory formation, and
identity construction (Harrop and Trower, 2003). Both psychosis
itself and intense exposure to its potential consequences (via
hospitalisation in an environment peopled by older and more
experienced adults in distress), present substantive threats to this
process, as we can see in the accounts above.

4. Discussion

This research aimed to understand what it was like for young
people to be hospitalised during early psychosis. The analysis
highlights the service-users’ lack of knowledge about what hospi-
tal might be like; the importance, and absence, of clear informa-
tion about what was happening during the transition to hospital;
the sense of hospital as a safe, but separate place and the conflict
between this perceived safety and the wider experience of wards
as chaotic and unsafe; and finally, the importance of positive,
meaningful relationships (with staff, family, friends and service-
users) in fostering the idea of recovery as a slow, but active
process. Some of these findings resonate with generic studies of
inpatient experiences, whilst other aspects highlight the particular
concerns of young people with early psychosis.

The experience of psychiatric hospitalisation as distressing (e.g.
confusing, overwhelming) has been highlighted across the litera-
ture (see Glasby and Lester, 2005; Quirk and Lelliott, 2001). This is
also true of the finding that service-users valued feeling cared for
by, and connecting with, staff when they have the time and
motivation to do so (e.g. Goodwin Holmes et al., 1999). Parents
(Hickman et al., in submission) and inpatient staff (Thompson
et al., in submission) in the companion studies from our research
team’s multiple-perspective project also expressed the importance
of making and maintaining connections during hospitalisation –

staff feel frustrated by the limited time they can spend with
service-users, parents feel excluded and bewildered, and service-
users acknowledge the importance of relationships with both
parents and staff for their recovery. While the wider literature
frequently emphasises the importance of fostering positive rela-
tionships between service-users and staff, it provides fewer details
regarding relationships with other service-users, friends and
family, which are particularly important in adolescence.

In the context of younger people with early psychosis, these
issues bear further discussion. A sense of connectedness is associated
with wellbeing (Baumeister and Leary, 1995), and good interpersonal
relationships can be central to both “the creation and amelioration of
mental health problems” (Pilgrim et al,, 2009, p235). FEP typically
occurs in late adolescence or early adulthood, disrupting psychosocial
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development and interrupting the development of close relation-
ships outside of the family, often with long-term consequences
(Mackrell and Lavender, 2004; Macdonald et al., 2005). Hospitalisa-
tion adds further disruption to be overcome. Perceived stigma, and
the restrictions on movement in and out of the inpatient environ-
ment, may cut young people off from relationships that are impor-
tant for their wellbeing, support and identities.

Given that 60–70% of people hospitalised for early psychosis will
return to their families after discharge (Stirling et al., 1991), and most
are in ‘emerging adulthood’ (Arnett, 2007) and still being parented,
opportunities for ‘normal’ contact with supportive family members
should be facilitated during hospitalisation (see Hickman et al., in
submission, for the parents’ perspective). Under the right conditions,
opportunities to share experiences with other young people with
psychosis can also be destigmatising and reassuring (Newton et al.,
2007), and current NICE guidance (National Institute for Clinical
Excellence, 2014) suggests that peer-support interventions should
be considered. Across all three dimensions (friends, parents, fellow
service-users), participants described interpersonal connections
which made a positive difference for their insight and recovery. The
critical issue for inpatient care is how to facilitate such interactions
when the environment itself is perceived as cut-off, closed and
chaotic. The answer may lie in the concept of ‘permeability’ (Quirk
et al., 2006), which underpins an approach to the design and
management of psychiatric healthcare environments making them
more diffuse, less ‘separate’, and more therapeutic (Curtis et al., 2009;
Duff, 2012; McGrath and Reavey, 2013). Such an approach would
certainly be consistent with some of the principles of ‘enabling’ or
‘psychologically-informed’ environments (Johnson and Haigh, 2011).

The prison imagery used in this study echoes previous findings
(Myers et al., 1990; Perry et al., 2007). Images of the psychiatric
hospital as both prison and refuge are underpinned by an extensive
historical and conceptual literature (see Curtis et al., 2009). One
hypothesis for the contradiction of experiencing both constraint
and safety is that the inpatient environment provides both
physical and psychological containment, with the positive, psy-
chological aspects of containment provided by the restrictions of
the physical environment. Alternatively, wards may be construed
as ‘heterotopias’ (McGrath and Reavey, 2013), which feel safe
because they permit expressions of distress without drawing
excess attention to it – but which are chaotic precisely because
of this permissiveness. Yet, inpatient services can be more perme-
able and diffuse than has traditionally been the case, with wards
unlocked and ‘recovery activities’ and ‘recovery spaces’ distributed
across a wider, external environment (Curtis et al., 2009). This is
likely to be important for maintaining connections between the
young person and their support network. Perkins et al. (2012)
similarly outline an educational (rather than medical) approach
which provides ‘recovery colleges’ in place of wards, and Johnson
et al. (2007) describe community-based alternatives to standard
inpatient care. These developments in ‘blurring the edges’ of the
hospital seem to connect to the Italian tradition of psychiatric care
(Burti, 2001) and the Soteria movement (Mosher, 1999). Extending
the permeability of inpatient services, with the aim of improving
their acceptability, will require something of a revolution in the
delivery of acute care: currently, around 90% of acute services
operate on the standard model (Lloyd-Evans et al., 2010).

Alternatives to inpatient care (such as soteria, day care, partial
hospitalisation, crisis houses, and home treatment teams) are
available, and could segue neatly with other progressive initiatives
(outreach services, self-management programs, recovery colleges,
peer support, and user-led care). A recent evaluation of several
residential alternatives to standard inpatient care (Morant et al.,
2012) suggest that these are more acceptable to service-users, and
either better than, or comparable to, standard care on most other
important outcomes. An earlier review (Lloyd-Evans et al., 2009)

concluded that there was no evidence to indicate that alternative
models were less effective than standard care, but made the
observation that some approaches had failed to break through to
mainstream practice, despite multiple attempts. They conclude
that community-based crisis/respite houses could provide a posi-
tive alternative for some service-users, and might also relieve
some pressure on standard acute units. It is not clear how much
these different approaches to acute care environments also adopt
different approaches to the design and use of space, and if so, what
the consequences might be for user experience. From the point of
view of young people’s experience, it would seem to be particu-
larly important that such spaces can be experienced as safe
(perhaps by keeping young people apart from the most distressed
or agitated service-users, as recommended by Lloyd-Evans et al.,
2010), comfortable (perhaps by using interior design features to
disrupt the institutional character of the space) and supportive
(through enabling more one-to-one contact, and through making
the environment accessible and welcoming to family and friends).
On the basis of our own exploratory study, we recommend that
further consideration is given to the needs of young adults with
first episode psychosis in inpatient care. In the context of the
wider literature, we can be more emphatic: services which are
more focused upon young adults (e.g. see O’toole et al., 2004;
Boydell et al., 2010), and which are delivered via systems and
environments which are more permeable and flexible (e.g. see
Wood et al., 2013), are likely to be more acceptable, less threaten-
ing and more engaging for both young people and their families.

4.1. Implications: from passive seclusion to active recovery

In the immediate clinical context, it is clear that young people
are not well prepared for potential hospitalisation, or for what
happens during the process. EIS could provide pre-crisis informa-
tion packs, or arrange visits to local inpatient units, in order to
explain what might happen and what to expect. Inpatient units
should provide welcome packs for new patients with accessible
information (Healthcare Commission, 2008) and could also pro-
vide a few essential items for the first few days. Hospitalisation is
sometimes the entry point to services; establishing trust and
successfully engaging with the service-user is important for future
relationships with services. Staffing policies and activity patterns
that give staff the time to connect with new patients are likely to
be beneficial. Therapeutic practices that involve service-users in
setting short-term goals for their recovery (‘by the time I leave I
would like to be able to do x’, or ‘to feel better about y’, etc.) would
allow staff to focus one-to-one time on supporting service-users in
making active progress towards recovery. This would also help to
clarify the purpose of the hospital stay, which can, as Curtis et al.
(2009) point out, be unclear.

4.2. Summary

For young service-users experiencing early psychosis, relation-
ships are important – with parents, but also with fellow service-
users (provided these are managed safely) and friends (who are
important in adolescence). A welcoming, permeable institution
with good strategies for communicating its activities and purposes
is likely to foster such relationships more effectively.
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