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i P with personal costs associated with untreated problems.

This study aimed to establish the barriers and facilitators
of people experiencing FEP to engagement in psycho-
Correspondence logical therapies by undertaking a meta-ethnography and
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Email: c.odriscoll@ucl.ac.uk Methods: A systematic search was conducted in multi-
ple databases including Psychinfo, Ovid Medline, Web of
Science, EthOs, OPENgrey and Procrest in July 2021 (up-
dated in July 2024). The search identified 6966 titles and
71 full texts that were reviewed for eligibility. Twenty-three
studies were found to meet eligibility and were critically ap-
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praised. Data was systematically extracted and synthesized
in a meta-ethnography and QCA.

Results: Seven themes were identified as barriers to en-
gagement in psychological therapy (Ambivalence to therapy,
Emotional distress, Fluctuating symptoms, Negative expec-
tations, Physical capacity, Service limitations and Therapy
preference unmet) and six themes were identified as fa-
cilitators (Destigmatizing, Accessibility of digital therapy,
Positive expectations of therapy are met, Service factors,
Therapists interpersonal approach and skills and Therapy
preferences met). The QCA identified a model with the

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits use
and distribution in any medium, provided the original work is propetly cited, the use is non-commercial and no modifications or adaptations
are made.

© 2025 The Authot(s). Psychology and Psychotherapy: Theory, Research and Practice published by John Wiley & Sons Ltd on behalf of The British

Psychological Society.

232 wileyonlinelibrary.com/journal/papt Psychol Psychother Theory Res Pract. 2025;98:232-255.


www.wileyonlinelibrary.com/journal/papt
https://orcid.org/0000-0001-6640-8218
mailto:
https://orcid.org/0000-0002-7316-3041
http://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:c.odriscoll@ucl.ac.uk

FEP—BARRIERS AND FACILITATORS | 233

Therapists interpersonal approach and skills, as sufficient
(i.e. whenever that condition is present, the outcome is also
guaranteed to be present) for engagement in psychological
therapy, while Emotional distress was a sufficient barrier to
engagement.

Conclusions: Engagement is a multifaceted construct with
many factors unique to an individual's experience, impacted
by emotional, social, practical and service-level factors.
Strengths, limitations and recommendations of the findings
are discussed.
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BACKGROUND

Early Intervention in Psychosis services (EIS) offer comprehensive multidisciplinary care to those who
are experiencing or at risk of developing their first-episode psychosis (FEP). Early intervention and
engagement in treatment for FEP has been shown to be crucial for long-term outcomes, as prolonged
durations of untreated psychosis (DUP) are associated with a worse prognosis, high levels of relapse,
inpatient admission and comorbid physical health conditions (Albert & Weibell, 2019; Birchwood
et al., 1998; Fusar-Poli et al., 2017).

The National Institute for Health and Care Excellence (NICE; (National Institute of Clinical
Excellence, 2014)) guidelines for managing FEP recommend a comprehensive and holistic approach
to early intervention that integrates both medical and psychosocial interventions to support recov-
ery. Structural barriers within mental health services can delay access to eatly intervention teams and
poor co-ordination with primary care can result in the misattribution of symptoms (Causier et al., 2024;
Skrobinska et al., 2024). As such, long waiting times and complex pathways to care can deter individuals
from seeking help or lead to disengagement. Once in contact with EIS, service design that does not
prioritize the development of supportive relationships, shared decision-making and flexibility acts as a
further barrier (Causier et al., 2024).

Cognitive Behaviour Therapy for Psychosis (CBTp) and family intervention for psychosis (FIp) are
recommended first-line psychological treatments, shown to reduce symptoms, improve treatment ad-
herence, prevent relapse and enhance outcomes (Camacho-Gomez & Castellvi, 2020; Gonzalez-Ortega
et al., 2021). Third-wave CBT (Ellett & Kingston, 2020; Wood et al., 2015), group therapy (Chung
et al., 2013) and digital therapy interventions (Alvarez-Jimenez et al., 2021; Valentine et al., 2020) have
demonstrated effectiveness but are not yet recommended for psychosis. Rates of implementation for
psychological interventions for people experiencing FEP are below recommended levels, with substan-
tial inequalities in provisions depending on location (Ince et al., 2016). People experiencing FEP have
been highlighted as a group at risk of non-engagement (Dixon et al., 2016). Although there is consider-
able variation across studies, some research has found that 50% of young people with FEP disengaged
from mental health teams at least once during their treatment (Brown et al., 2019) and across studies,
on average, 15% (range: 1%—41%) dropped out of EIS within the first 1 to 2years of treatment (Robson
& Greenwood, 2022). Disengagement from treatment has been found to disrupt recovery (Kreyenbuhl
et al,, 2009), and early engagement is crucial for positive long-term outcomes (Birchwood et al., 1998).
Implementation rates of NICE-recommended psychological interventions in EIP services ranged from
0% to 53%, showing significant gaps in timely psychological support (Bucci et al., 2016). Given the
limited provisions for psychological therapy (Ince et al., 2016), and evidence that delays in accessing
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treatment impact negatively on individuals (Marshall et al., 2005), it is important to understand the
factors which influence engagement in therapy.

Therapeutic engagement is multifaceted, encompassing initial uptake of therapy, sustained atten-
dance, the strength of therapeutic engagement and the working alliance (MacBeth et al., 2013; Robson &
Greenwood, 2022). It has been associated to sociodemographic, clinical and service-level variables which are
often pootly conceptualized in the literature (O'Brien et al., 2009; O'Driscoll et al., 2019). Disengagement has
been robustly predicted by substance misuse (affecting the ability to engage), medication non-adherence (a
lack of willingness to engage) and low symptom severity (no perceived need) (Robson & Greenwood, 2022)
and also includes DUP, negative symptoms, insight, forensic history, family support, stigma, shame and func-
tional impairment (Berry & Haddock, 2008; Conus et al., 2010; O'Driscoll et al., 2021; Turner et al., 2007).
However, a strong therapeutic relationship and core CBTp principles like genuineness, empathy and col-
laboration can help overcome these barriers (Evans-Jones et al., 2009; Jung et al., 2015; Wood et al., 2015).

Qualitative methodologies provide rich, detailed, first-person accounts (Bucci et al., 2018;
Fitzsimmons 2019). While these provide in-depth understanding, they limit broader conclusions and
generalisability (Noble & Smith, 2015). Additionally, small-scale research projects often remain un-
published, leaving valuable service user perspectives undistributed. This necessitates the synthesis of
existing literature for more robust conclusions. Previous systematic reviews on FEP service engagement
have identified influential factors including help-seeking experiences, therapeutic relationships, care-
giver support, substance misuse and organizational factors (Doyle et al., 2014; Ince et al., 2016; Tindall
et al., 2018). Though valuable, these syntheses focus on engagement with entire health care teams rather
than psychological interventions specifically.

This review explores engagement with psychological therapy as a distinct phenomenon. Using meta-
ethnography, we synthesized qualitative studies to gain new insights into service users' experiences
(Sattar et al., 2021). We also employed Qualitative Comparative Analysis (QCA) to identify necessary
and sufficient factors for therapy engagement, examining combinations of conditions that lead to this
outcome (Oana et al., 2021). The aim was to identify the barriers and facilitators that influence engage-
ment in psychological therapies among individuals experiencing FEP and determine which factors most
impact service user engagement.

MATERIALS AND METHODS
Design

A systematic review and meta-ethnography were undertaken to synthesize qualitative research on the
barriers and facilitators of engagement in psychological therapy in FEP. Meta-ethnography was selected
as the synthesis method as it is particularly suited to developing new interpretations and conceptual
understandings from qualitative studies while preserving the context and meaning of the primary stud-
ies' findings. This approach allows us to systematically compare and contrast themes across studies to
develop a deeper understanding of barriers and facilitators to engagement in psychological therapy. The
meta-ethnography was pre-registered on Prospero (ID: CRD42021228573) following PRIMSA (Moher
et al., 2009) and eMERGe guidance (France et al., 2019). Data collected from this meta-ethnography
was used for the QCA and analysed using QCApro (Thiem, 2017) in R (R Core Team, 2021).

Eligibility criteria

Studies met inclusion criteria if they were qualitative empirical studies (interviews, focus groups or
surveys with qualitative components) examining engagement in psychological therapies during FEP.
Engagement encompassed treatment acceptance, therapeutic rapport and collaborative goal-setting
during early therapy stages (MacBeth et al., 2013). Eligible psychological therapies included individual,
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digital and group formats involving the formulation, psychoeducation and distress-reduction strategies
(Morrison & Barratt, 2010), delivered by accredited practitioners. FEP was defined as the first psychotic
episode within 3years.

Exclusion criteria: Studies of participants with chronic serious mental illness or those exclusively
involving mental health professionals/family members.

Information sources and search strategies

Initial searches were conducted across 13 databases in July 2021: PsychINFO, OvidMEDLINE,
OvidEMCARE, OvidEMBASE, Web of Science, Procrest, EThOS, OATD, OpenDOAR OPENGtey,
BASE, Library Hub Discover and WorldCat. Follow-up searches in July 2024 excluded EThOS (cyber-
attack outage), OPENGtey (closed 2021), OpenDOAR (under construction) and BASE (redundant
with OATD for theses). Full search strategy details are available in Tables S1-S6 and Data S1.

Selection process

In July 2021 one reviewer (L.F)) conducted an initial screening of the study titles and abstracts to iden-
tify studies for a full-text review. C.O. reviewed 30% of the full-text studies against the inclusion criteria
(£=.92), and any discrepancies were resolved through discussion. In the July 2024 updated search, two
reviewers (L.L. and L..N.) independently screened 50% of the titles, abstracts and full texts retrieved,
with 20% being cross-checked for inter-rater reliability (£=0.98). Discrepancies were resolved via dis-
cussion with LW. Citation searching of included studies was conducted to try and identify any additional
publications for inclusion.

Synthesis methods and data analysis

Study characteristics were extracted, based on the JBI Qualitative Data Extraction Tool (Aromataris
& Munn, 2024). This included information on study aims, engagement in psychological therapy aims,
intervention modality, setting, geographical location, participant recruitment information (number of,
gender, age and where available ethnicity), data collection and data analysis methods.

Meta-ethnography data

Data synthesis followed meta-ethnography phases (Noble & Smith, 2015). We extracted FEP setrvice users'
descriptions of psychological therapy engagement, including service user quotes (first-order data) and au-
thors' concepts (second-order data) (see Tables S1-S6 and Data S1). L.F. coded data into concepts using
NVivo (Ltd QSRIP, n.d.), sharing theme structures and coded examples with L..W. and C.O. Data transla-
tion involved grouping codes by engagement type (bartier/facilitator) and intervention format (individual/
group/digital). Third-order themes were generated to interpret code units. Due to commonalities, intet-
vention types were combined to enable a comprehensive comparison. Researchers refined themes through
reciprocal analysis. LN and LL applied the same analytical process to papers from the updated search.

Qualitative comparative analysis (QCA) data

Themes from the meta-ethnography review were entered into the QCA following established guidance
(Oana et al., 2021; Rihoux & Ragin, 2009). QCA is a systematic method that bridges qualitative and
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quantitative approaches, identifying combinations of conditions that lead to a specific outcome, in this case,
engagement in psychological therapy. QCA identifies conditions impacting the investigated phenomenon,
seeking the shortest expression of condition combinations sufficient and necessary for engagement. Meta-
ethnography data was translated from qualitative to quantitative by counting theme references in each study
and calibrating scores. Two types of calibration were used: crisp sets, which treat conditions as either fully
present or absent and fuzzy sets, which allow for partial membership showing degrees of membership (four
data points: 0, 0.33, 0.67, 1.0) (Oana et al., 2021). See Data S1 for a detailed QCA process.

Set theory analysis modelled ‘if... then’ hypotheses to identify ‘necessary’ (a condition that must be
present for an event to occur, but it does not guarantee the occurrence of the event), and ‘sufficient’ (a
condition which guarantees the occurrence of the event) conditions (Bjornestad et al., 2018; Lucksted
et al., 2015) for FEP therapy engagement. The QCA followed six stages (Programme cas, 2023): data
table completion, truth table construction (all possible combinations), resolving any contradictory find-
ings, simplifying the combinations through boolean algebra, considering cases with missing data and
interpretation. The minimum threshold for condition consideration was two studies. Both fuzzy and
crisp analyses were conducted, prioritizing fuzzy sets for their ability to capture nuanced concepts.

Reporting bias assessment

The CASP Qualitative Research Checklist (Programme cas, 2023) was used to assess study quality. LI
completed assessments using CASP guidance prompts, consulting CO and LW to resolve dilemmas. LN
and LL assessed additional studies from the updated search.

Reflexivity

Reflexivity requires researchers to examine how their own role and the research process considering their
assumptions, experiences and personal characteristics throughout the review. The team comprised four
females (one Asian, one Asian-White British, two White-British) and one White-Irish male, all with clinical
or research experience in FEP (ranging from 1 to 15years). Regular team meetings involved explicit discus-
sions of how our varied clinical backgrounds shaped our interpretation of engagement barriers and facilita-
tors. We particularly noted how our professional roles as therapists might lead us to emphasize therapeutic
relationship factors, and actively worked to remain open to alternative interpretations.

RESULTS
Search results

A total of #=0690606 results were identified (inclusive of the updated search) via the predefined databases
and additional searching (published papers from identified eligible protocols/ thesis"). N =71 full-text
records were assessed for eligibility, with »=48 being screened as ineligible, leaving #»=23 studies in-
cluded. See Figure 1 for more details.

Ineligible studies

Of the #= 48 ineligible studies, there were »= 53 instances of ineligibility recorded, as some studies were
ineligible due to multiple reasons. With most instances being due to studies not meeting the criteria of
FEP (=18 instances; 34%) or not meeting the criteria of psychological therapy (#=17 instances; 32%).
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FIGURE 1 PRISMA flow chart. Key: FEP, first-episode psychosis; SU, service user.

Critical appraisal of studies

Using the CASP tool (Programme cas, 2023) to assess study quality, all studies demonstrated clear
aims and research value, with eight scoring appropriately across all domains. The remaining 15 had un-
clear elements in methodology, design, recruitment, data collection, user-researcher relationships, eth-
ics, analysis or findings. The user-researcher relationship domain showed the most uncertainty (#=9).
Studies scored 56%—100% appropriately across domains, averaging 80%. No studies were excluded
based on quality. Full CASP findings are in Table 1.

Description of included studies

Study characteristics are outlined in Table 2. The included studies were published between 2007 and
2022 with 95% (#=22) being published in 2012 or later, and 52% (#=12) being published in 2018 or
later. The majority (IN=06; 26%) of included studies were published in 2020.

Participant demographics

The sample (#=330) included 140 males (42.4%), 186 females (56.4%) and 4 transgender individuals
(1.2%), aged 14—065years. Only 10 studies reported employment, housing and education data, while 13
studies provided ethnicity data for 209 participants. Inconsistent reporting and conflation of ethnicity
with nationality prevented comprehensive demographic analysis. Complete ethnicity data is available in
Tables S1-S6.

Intervention modality
Of the included studies, interventions were delivered via group settings (#= 3, including peer and fam-

ily interventions), digital means (#=4) and individual therapy (#=16). Some interventions combined
individual therapy with other approaches like family intervention, common in UK EIP services. Table 2



FAHY ET AL.

238 |

JEEYN

JS=YN

EL RREEES S
oY) st
J[qenyea
MO

¢ésSurpuy
Jjo
juduwdlels
HNO~U

°
°
&1uamryns
sisA[eue
ere(

¢PAI9PISU0D
sonssy
Tesrpy

é

°
¢drgsuonerax
IIYDILISIX
-J9SN 9DJAIOG

[ ]
[ )
¢orerzdoxdde

TOII3[0dD
elreq

[ ]
[ ]
¢orerrdordde

£3orens
JUUIINIDNY

[ ]
[ ]
¢orerrdordde

u3isap
[o3easay

[ )
[
¢orerzdoxdde

ASojopoyiouwx
aanelend)

°
°

éswire
0383831
Je31)

( momv ‘e
Jareyds

(0202) 'Te 32 2unUarEA
(0202) "Te 32 PunUarEA
(0202) Te 32 EpULL
(€102) 1reaarg

(0202) "Te 22 SIPIS
(#102) e 3 UIS[IN
(L00T) Tv 32 BOIMAN

(8102) e ¥
NUT&UM&Q««&

(S102) e 32 paasypn]
(€102) "Te 32 9pHq[ry]
(S10¢) e 32 udsue(
(S102) ¥ 30 wefsT
(T102) T 12 surey
(8107) v 3 £o3pmon)
(0202) e 30 uesoD)
(2102) "Te 32 omeprv)

(#107) vosIIO
pue ouafg

(8107) 'Te 30 PG
(6107) ‘suowwIsZarg

(8102) e
peasouzolg

(0202) 'Te 3 pnessy
(0202) "Te 3 plousy
Apmig

“(Fea[oUN/1[93 3,UB)) ¢SOKe A93]) sarpnas papnout Jo festeadde (eon) [ AT VL



239

FEP—BARRIERS AND FACILITATORS

(sonunuon))

VdI

stsd[eue onewoay I,

sisA[eue oneway I,

yoroxdde
JATIONPUL [LI2UI0)

sisd[eue oneway I,

yorvoxdde
SISA[eUE YIOMOWET,]

yoroxdde
SISATEUT YIOMOWE,]

sishjeue
dnewayl yum Vi1

£30043 papunoin)

stsd[eue onewoy |,

poyrow
sisA[eue vleQq

SMITATNUT
parn3onms-rwag

£oning

SADTATIIUT
parnionms-rwag

SMITATINUT
ParnIdnIs-rwag

SMITATIIUT
PaIn3onms-Twag

SMITAINUT
PaInIdNINS-TWIg

SMTATINIUT
paInionms-rwag

SAMOIAIINUT
paInionms-rwag

SAMITAIIIUT
PaInIdNIS-TWIg

SMOIAIINUT
paInIdNIIS-TWag

poyrow
TOMIDI3[[0d vle(q

(1=4)

uBaqqIIE]) PUL Y A\
(¢ =) versy pue oy
(5 =) ysng 21y

parzodarioN

(¢=4)
usouyuN (G =2x) Y A\
‘(g1 =) IMO[0d JO BOSIOJ

(1 =) 13OE PUv[S] 00O
/130eIN 7ZN “(f =#) 1308\
7N (L =#) ueadoing 7N

(1 =#) ysnirg ydeig
(6="4) ysprrg Mg x\

parzodazioN
(1 =#) veargy relg

(1=#) versy ysnug
(L=m) yspug My

(07 =#) uerdomioN

parrodas joN

parzodarioN

Kyorugyg

LETTT

(1r92)
6£-C¢

(L9°22)
YE=LL

(6+2)
81-S1

(¢L2)
Se—H1

(92)
$€-91

8¢—061

(8°¢2)
8511

(8'92)
L6712

981

(ueowr)
a8y

(s=I
‘c=d)8
(c=I
T=d) L
(c=1L
9=
‘9=d) ¥¢

(L=
‘c=a)cl

(9=
Y=d) 01
(or=w
‘T=4a) 12

(6=
‘c=d) Tl

(1=
‘01=4) 0T

(cr=m
‘=) 81

(9=
T=d) L

(L/W/2)
pue
Idqunu Ng

N

(£ 30UTT) NN

EPEUE)) [EIIIVOIN

(pueppny)
ﬁdnﬁauN BUZ

(F1s2ydULI) S

(3sam-y130U) N

(som-13r0U) 3

(pueresoy)
KemIoN

(Teamuoly)
epeUE))

eIERSNY

(L1001
/£310) wonyedoT

dId

drd

drd

SHINVD

HIdH

drd

dId

wesdord
dHd

J1UId

paziferadg

LIVINS

Suniag

(Feapoun
‘dnoi8 100d) dnosS +
[ENPIAIPU] /[ENpIAIPUT

(1Lg0D) dnoss 4
[ENPIAIPUT /[ENPIAIPUT
(Adeso,

eapun) dnosd +
[ENPIAIPUT /[ENpIAIPUT

(Adesoy,
aeapun) dnos +
[ENpIAIPU] /[ENpIAIPUT

drgo) renprarpuy

(dpy-ys) (ensi

(r1/drLgo) dnos +
[ENPIAIPUT/[eNPIAIPU]
(syr0omowesy
srweulpoydssd
[eUONE[2I UFIPOW

70 LgD) TenpIarpu]
(AdesayroyoLsd,
:3eapun) dnoss +
[ENPIAIPUT /[ENpPIATPUT

([dpy3ps) (ensiq

(9d£3) Lyrepowr

UONUDAINIU]

ON

ON

ON

ON

ON

SIX.

ON

‘UOTENIIS OFI] IUILIND PUL

stsoydAsd xrog1 Jo 1oedwr $11 ‘grH
Jo saduarradxo s g arodxo o,

‘suondo 1UawILdR) Spremol
sopnIIe s(|§ pue sjeuorssajord

918D (I[EIY 23eTNISIAUT O],

‘wesdord vonuaazaul A[3ed
pazifepads v yirm juowaFedud
F19Y3 duyap s)§ Moy 230[dxo O,

“juowiieary

9A13095J2 SUISSIOIE PUE JH,] UT
STOAIZOILD ITOY) PUE $2IUIISI[OPE
JO 22U21FdXD 9} DUTWEXD O,

"LgD pue Supoyuow
pasueyua, JO $2duFIdXD
$398n 9974398 230[d X2 O,

TH( UO SMI1A 9A1302[qns s1osn
214398 sisoydAsd £[es azodxo of,

‘JyeIs pue s g Jo oandadsiad
9} WOIF 9[ATIS JTH UL UIYITM
JUOWOSEIUISIP 23EFNSIAUT OF,

'sisoyadsd 3oa3e Adesoyroydssd
3O s1uarpardur Supjrom oy Jo
suondoorad s g arordxa of,

‘Juowiear]

asnjax 30 1doode sisoyadsd A[res
Y spenprarpur £ya o3o[dxo of,
‘stsoyafsd 303 vonuaAIAIUT
paseq-qam e yIim judwaSesus
s peduan[jur 1eym 230[dxa O,

swry

‘S9rpNIS PIapNduUT Jo %udeasw

(c102) TE 2
SR

(8102) e 30
Karpmony

(0202) Te 3

ueMO))

(2102)
“Te 32 omrepe)

(#102) vosLION
pue auifg
(8102) e 32

ong

(6102)

SUOWWISZIT,]

(8102) ¢ 12
peasousolg

(0202) T2
pneiry

(0z02) B2

proury

(3eak) yoyiny

¢ dTdV.L



FAHY ET AL.

240 |

VdI

UONESUIPUOD
1X93 DEWISAG

vdI

sIsA[eue oneway I,

sIsAJeue oppway I,

VdI

sisd[eue opewaY I,

sisk[eue
JFOMIWEI] pUT
yoroxdde opewoay T,

poyrow
sisA[eue vleQq

SAITAIAIUT
PaInIdN;IS-Twag

SMOTATOIUT

parnidonIs-rwag

SADTATNUT
[SEUBRIFSERIEIN

SMITAIIIUT
PaIMIdNIIS-TWag

SMITATNUT
PaIMIdNIS-TwWag

“MITAIIIUT
PaIMIdNIS-TWag

SMITATNUT
PaInIdNIS-TWIg

sdnoid snooyg

poyrow
UONdIY[0d el

parzodar 10N

(¢ =u) uersy

“(6=4) weseaneD) /ATy N

parzodarioN

parrodarioN

(5=u) 320 (01 =4)

uerseone)) ONy A\ (] =#)

I2PUPL[S J1F1O¢ /UEBISY

(91 =#) uedEIDWY ULILIFY

(1 =4) ysng peig
(8 =) ysnmrg 2MyM\

(11 =#) ysroeQq

(1=u)

110 (g =4) ue2qqLIT)
yspEg yaEg /32rg
‘(¢ =) vednsyy ysng
g /ydeig (1 =4)
[eSuag ysnLig urIsy
/ueIsy (6 =1#) veisryeq
UsSnirg UBISY/UeIsy

Aprogmyg

(02
12-61

(8'92)
8¢—61

81-L1

(6¥2)
ce—L1

Se—ql

(92)
$9-1¢

(02
yT=S1

(co)
ce—81

(ueour)
a8y

(€=
‘=) 8

(c=|
=) 6

(lz=
Ir=4) ¢

F=I
‘=) 6

‘=) 11

ar=mw
11=21) 12

(L/W/d)
pue
nRqunu Ng

(sare\ yInog
MIN]) BIEHSNY

(aseg-yanog)
KemzoN

(wopuo) S0

(wopuory) NN

(70X MIN
drowney) VSN

(3soydULIY
1918910) N[

(puereaz)
yrewud

(weySurwaeg)
SN

(Kyrpeoog
/K310) vones0

juonedur
‘SHINVO

steadsopy
X¢

dnoss
Supeay
ERITN

drd

HSIVY

LHND
/ d1d

o1UTD
paziferadg

drd

Zumeg

(Adesoyy paseq
-yzomidu—anSorerp
uado) dnozgy

(wonuaarayur A[Twrey
reuoneonpaoydLsd)
dnoiny

(dnos3 1gp) dnoioy

(dr.g0) renprarpug

(Sur[esunod) dnoid +
[ENPIAIPUT/[ENPIAIPUT

(drgo) renprarpuy

(¥eoroun) dnoad +
[eNPIAIPUT /[EnpPIATPUT

(fdesoyqroyodssd
/3uresunod) dnois +
[EnpIAIPUT /[ENpIAIPUT

(9d£) Lyepouwr
UOTIUIAINUT

ON

ON

SOX

ON

ON

ON

ON

wre

L1d

-angorerq

uad( ur Sururen Surmoroy
‘SaA[IWEY PUT NG ‘SUBIIUI JO
soandadsiod pue soouorradxo oy,

"UOIIU2AINIUT A[Twey
TevoneonpaoyaLsd jo soduarradxo
SIoquow A[Twey pue sNg

*STONEUIIN[[EY

A3oupne Surssonsip Suouarradxa
odoad Sunof 303 1 gH-dnoid

Jo 2ouapradxa oy 230[dx2 O,

"L YA SIUDI[D ¢ Suowe
d 1,0 Surar09s jo saduarradxo
pue suoneidadxs aodxo of,

*$9OTATIS STV Y UT
Juowodesua s1uafd papadwi Jo

POIBI[IOE] JEYI STOIDEJ $SISSE O,
‘s1soydAsd 103

Adexoy 1, reanoraeyag 2anusor)
Jo saduarradxa s g aro[dxa of,

2382 03
Keaped 3ot vt s309dse nydpay
uo saAndadsiad g aqrdsap o,

“dIH 2y Jo Lupiqeadasoe
pue ‘Apiqissadoe ‘ssouarerrdordde
[L403[ND DY} SIUTWEXD O,

swry

(panunuo))

(0202) T2 32 sIp1s

#102)

“TE 39 UIS[IN

(L002) T2
UOIMIN]

(8102) Te 12
ZITMI UL A

(5102) TE 32
parsypury

(€102) Te ¥
RINERIIN

(5102) TE 12
uasue[

(s102) TE 12
we[s|

(reak) yoyny

¢ dTdV.L



| 241

FEP—BARRIERS AND FACILITATORS

sisA[eue opeway ],

VdI

VdI

sisA[eue £30109(es],

£3004) papunoiny

poyrow
sisA[eue vleQq

SMITATIIUT
parnidnms-rwag

SAITATIIUT
paInionms-rwag

SMITATIUT
painidonas-rwag

SMITATNUT
paInIdNIS-TWIg

SADTAIIIUT

painidns-rwag

poyrow
UONdIY[0d el

pazzodarioN

pairodas joN

pazzodarioN

(1 =#) vesroWy
yiioN ‘(1 =#) ueisy

(¢ =#) ysppg /veiensny

‘(y =u) uerEnsSny

(g=4)
ystdug “(1g =) wipug

‘eIeIy Aurwron ‘eqrag

‘sourddiqryq ‘pueposg
‘Soxany, “Apeat wosy
SUBI[LIISTY UFOQ-1SIT,]

(=) l1,] ‘uredg ©930210)

‘Guoy] Suop] ur usog

Aprogmyg

$¢—0T

(€2
8761

(€D
8761

(D)
yT-S1

0C—81

(ueour)
a8y

(or=w
T=d) 11

I=1L%=I
‘L=d)T1

I=L%=W
‘L=a4)T1

(o=
‘c=d) 6

(sT=l
‘S1=21) 0€

(L/W/d)
pue
nRqunu Ng

usufuuccou
‘vsn

(puanoqpaN)
elensny

(GumoqpEp)
elensny

(durnoqap)
elensny

(£10) urorser)
erensny

(Kyrpeoog
/K310) vones0

dHLS
13D

s1soyafsq
Apreyg

a1ua))
s1soyafs g
Aprey

dId

ddd

Zumeg

(dnoad 300d

pue Adesay) Sumyes,
Jeapun) dnois 4
[EnpIAIPUT /[ENPIAIPUT
(Adesoy

SUIUO PajEIdpOW
/TOUIATNUT PIseq
~BIPIW [€1208) [EISI(]

(wonuaaIUl paseq
“eIpaw [v108) [BUSI

(.dnos3, pue Aderoy,

Jeapun) dnos 4+
[ENPIAIPUT /[ENpPIATPUT

(reoppUN

‘dnoi3 190d) dnois +
[EnpIAIPUT /[ENpIAIPUT
(9d£) Lyepouwr
UORUIAINU]

ON

SOX

SOX

ON

ON

wre

L1d

“JOpuagsuen) ‘T, fs1osn
201A39G ‘NG ‘s1sOydAs ] UT Apreq] Juawieas ], paziedadg (Ji 1S A80o[ouyaa], £194000y put JuswaSeury-}[2S LMV INS 2posidi eruorqdoziydg [entu] ue 513y £19A009Y “HSTV Y ‘PUE[EaZ MIN] ‘ZN FoquinN ‘N O[ew
‘I ‘stsd[euy [edrsojouawouay 2a1a3diaiuT ‘YT ‘stsoyddsd 303 vonuaazaur Afrwey ‘dy,g orewoy 4 ‘wesdoid sisoyadsd Aprer qgq (Adesoys reordojoyadsd urIuowaFeSu I[H {UONEN[EAD UONUIAIINUT PUL UOTIDIIP
Ap3ed “H[H ‘UONUIAINUT YI[LaY [LITIP TH( ‘weal yajeay [pauow Apunwwo)) ‘T HND sisoyddsd 1oy Lderay [eanoraeyaq 2aniugor) ‘d1gn) 9014195 (I[EaY [LIUOW JUIISI[OPE PUL UIP[IY)) ‘SHINY D) SUONLIAdIAQY

2ouaradxa

JUWIEDT) A[3D IO JO SIATIEITEU

53981 9ITAIIS 199[[0D O,

ddd

10 UOTIUDAIIUT [EID0S [LITIP
SUIUO WI2)-3UO[ € JO 2duaIFIdXD
s,91doad SunoL puesssopun of,

‘uruonoung [e100s

10§ UOHUDAINUT I[EdY [EIUIW
Ppaseq—erpow [L10S € “9oudiadxo
a1doad Sunof moy as0[dxa o,

“d [ WOy IuawaFe3uasip
Jo spomad sureiurew pue
SOSNED JEYM PUEISIOPUN O,

JUDWIEIT) JO $9BEIS [ENTUT
oY) UT 1UOWIFEFUD [Nss0ons
30 2ouaadxa $§ 9qLIISIP O,

swry

(panunuo))

(5102) TE12
jany[eydg

(0202) T2 32
SUIIUI[EA

(0z02) e
QUIIUI[EA

(0202) T2 32
[[EPULL,

(¢102) 1eang

(reak) yoyny

¢ dTdV.L



242 | FAHY ET AL.

categorizes these as ‘individual’ or ‘individual + group.” Studies primarily focused on individual therapy
are labelled as ‘individual therapy’ in subsequent analysis.

Setting/service

The studies wete conducted in specialist adult/children's FEP services, primarily in the UK (#=9) and
Australia (7= 0), with additional sites in Canada (7= 2), Norway (7= 2), USA (#»=2), New Zealand (n=1)
and Denmark (#=1).

Data collection and analysis

Most studies used semi-structured interviews, except (Cowdrey et al., 2018) (surveys) and (Islam
etal., 2015) (focus groups). Thematic analysis (#= 8) and Interpretive Phenomenological Analyses (IPA)
(n=06) were predominant, followed by grounded theory (2= 2), IPA with thematic analysis (#= 2), frame-
work analysis (#=2) and single instances of general inductive, systematic text condensation and trajec-
tory analysis.

META-ETHNOGRAPHY: THEME SUMMARY

Opverall, 13 themes were identified as part of the meta-ethnography (see Figure 2). The synthesis involved
concurrent analysis of both first-order constructs (participant quotes) and second-order constructs (au-
thor interpretations) to develop comprehensive themes that captured both participant experiences and
researcher interpretations of engagement barriers and facilitators. These themes and the subsequent 48
subthemes are explored further in the following sections of the paper. Example quotes for each sub-
theme are provided in tables in the Tables S1-S6.

Engag t

Facilitators

Service factors (I, G)

1) Easy to access and arange
appointments.

2) Small group size and session
predictability.

3) Staff continuity and impartiality.

Barriers

[Ambivalencetotherapy(l. G, D)][ Physical capacity (I, D, G) ]

1) Homeless, no space or time.
2) No intemet, phone, or data.
3) Seeking practical help with
benefits, housing, and
applications.

[ Destigmatizing (I, D, G) ]

1) Competing demands.
2) Not ready for therapy.
3) Only there for the sake of others.

1) New perspectives and
helping others.

2) Nomnalizing, peer support
and reduced isolation.

[ Emotional distress (I, D, G) ]
1) Digital therapy navigation is over-

A ibility of digital th D
[ Negative expectations (I, D)] [ ity of digital therapy ( )]

whelming. — - Therapists interp 1
2) Emotionally triggering to face and 1) Expectations of being a passive 1) Digttal therapy helps share infor- approach and skills (I, G)
share experiences. recipient. mation with clinicians.

3) Interpersonal challenges and
obligation to help.

4) Stigma and fear of judgment.
5) Worries about feeling worse.
6) Digital technology increases
anxiety through increased
independence and responsibility.

2) Consequences for disclosing
experiences.

3) Limited cultural and spiritual
understanding.

4) No immediate benefits.

5) Privacy concerns.

[ Fluctuating symptoms (I, D) ] [

1) Feeling better so not engaging
2) Psychosis symptoms interfering.
3) Too cognitively demanding.

Therapy pref

unmet (I, D)J

[ Service limitations (1) ]

1) Change in clinician.
2) Appointments not available and
costly.

1) Digital content not relevant or
unhelpful.

2) Medication favoured above
therapy.

3) Selfreliance or social network
support instead of treatment.

4) Wanting more human
connection.

2) Flexibility and control.
3) Technology use is modern, pro-
gressive, and upbeat.

Positive expectations of therapy
are met (I, G, D)

1) Feeling worse and thinking
therapy will help.

2) Help with symptom reduction
and daily routine

3) Awareness of support.

4) Gaining independence.

5) A new perspective

1) Warmth, trust, and support.
2) A safe and empowering
place to talk.

3) Flexibility and collaboration.
4) Help putting my story into
words.

5) Nomalizing, nonjudgmental
and informal.

[Therapy preferences met (I, D)]

1) Medication alongside talking
therapy.

2) Personal contact with web
therapist valued

FIGURE 2

Summary of themes and subthemes. Key: D, digital therapy; G, group therapy; I, individual therapy.
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BARRIERS

Seven themes were identified as barriers to engagement in psychological therapy: (1) Ambivalence to
therapy, (2) Emotional distress, (3) Fluctuating symptoms, (4) Negative expectations, (5) Physical capac-
ity, (6) Service limitations and (7) Therapy preference unmet. These themes encompassed 26 subthemes,
each supported by multiple studies (see Table 3). Complete first- and second-order data and illustrative
quotes are available in Tables S1-S6.

Ambivalence to therapy

Six studies found that service users showed ambivalence towards engagement due to multiple factors
including unfamiliar concepts, stigma and uncertainty of therapy. The findings were categorized into
three subthemes. The first theme (1) Competing demands outlined how therapy involved giving up per-
sonal time that would otherwise be spent undertaking personal activities, which was sometimes reluc-
tantly given. The second theme (2) No# being ready for therapy reflected how participants were not ready
to talk about their personal experiences and therefore therapy was not a beneficial space at that point
in time. Some service users also described alternative explanations for their experiences and reported
being ‘in denial’ of their difficulties. The third theme (3) Only there for the sake of others highlighted how
service users only attended therapy for their family's/other people's reassurance rather than for their
own benefit. There was a sense that individuals will only fully experience the benefits of engaging in
the therapeutic process when doing so for themselves, rather than out of obligation to others.

Emotional distress

Twelve studies highlighted service users' descriptions of emotional distress. The results were fur-
ther contextualized into six subthemes. The first theme (1) Digital therapy navigation is overwhelming
and reflects how service users felt emotionally overwhelmed using the digital therapy platform and
found it effortful to navigate. Theme two (2) Emotionally triggering to face and share experiences outlines
how the experience of starting therapy was reported to be one of anxiety and hesitation, finding
therapy initially challenging as it forced them to confront their difficulties. The third theme (3)
Interpersonal challenges and obligation to help highlights how anxiety was experienced due to conflict
within the family or peer group during therapy. Service users highlighted how listening to the
experience of others was described as emotionally difficult. The fourth theme (4) Stigma and fear of
Judgement focused on shame being triggered by others' judgements about service users' diagnosis,
impacting their willingness to open up in individual sessions. Service users were also found to hold
stigmatized views about therapy, that is, therapy as a weakness. For digital therapy, the use of forums
and messaging created pressure to respond, with embarrassment at the thought of no one replying.
The fifth theme (5) Worries about feeling worse identified how service users feared that therapy could
worsen their symptoms or that discussing their psychosis might trigger a recurrence. The final sixth
theme looked at (6) Digital technology increases anxiety through increased independence and responsibility and
related to the perceived need for independence in digital therapy, compared to face-to-face sessions,
leading to rumination and anxiety, which hindered engagement.

Fluctuating symptoms

Nine studies described how fluctuating symptoms and the changeable nature of symptoms of psychosis.
Findings were divided into three subthemes. The first theme (1) Feeling better so not engaging found that im-
provements in well-being and feelings of self-sufficiency were factors in disengagement from individual
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TABLE 3 Summary of the studies that barrier and facilitator themes were derived from.

Arnold Artaud Bjornestad Bucci Byrne & Cadario Cowan Cowdrey Harris Islam Jansen
etal. etal. etal Fitzsimmons, etal. Motrison, et al. etal,, etal. etal. etal. etal
(2020) (2020) (2018) (2019) (2018) 2014 (2012) 2020 (2018)  (2012) (2015) (2015)
Barrier

Ambivalence to therapy . v v

Emotional Distress v : : v v v v v

Fluctuating symptoms v v v

Negative expectations . . . . v v v

Physical capacity v : : v v

Service Limitations : : . . . . . : . . . v

Therapy preference unmet o . . . v . . : v v

Facilitators

Destigmatizing v : : . 4 v

Accessibility of digital v . . . 4

therapy

Positive expectations of . . v . . . . v : v v

therapy are met

Service factors . : . . . v

Therapists interpersonal - : v . . v

approach and skills

Therapy preferences met o . . . . v v v v

therapy, with some service users feeling they had gained what they needed, such as socialization from
group therapy. The second theme (2) Psychosis symptoms interfering focused on how negative symptoms and
paranoid thoughts impacted engaging with digital therapy. Hearing voices also posed an additional chal-
lenge in individual therapy, both during and after sessions, with some finding it worsened by discussing
their voices. The third theme (3) Too cognitively demanding highlighted how therapy was often seen as cogni-
tively demanding, with noted participant concentration difficulties and self-guided online therapy being
considered burdensome due to the decision-making required and the overwhelming number of choices.

Negative expectations

Eight studies highlighted service users' negative expectations of therapy. Results were divided into five
subthemes. The first theme (1) Expectations of being a passive recipient looked at how service users assumed
therapy would be more passive or less work for them as a patient, that is, finding CBT more demanding
than expected. The second theme (2) Consequences for disclosing experiences related to service users believing
that they would be detained or sectioned for disclosing their experiences. Family tension could also deter
engagement, whereby families were not supportive of their relatives accessing mental health support, and
in one instance resulted in family members arguing with staff, embarrassing the service user and making
them question their ongoing engagement. The third theme (3) Lznzited cultural and spiritual understanding out-
lined service users describing that their beliefs would not be understood, that is, professionals would not
understand their perspective on health, illness or traditional remedies. The fourth theme (4) No immediate
benefits indicated that some service users expressed hopelessness about longer term improvement when no
immediate benefits or only small benefits of therapy were found. The fifth and final theme (5) Privacy con-
cerns found that some service users were uncomfortable with their digital entries being shared with their
team, leading them to filter the information they provided. This hesitation stemmed from being unready
to share personal details and not wanting to worry the therapist that the treatment was not working.
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Kilbride Lucksted Newton Nilsen Sidis Valentine  Valentine Schalkwyk
etal. etal. Mankiewicz  etal. etal. etal. Stewart  Tindall etal. etal. etal. Total
(2013) (2015) et al. (2018) (2007) (2014)  (2020) (2013) et al. (2020) (2020) (2020) (2015) (N=)
v v v v 6
v v v v v v 12
4 v v v v v 9
v v v v v 8
v v 5
v 2
v v 4 v 8
v v v v v v v v 1
4 v 4
v v v v 8
v v v v v 6
v v v v v v v v 10

Physical capacity

Five studies highlighted physical capacity as a challenge for service users. This was divided into three
subthemes. The first theme (1) Homeless, no space or time was identified as some service users found it
challenging to spend time on the digital therapy website, due to an absence of time, physical space or
capacity. Similarly, group therapy was noted to be time demanding. The second theme (2) No znternet,
phone or data was derived from practical issues such as having limited phone data, an uncharged phone
battery, lost or broken phones and not having access to the internet. The third theme (3) Seeking practi-
cal help with benefits, housing and applications highlighted how service users prioritized needs like hous-
ing, finances and employment over psychological therapy, and the unmet expectation of receiving
practical support in sessions led to a breakdown in the therapeutic relationship and disengagement.

Service limitations

Two studies described service limitations. This theme comprises two subthemes. The first theme (1)
Change in clinician was described as having a marked negative impact on engagement and was associated
with a sense of loss of trust. The second theme (2) Appointments not available and costly identified that
when service users returned to work or school, engagement in therapy became a secondary priority
for some, which due to the service opening hour constraints, resulted in disengagement. Other ser-
vice users did not have the financial availability for therapy and their parents declined to pay for this.

Therapy preference unmet
Eight studies described service as users having an unmet preference for the way in which they receive

therapy. This theme consisted of four subthemes. The first theme (1) Digital content not relevant or unbelpful
set out that, when it came to digital platforms/therapy, service users found the content repetitive, generic,
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overly positive or aimed at a younger audience. The second theme (2) Medication favoured above therapy indi-
cated that some service users favoured medication over other treatments, describing themselves as ‘biased
in favour of medication’ (Cowdrey et al., 2018). The third theme (3) Se/f-reliance or social network support instead
of treatment reflected how some service users emphasized agency and self-reliance over therapy, believ-
ing only they could resolve their issues. With others preferring to discuss their experiences with trusted
family or friends, reducing their motivation to engage in online therapy, as this need was met elsewhere.
Additionally, the fourth theme (4) Wanting more human connection proposed that some service users felt tech-
nology should be an aid, rather than a replacement, for individual therapy, as a result, digital therapy was
felt to provide limited opportunities to connect and interact at an emotional and interpersonal level.

Facilitators

Six main themes were identified as facilitators of engagement, and they were: (1) Destigmatizing and
connecting with peers, (2) Accessibility of digital therapy, (3) Positive expectations of therapy are met,
(4) Service factors, (5) Therapists' interpersonal approach and skills and (6) Therapy preferences met.
Each of which contains between two to five subthemes, with 22 subthemes overall. Each of the facilita-
tor themes was derived from the syntheses of multiple studies, please see supplemental materials for the
complete first- and second-order data sets.

Destigmatizing

Eleven studies were found to describe a connection with peers and a destigmatizing and normalizing
element which emerged from interacting with other people who understand psychosis, or who have had
similar difficulties. This theme was separated into 2 subthemes. The first subtheme (1) New perspectives
and helping others explained that the sense of helping each other through learning and sharing of coping
strategies was found by service users to be positive and beneficial. The second subtheme (2) Normalizing,
peer support and reduced isolation indicated that psychological therapy was reported to be normalizing and
facilitated the connection between service users and their peers through shared experiences.

Accessibility of digital therapy

This theme describes the benefits that service users reported from digital therapy, including aiding
information sharing with their team, memory prompts and enhancing feelings of control. It consists of
three subthemes. The first subtheme (1) Digital therapy helps share information with clinicians highlighted how
service users described feeling more comfortable using digital therapy as opposed to attending face-to-
face therapy, as it allowed them to be more honest and truthful. The second subtheme (2) Flexibility and
control explained how the accessibility and flexibility of digital therapy helped overcome challenges to
engagement in conventional therapy, such as social anxiety and sleep disturbance. It also empowered
service users by allowing them to have control in tracking their own progress. The third subtheme (3)
Technology use is modern, progressive and upbeat identified that digital therapy not only aligned with how the
service users communicate, but also fostered a positive environment that aided their engagement.

Positive expectations of therapy are met
Eight studies were found to describe service users' expectations that therapy would be helpful for them.

For some, their symptom severity motivated them to seek help, whereas others had previous posi-
tive experiences of therapy. Alongside this, experiencing early gains in therapy was found to facilitate
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engagement. It was divided into four subthemes. The first subtheme (1) Feeling worse and thinking therapy
will help was derived from service users' explanation that their concerns about symptoms worsening en-
couraged them to engage with therapy. They hoped to gain coping strategies from therapy that would
improve their functioning. The second subtheme (2) Help with symptom reduction and daily routine high-
lighted that suggestions on how to manage daily structures, sleep habits and managing experiences such
as voice hearing at night were often seen as useful and encouraged service users to engage in therapy.
In the third subtheme (3) Awareness of support service users described becoming more aware of their
social network and realizing that people close to them were trying to understand and help them. These
experiences of emotional support could unburden service users from their thoughts and motivate them
to engage in therapy. The fourth subtheme (4) Gaining independence explained how therapy was viewed as
a meaningful component in the process of regaining independence and a place in society following an
episode of psychosis. The fifth subtheme (5) A new perspective suggested that the expectation that therapy
could allow service users to obtain an alternative perspective on their experiences aided engagement.

Service factors

Six studies were found to describe service factors including ease of access to appointments and staff
consistency as facilitators of engagement. This was divided into three subthemes. The first subtheme (1)
Easy to access and arrange appointments highlighted practical factors, including how easy it was to get to the
appointments via public transport and how safe and pleasant the location was, which positively affected
service users' engagement. For the second subtheme (2) Swall group size and session predictability, service
users reported that having a smaller group was noted as less anxiety provoking and having pre-agreed
session length was highly valued. The third subtheme (3) Staff continuity and impartiality identified that
service users found the impartiality of a professional allowed them to share experiences they had not
shared with others. Staff continuity also deepened the therapeutic relationship over time.

Therapists' interpersonal approach and skills

Ten studies describe how the approach of the therapist and skills they had facilitated engagement, including
their warmth, ability to listen, work collaboratively and foster positive relationships. This theme was com-
prised of five subthemes. The first subtheme (1) Warmih, trust and support identified that service users found
therapists who had a warm, friendly and respectful style, alongside an unconditional acceptance and genu-
ine desire to help allowed for a trusting relationship, which facilitated open and honest in-depth conversa-
tions. The second subtheme (2) A safe and empowering place to talk suggested how service users could speak
about their experiences without fear of stigma when they were positioned as experts in their experiences.
This humanistic, client-centred approach fostered a safe environment where they felt empowered, listened
to and that their ‘opinions were taken seriously. The third subtheme (3) Flexzbility and collaboration described
a collaborative partnership between the service user and therapist, where they have shared control was
described as integral, especially in areas such as agenda setting, In the fourth subtheme (4) Help putting my
story into words psychological therapy was described as a language-creating process to help putting difficult
to express thoughts and emotions into words. The fifth subtheme (5) Norwalizing, non-judgmental and informal
explained that clinicians taking a non-judgmental stance and having an informal, normalizing approach
enabled service users to feel that their clinician understood them, hence fostering a strong alliance.

Therapy preferences met

Several studies described participates expressing a preference for the way in which they received therapy.
When this was facilitated, it was described as aiding engagement. This theme was comprised of two
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subthemes. The first subtheme (1) Medication alongside talking therapy indicated that for some service users,
medication was only viewed as beneficial alongside other psychological support. The second subtheme
(2) Personal contact with web therapist valued suggested that having a connection with a web-based therapist
facilitated engagement. For several service users, personal contact enabled fears surrounding informa-
tion safety to be allayed through reassurance.

Qualitative comparative analysis (QCA) results

The complete data set showing the 23 papers set membership to each condition for barriers can be
found in Tables S1-S6 and Data S1, where both crisp and fuzzy scores are included to indicate whether
a particular paper had met the inclusion to that set (crisp) and to the extent to which it had met that
inclusion (fuzzy). The current QCA had a consistency threshold of 0.75 (75% of studies with a given
combination of conditions must display the outcome for that combination to be considered sufficient
for the outcome to occut).

Barriers to engagement QCA results

The fuzzy set and crisp-set analyses identified ‘emotional distress’ as a sufficient condition for barriers
to engagement, indicating that when emotional distress is present, disengagement is likely to occur. This
was derived from five papers for fuzzy solution (Doyle et al., 2014; Evans-Jones et al., 2009; France
et al., 2019; Moher et al., 2009; Turner et al., 2007) with a consistency value of 1 and coverage of 0.35,
and four papers for the crisp (Evans-Jones et al., 2009; France et al., 2019; Islam et al., 2015; O'Driscoll
et al.,, 2021) with a consistency value of 1 and coverage of 0.52.

Facilitators to engagement QCA results

The fuzzy set analysis identified “T'herapists’ interpersonal approach and skills’ as sufficient for the out-
come, while the crisp-set analysis indicated that the combination of, ‘Positive expectations of therapy
are met’, “Therapy preferences met’ and “Therapists’ interpersonal approach’, together were sufficient
for engagement in therapy.

The crisp minimization of barriers to engagement provided two models as solutions to facilita-
tors to engagement. Model 1 included the conditions of ‘Positive expectations of therapy are met’ *
“Therapy preferences met’ * “Therapists’ interpersonal approach and skills’ with a consistency value of
0.94 and coverage of 0.77. Model 2 included the conditions of ‘Positive expectations of therapy are met’
* “Therapy preferences met’ * ‘Destigmatizing’ with a consistency value of 0.94 and coverage of 0.73.
In this QCA there is model ambiguity, where there is more than one solution to a formula to succinctly
summarize the information in the truth table (Oana et al., 2021). “Therapists’ interpersonal approach’
had higher raw coverage (0.46) and unique coverage (9% of the outcome is explained uniquely by this
path) than destigmatising (0.14 and 5%) and the fuzzy minimalization indicated “Therapists’ interper-
sonal approach’, as such model 1 was preferred, however, both models are potential explanations.

DISCUSSION

The meta-ethnography confirms engagement as a complex phenomenon influenced by sociodemo-
graphic, clinical and service-level factors (MacBeth et al., 2013; O'Brien et al., 2009). Data from 23
studies were distilled into key themes. The findings suggest that emotional distress alone was enough
to prevent people from engaging in therapy, while a therapist's interpersonal skills and approach were
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crucial for facilitating engagement. The therapist's interpersonal skills and approach worked both as
a standalone factor and in combination with other elements to promote engagement in psychological
therapy for people with FEP.

The most relevant theme facilitating therapy engagement was Therapist interpersonal skills and
approach, particularly warmth, genuineness, active listening and collaboration (Bjornestad et al., 2018;
Lucksted et al., 2015). This aligns with existing findings on therapeutic relationships and CBTp prin-
ciples (Evans-Jones et al., 2009; Jung et al., 2015; Wood et al., 2015). Evidence also supported an
interaction between Positive expectations of therapy being met and Therapy preferences met with ei-
ther Therapists’ interpersonal approach and skills or Destigmatizing. Positive expectations of therapy
being met form the foundation; when early sessions fulfil initial hopes, this fosters trust and moti-
vation (Bjornestad et al., 2018; Cowan et al., 2020). Therapy preferences met may then reinforce en-
gagement by enhancing client agency (Cowdrey et al., 2018; Stewart, 2013). The configuration is then
solidified either through the therapists’ interpersonal approach or through destigmatising experiences,
where validation and normalization reduce shame and empower clients (Byrne & Morrison, 2014;
Newton et al., 2007).

Emotional distress commonly occurs during psychological therapy in FEP, affecting service
users' engagement and continuation (Kilbride et al., 2013). This distress arises from confronting and
sharing experiences (Cowan et al., 2020). managing digital platforms (Arnold et al., 2020; Valentine
et al., 2020), fear of judgement and stigma (Harris et al., 2012) and concerns about symptom worsen-
ing (Mankiewicz et al., 2018). Addressing these concerns and helping users manage distress is crucial.
Low symptomatology has also been shown to be a predictor of disengagement, and for those who
do engage, those with low symptomatology are less likely to engage well with services (Robson &
Greenwood, 2022). The perceived need for psychological therapy needs to be carefully assessed and
discussed with service users, with clinicians taking time to explore and validate emotional concerns
while providing clear psychoeducation about the therapeutic process and its potential benefits. It
may be beneficial to adapt the pace of engagement to suit individual needs (Tiller et al., 2023). Early
positive changes in symptoms or functioning may help maintain engagement by offsetting negative
feelings and demonstrating therapy's value (Bjornestad et al., 2018; Harris et al., 2012). Stigma has
previously been identified in reviews as a barrier to engagement with EIS more broadly suggesting a
need for more community-based mental health literacy adapted to address culturally shaped stigma
(Skrobinska et al., 2024; Tiller et al., 2023). Utilization of peer support workers and befriending
schemes in teams can improve engagement, and can positively affect stigma, knowledge and relation-
ships (Proctor et al., 2019).

Service users varied in their therapy preferences. While some found clinician contact alongside digi-
tal therapy facilitated engagement, others felt this support was insufficient (Arnold et al., 2020). Service
factors also had varying impacts: staff consistency and accessible locations enhanced engagement for
some while staff changes and inconvenient appointment times hindered others (Tindall et al., 2020).
Some users prioritized practical support with housing, benefits and paperwork over psychological in-
terventions (Fitzsimmons, 2019). This suggests therapists should discuss potential barriers and support
needs individually. Supported decision-making approaches, which empower individuals to seek help
with the assistance of an associate may facilitate this (Causier et al., 2024).

Unmet therapeutic expectations created engagement challenges. Expectations of practical support, when
unfulfilled, led to therapeutic rupture (Kilbride et al., 2013; Tindall et al., 2020). While fluctuating psychotic
symptoms like low mood, paranoia and voice hearing affected engagement (Arnold et al., 2020; Kilbride
et al., 2013; Turkington et al., 2000), the key barrier was not the symptoms themselves but rather the dis-
connect between service users' and professionals' understanding of these experiences (Cowan et al., 2020).
These interventions often lack cultural adaptation (Islam et al., 2015), with minority service users frequently
consulting faith/spiritual healers befote secking medical help, reflecting diverse explanatory models. While
clinicians should incorporate religious and spiritual perspectives in therapy, many lack adequate cultural
awareness training, Despite recent improvements in cross-cultural adaptation of psychological interventions
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(Arundell et al., 2021), this remains an area needing development. Therapists must remain open to multiple
frameworks for understanding psychosis throughout treatment.

The theme ‘Ambivalence to therapy’ reflected motivational challenges, with some rejecting their
psychosis diagnosis despite others' views (Artaud et al., 2020; Cowan et al., 2020). Service users found
their experiences too shameful to share with loved ones (Schalkwyk et al., 2015), aligning with literature
on stigma and disempowerment as engagement barriers (Berry & Haddock, 2008). However, speaking
with impartial professionals who have heard similar experiences may facilitate therapeutic engagement
(Mankiewicz et al., 2018). Where parental relationships are both facilitators and barriers to accessing
services (Tiller et al., 2023), involving families where possible early can improve outcomes and reduce
disengagement (Skrobinska et al., 2024; Tiller et al., 2023).

Engagement has been found to be a dynamic construct that changes over time (MacBeth etal., 2013).
Service users reported difficulty socializing after psychotic episodes, making group therapy initially
helpful, but disengaging once their social confidence returned (Cowan et al., 2020). This demonstrates
how engagement fluctuates based on changing needs, suggesting that the benefits of specific thera-
peutic approaches may vary over time. While this review examines barriers and facilitators to engage-
ment broadly, engagement encompasses distinct but related concepts (Robson & Greenwood, 2022).
These components, while related, may be influenced by different factors at different stages of therapy.
Addressing the complex interplay of systemic, service-related and individual factors is crucial to im-
proving engagement with early intervention services.

These findings underscore the individualized nature of experience, where personal circumstances
affect therapy engagement depending on service accessibility, available resources, therapy modality and
current experiences of emotional distress or psychotic symptoms. For some, psychological therapy was
just one of multiple support needs and not always prioritized. When service accessibility aligned with
users' needs, the therapeutic relationship was valued, with trust, warmth and normalization proving
particularly engaging.

Strengths and limitations

To maximize data capture, a broad search was conducted, including unpublished worldwide studies
without language restrictions. While most papers contributed to multiple themes, there was variation,
from one (Jansen et al., 2015) to six (Bucci et al., 2018) themes, an inevitable consequence of broad in-
clusion criteria. The final sample was limited to English-language published research from high-income
countries, despite efforts to achieve greater diversity.

A notable limitation is the paradox of studying therapy engagement in FEP: those who never engage
with mental health services remain unrepresented. This particularly affects minoritized ethnic groups,
especially black service users, who experience different EIS trajectories (O'Driscoll etal., 2021). Ethnicity
documentation was inconsistent, appearing in only 14 studies with varying descriptive approaches.

During analysis, researchers' coding of first-hand data sometimes differed from the original au-
thors' interpretations. For example, in (Schalkwyk et al., 2015), content categorized under ‘an import-
ant relationship with a professional’ was recorded as ‘feeling listened to” under ‘therapist interpersonal
skills’. This approach enabled new theory generation but relied on available quotes selected by original
researchers, highlighting the subjective nature of the analysis. As noted, meta-ethnographic synthesis
reflects both the content and synthesizer perspective (Noblit & Hare, 1988).

The QCA complemented the meta-ethnography by identifying minimal combinations of conditions
sufficient for therapy engagement. No necessary conditions were identified, suggesting multiple path-
ways to engagement exist (Jeffreys et al., 1999). While QCA has limitations, including arbitrary set
inclusion criteria in crisp-set analysis (Vink & Vliet, 2009) and assumptions of error-free measurement
(Hug, 2013), it moves beyond theme identification to examine how different factor combinations influ-
ence therapy engagement.
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Recommendations and future research

Although this meta-ethnography uniquely focused on psychological therapy engagement, other FEP
service engagement reviews found similar themes, particularly regarding therapeutic relationships
(Tindall et al., 2018). This suggests some engagement factors may be common across mental health
services, while others are specific to psychological therapy. Further longitudinal research is needed to
explore how these factors influence engagement over time, as engagement may be dynamic for some
service users. While this research did not examine interactions between barriers and facilitators, the
literature suggests these factors are interconnected (Wood et al., 2015). For instance, a destigmatizing
environment and strong therapist interpersonal skills may offset engagement barriers like emotional
distress. Research should investigate whether such facilitators effectively counteract therapy-related dis-
tress. Future research could develop and validate screening tools for both service users and therapists
based on the sufficient conditions identified in the QCA. Such tools could enable early identification of
engagement risks and guide targeted interventions to enhance engagement.

Conclusion

The meta-ethnography revealed emotional distress as a key barrier to engagement while destigmatiz-
ing therapy and therapist interpersonal skills emerged as crucial facilitators. QCA proved valuable in
complementing traditional methodologies to understand these complex interactions. Further research
should explore both factor interactions in FEP therapy engagement, and the impact of digital modali-
ties, given the increased reliance on digital modalities since the COVID-19 pandemic.
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SUPPORTING INFORMATION

Additional supporting information can be found online in the Supporting Information section at the
end of this article.
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