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Portfolio Abstract 

Background 

It is well-established that sleep disturbances are highly prevalent in Schizophrenia 

Spectrum Disorders (SSD) and are implicated in the maintenance and severity of 

psychosis experiences. In recent years, paradigmatic shifts have witnessed a shift in 

understandings, and researchers have started to considerable the contributory role of 

sleep in the development of psychosis. Despite emerging research in those at risk of 

psychosis, there is little research exploring sleep disturbances in First Episode 

Psychosis (FEP). 

In the general population, there is a large body of evidence documenting strong 

associations between sleep disturbances and suicidality. This relationship is also 

evident in SSDs yet is relatively unexplored in FEP. This is notable given FEP is 

considered a ‘high risk’ period for suicide. In the very few studies exploring the 

relationship between sleep and suicidality in FEP, there are some limitations. Much of 

the research explores insomnia and does not employ methods that may capture 

discrete or specific aspects of sleep. Further, there is limited qualitative research in 

this area, thus, lived experience and the meaning attached to this proposed 

relationship remains unexplored. 

Method 

An exploratory mixed-methods design was adopted. 10 individuals aged between 18 

and 65 years who were currently receiving care from Early Intervention Psychosis 

services participated in this study. Participants were asked to wear a wrist worn 

actigraph for 7 consecutive days and nights, complete 3 psychometric measures on 

sleep, psychosis symptoms, and suicidal ideation, and participate in a semi-structured 

interview. Inductive Reflexive Thematic Analysis was conducted on qualitative Data. 

Motionware software and the Statistical Package for the Social Sciences was used to 

analyse quantitative data.  

Findings 

Considerable variation between participant sleep parameters was shown, with short 

sleep duration, longer sleep latency, increased wake after sleep onset, and high sleep 

variability evident. No statistically significant relationships between sleep 
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disturbances, psychotic symptoms, and suicidal ideation were found. However, this 

was expected due to the small sample size, as the strength and direction of 

relationships indicate relationships are present. Qualitatively, four themes, with 

corresponding sub-themes, were constructed inductively: ‘Losing sleep and losing 

myself;’ ‘Meaning making experiences of sleep loss and psychosis’; ‘Coping with, and 

the emotional consequences of, poor sleep’; and ‘Feeling trapped: suicide as an 

escape’.  

Discussion 

To the best of the authors knowledge, this is the first study to use a mixed methods 

design to explore relationships between sleep disturbances, psychosis symptoms, and 

suicidal ideation in FEP. Sleep disturbances are common in FEP and may be 

implicated in experiences of suicidal thinking and non-suicidal self-injury (NSSI). The 

psychological processes involved in this relationship warrant further exploration.  

Impact on Clinical Psychology 

Frequent and standardised assessment of sleep disturbances as an independent 

difficulty, and incorporated into suicide risk assessments, is warranted in Early 

Intervention Psychosis services. Understanding the contributory and/or maintaining 

role of sleep disturbances may contribute to enhanced participant understanding and 

identify targets for intervention, highlighting a potential role for formulation within EIP 

care surrounding sleep, psychosis experiences, and suicidal risk and/or NSSI. Beyond 

this, it may be impactful for clinical psychologists to consider training staff on the 

impact of sleep disturbances on clinical presentations such as psychosis.  
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Abstract 

Introduction. Sleep disturbances are a risk factor for suicidal ideation and are 

commonly reported amongst individuals experiencing psychosis. Given elevated 

suicide risk in First Episode Psychosis (FEP), understanding associations between 

sleep and suicidality is imperative for informing risk management and intervention. 

This study explored associations between sleep, psychosis symptoms, and suicidal 

ideation and explored the perceptions of those with FEP regarding these 

experiences.  

Methods. 10 participants experiencing FEP were recruited from Early Intervention 

services. Participants wore an actigraph for 7 days, completed 3 measures 

(Insomnia Severity Index [ISI], Prodromal Questionnaire Brief [PQB], and Beck Scale 

for Suicidal Ideation [BSS]), and participated in a semi-structured interview.  

Results. No significant associations were found between variables, which was 

expected in this exploratory study. Descriptive statistics indicated variation in sleep 

duration, sleep timing, wake after sleep onset, and onset latency. Qualitatively, 

participants described an extended process of loss, from losing sleep to ‘losing 

themselves’ and the ability to make safe decisions. Sleep disturbances were 

considered central to the meaning making of psychosis experiences prior to an acute 

episode, and as a ‘trigger’ for subsequent experience. Participants discussed 

reduced emotional control and heightened self-harm or non-suicidal self-injury 

following sleep disturbances. Participants described a sense of entrapment in their 

experiences of poor sleep and described suicide as an escape from their current 

reality.  

Conclusions. The relationship between sleep and suicidality in FEP warrants further 

exploration, including understanding of how specific aspects of sleep relate to 

suicidality, and exploration of the psychological processes in this complex 

relationship.  

Key words; First Episode Psychosis, Sleep, Suicidal Ideation, Suicidality 
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Introduction 

Suicide is the leading cause of mortality amongst those with Schizophrenia Spectrum 

Disorders (SSDs) 1. Contributing factors to suicide amongst those with SSDs are well 

explored, and research on risk-factors in earlier phases such as First Episode 

Psychosis (FEP), is increasing 2–4. FEP is considered a high-risk period5, as suicide 

related mortality is highest in the first five years of symptom onset6. FEP suicidal 

ideation rates range from 26.2-56.5% 7,8, and suicide risk is elevated by ~60% 

compared to those with SSDs9. 1 

Researchers have endorsed the need to distinguish between aspects of suicidality 

(ideation, planning, attempt, and completion) for research specificity, monitoring, and 

prevention implications10. Much of the current research in FEP includes ‘suicide risk’ 

as an all-encompassing term, limiting the potential to identify implicated factors. 

Suicidal ideation offers an important research focus, given it is a consistently reported 

antecedent of suicide attempts and completion 3,11. To date, much of the literature 

focuses on suicidal ideation in those with a longer illness duration12, or broader 

suicide-risk factors in early psychosis4 

Sleep disturbances are a known risk factor for suicidal ideation in both clinical13 and 

non-clinical groups14. Sleep disorders, such as insomnia, are associated with 2-fold 

increased odds of suicidal behaviour in those with mental health difficulties15. This 

association is particularly pertinent for those with SSDs given the greater prevalence 

of sleep disorders amongst those with SSDs than the general population16–19. 2 

 
1 Please see Extended Introduction (1.6) for further background on suicide in FEP 
2 Please see Extended Introduction (1.5) for further background on sleep disturbance in psychosis 
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Paradigmatic understandings have shifted from disturbed sleep as a consequence of 

poor mental health towards recognising that sleep difficulties may play a causal role 

in the onset and maintenance of psychosis 20,21. Disturbed aspects of sleep (notably 

timing, variability, duration, and quality) and insomnia are associated with increased 

positive symptoms, such as delusions, hallucinations, and increased paranoia in 

SSD’s 17,22–24, and in At Risk Mental State (ARMS) populations25,26, which evidenced 

suggesting sleep disturbance can predict symptom severity at 12 month follow-up in 

ARMS groups27,28 3 

Despite associations between sleep and positive symptoms across the psychosis 

spectrum26,29,30, and positive symptoms and suicide in SSDS 3,31,32, it is unclear 

whether this association is existent in FEP. Recent longitudinal work found that those 

experiencing FEP with insomnia were almost 14 times more likely to experience 

suicidal ideation over the follow-up period than those without, and sleep problems 

were dose-dependently associated with positive symptoms33. Given that early 

intervention in FEP is associated with improved prognosis34,35, this dearth of 

information regarding sleep as a potential risk factor to symptom exacerbation and 

functional outcomes such as suicidal ideation is noteworthy. 

There are several theories that consider how sleep may be implicated in suicidal 

processes. Diathesis-stress models are well-cited in understanding psychosis onset 

36,37and are theoretically key to established models of suicide 38 whereby sleep 

deprivation poses a precipitating factor to both ideation and attempt. Additionally, some 

theories such as the ‘mind after midnight’ hypotheses 39 consider sleep an explicit 

contributor to suicidal processes, and proposes excessive nocturnal wakefulness 

 
3 Please see Extended Introduction (1.5) for further background on sleep in early psychosis 
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facilitates a period of vulnerability to mechanisms of suicidal behaviour in which 

individuals are more likely to engage in risk-related behaviour. Given that when 

adjusting for the number of people awake in the population at a given time, the risk for 

suicide is highest at night 40, such theories are important to consider for those already 

holding an elevated risk.  

Though preliminary evidence in FEP suggests a similar relationship between sleep, 

symptoms and suicidal ideation as shown in SSDs or ARMS, there are limitations in 

the current evidence. Much of the research has focused on insomnia 41–44, often 

dichotomised by categorically identifying the presence or absence of the disorder 

rather than exploring distinct sleep parameters; a limitation noted in previous reviews 

of general population studies14. There is considerable heterogeneity in sleep and 

suicidality measures, with measures encompassing a singular or binary measure12, 

which limits exploration of whether specific aspects of sleep relate to suicidality. The 

current literature is lacking in studies employing actigraphy to explore aspects of sleep, 

and participant perspectives on this relationship.  

The lack of actigraphy in those with SSD’s and longer-term psychosis is limited 45, with 

even less work in early psychosis, which has been highlighted as a long-standing 

limitation of the literature base 26,30.  Actigraphy provides a robust 24-hour picture of 

sleep and explores how rest-activity patterns may relate to phases of psychosis and 

other outcomes, such as suicidality 46. Further, sleep and suicide are complex 14, and 

qualitative research offers an appropriate method to begin to explore such intertwined 

processes. However, qualitative methods have been employed sparingly in SSD 47,48 

and ARMS 49 groups to explore the sleep-psychosis relationship, with no studies using 

such methods in FEP. Qualitative work in the broader sleep-suicide relationship is also 
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limited 50.4, yet there is considerable scope for such methods to explore the complex 

processes implicated in the sleep-suicide relationship in psychosis.   

Relationships between sleep disturbances and suicidality are well-established in the 

general population 14,51, and longer-term SSD’s 52, and evidence for such relationships 

in FEP is growing 33,42. If sleep disturbances are to be considered beyond being simply 

a secondary issue or consequence, and instead play a contributory role in the onset 

and maintenance of psychosis with a proposed relationship to suicidality, further effort 

is needed to understand such relationships in the early stages of illness to inform 

screening, prediction, and intervention.  

Acknowledging the complexities of this relationship, multi-method approaches would 

allow identification of how sleep is disturbed, how this disturbance is perceived, and 

facilitate insight into the psychological processes involved in this relationship. Given 

limited evidence in this area and the lack of both actigraphy and qualitative measures, 

this preliminary study aims to contribute to a developing area. Thus, the aims of this 

study are descriptive. Our primary aim is to descriptively explore actigraphy measured 

sleep disturbances and the subjective experiences of sleep, psychosis experiences, 

and suicidal ideation in those with FEP. Secondary aims include: 

i) To explore if insomnia or actigraphy-measured sleep disturbances 

(duration, efficiency, WASO and onset latency) are related to psychotic 

symptoms and suicidal ideation in FEP 

ii) To explore if insomnia is related to psychotic symptoms and suicidal 

ideation in FEP 

 
4 Please see Extended Introduction (1.7) for limitations of previous work and study rationale 
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Methods 

Study method and results are reported following appropriate guidelines for cross-

sectional 53 and qualitative studies 54.  

Participant  

Due to the preliminary and descriptive nature of the study, power calculations were not 

appropriate to determine sample size. Sample size aimed to be reflective of qualitative 

recommendations such as ‘data adequacy’ 55 to ensure the data provides ‘meaning-

richness’ across participant accounts. Recruitment challenges in psychosis services 

were considered such as low interest, high attrition, risk-related restrictions, and 

capacity to consent56. Consequently, 10 participants were recruited from Early 

Intervention in Psychosis (EIP) services in an NHS Trust.5 All participants self-reported 

difficulties with sleep. Inclusion criteria are shown in Table 1.6 Participants were 

identified by their responsible clinician and provided consent to participate. 

 

 

 

 

 

 

 

 
5 Please see Extended Methods (2.5)  for further information on participants  
6 Please see Extended Methods (2.5.2) for further information on eligibility criteria  
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Table 1. Inclusion and Exclusion Criteria  

Inclusion Exclusion 

Aged 18-65 years History of traumatic brain injury or 

neurological disorders due to altered 

sleep or sleep disorders57,58 

 

Experiencing FEP (diagnosed by service 

Psychiatrist) 

Substance dependent in the recruitment 

and/or data collection phase. Alcohol 

and drug use are associated with altered 

sleep parameters59,60 

 

Attend EIP services and remain under 

the care of a responsible clinician  

Over 18 years of age. Those <18 may be 

part of a different participant group 

(ARMS) with different sleep parameters 

25,26,61 

 

Have sufficient command of English to 

undertake interview 

Display significant harm to themselves or 

others, as judged by the responsible 

clinician 

 

Capacity to provide informed consent, 

assessed by the responsible clinician 

and researcher 

 

 

Experiencing acute episodes whereby 

they lack capacity to consent 

 

 

 

 

 

 

 



18 
 

Procedure 

Ethical approval was obtained from an NHS research ethics committee 

(23/WM/0103) and the research department in the recruiting NHS Trust.7 A cross-

sectional mixed method approach8 was used combining actigraphy, psychometrics, 

and semi-structured interviews.  

Participants completed three paper copies of psychometric measures9 and then 

participated in a semi-structured interview. Participants then wore a wrist-worn 

Actigraph on their non-dominant wrist for 24 hours a day for 7 days; the length of 

observation meets actigraphy requirements of >72 hours for a valid measure, and 

extended monitoring of >5 days reduces measurement error 62. Participants were 

asked to identity their intended sleep time and time of awakening by pressing the 

event button on the watch face. If not pressed, sleep onset and awakening were 

identified using the software’s automatic identification algorithm and visually 

assessed.  

Measures 

Actigraphy10 

Sleep disturbances were measured by the Comtech MotionWatch 8, a wrist-worn 

triaxial accelerometer, which has been used with individuals experiencing 

psychosis19. Data were sampled at 30 second epochs. Sleep variables collected 

include total sleep time (TST), wake after sleep onset (WASO), sleep efficiency (SE), 

and sleep onset latency (SL) in line with commonly reported variables in ARMS and 

FEP sleep26,30 and sleep-suicide14,63 research.  

Psychometrics 

Age, gender, and time in service were collected. Participants completed the following 

measures.  

Insomnia Severity Index (ISI)64 

 
7 Please see Extended Methods (2.4) for further information on ethical considerations 
8 Please see Extended Methods (2.1.1) for further information on mixed methods research  
9 Please see Extended Methods (2.6.2) for further information on psychometric measures 
10 Please see Extended Methids (2.6.2) for further information on actigraphy 
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The ISI is a seven-item self-report measure to assess the severity and impact of 

insomnia symptoms over the last two weeks. Items are rated on a Likert scale from 

none (0) to very severe (4) and are summed for a total score. Scores indicate: 0-7 no 

clinically significant insomnia; 8-14 subthreshold insomnia; 15-21 moderate 

insomnia; and 22-28 severe insomnia.  

Prodromal Questionnaire Brief (PQB)65 

The PQB is a 21 item self-report measure to assess the presence of psychotic 

symptoms in early psychosis over the past month. The PQB is scored by the number 

of items endorsed to provide a total score (0-21). The PQB shows good internal 

consistency65–67and has been used in studies targeting FEP referrals68. 

Beck Suicidal Ideation Scale (BSS)69 

The BSS is a 21-item measure of suicidal ideation over the past week. Responses 

are rated on a 3-point Likert scale and items are summed for a total score. Higher 

scores indicate higher suicidal ideation. The BSS shows high internal consistency 

and high inter-rater reliability in those with FEP70,71, and accurately and sensitively 

detects low and high levels of suicidal ideation72 

Interviews 

Ten individual semi-structured interviews11 were conducted by the first author 

(duration range 42-78 minutes) in-person or via telephone at the preference of the 

participant. The interview explored experiences of sleep, psychosis, and suicidal 

ideation. An interview guide was developed using previous qualitative literature 

regarding sleep and suicide50 and sleep and psychosis49,73. The interview schedule 

was used flexibly with verbal and non-verbal cues to encourage elaboration.  

Statistical Analysis 

Actigraphy data was processed via MotionWare software (version 1.4.20, CamNtech, 

Ltd), and exported into SPSS (version 29) for analysis. Descriptive and frequency 

statistics were conducted for demographic, ActiGraph, and psychometric variables. 

Normality assumptions were explored. Histogram boxplots and the Kolmogorov-

Smirnov indicated BSS scores D(10) = 0.482, p <.001 were significantly non-normal. 

 
11 Please see Extended Methods (2.6.3) for further information on semi-structured interviews 
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A two-tailed Spearman’s Rho correlation (p <0.05) was used to explore bivariate 

associations between variables.  

Qualitative Analysis 

Interviews were audio recorded and transcribed verbatim. Data analysis was guided 

by Reflexive Thematic Analysis (RTA)55 and the six-steps of Thematic Analysis74 

were flexibly and recursively followed throughout the process12. Both semantic and 

latent codes were constructed to develop analysis. A Critical Realist epistemological 

position was adopted to integrate both observable and experiential realities, and 

each individuals’ ‘meaning making’ of reality exists within and alongside the wider 

context in which it occurred75. Analysis was primarily inductive and grounded in 

participants accounts to reflect the latent underlying meaning in the data, however, 

aspects of analysis were deductive in that knowledge of the broad existing literature 

(e.g., the ‘mind after midnight hypothesis, and existing research evidencing sleep-

suicide relationships) implicitly provided an ‘interpretive lens’ to orientate data 76. The 

‘four R’ criterion77 and Critical Appraisal Skills Programme (CASP)78 checklist were 

used to establish rigour.13 

Reflexivity14 

Reflexivity in mixed methods research is considered critical self-awareness, in which 

researchers attempt to understand how their preconceptions can impact and 

influence data collection and analysis79. The lead researcher worked as a trainee 

clinical psychologist, and the research team consisted of two clinical psychologists 

and an academic with a clinical research focus. It was acknowledged that the 

research team held a psychological perspective of the development and 

maintenance of psychosis and considered the contribution of sleep in this context. 

Supervision and research meetings were used to discuss interviews and subsequent 

themes, with the goal not to reach consensus but offer challenge in interpretation77. 

 

 

 
12 Please see Extended Methods (2.8.2) for further information on Reflexive Thematic Analysis 
13 Please see Extended Methods (2.8.3) for further information on quality appraisal and rigour 
14 Please see Extended Methods  for further information on Epistemological Stance (2.2), Researcher 
Position (2.3) and (2.8.3) for further information on reflexivity  



21 
 

Results 

Participant average age was 38.5 years (range 24-62). The average time spent in 

EIP was 18 months (range 10 - 29). See Table 2 for participant demographics.  

 

Table 2. Participant Demographics  

  
 
 

 

 

 

 

 

 

 

 

Variable Mean (range) 

Age (years) 38.5 (24-62)  

Gender  

Male 3 

Female 7 

Currently Using Sleep Aids 10 

Zopiclone 9 

Promethazine 1 

Time in Service (months) 18.9 (10-29) 



22 
 

Quantitative  

There were no statistically significant relationships between actigraphy-measured 

sleep disturbances (TST, SE, WASO, and SL) and psychotic symptoms and suicidal 

ideation. There were also no significant relationships between insomnia and 

psychotic symptoms (r = .43, p<.22) or insomnia and suicidal ideation (r = -.62, 

p<.06), although the high correlation coefficients are strongly indicative. Descriptive 

statistics and correlation coefficients between sleep, symptom and suicide are 

presented in Table 3.  

7/7 nights data were collected for all participants. Mean total sleep time was 6.32 hours 

and minutes (range 3.57 -8.02, SD = 1.04), mean sleep efficiency was 80.72(%) (range 

49.79 - 97.28, SD = 14.16%), mean WASO was 65.15 minutes (range 11.14 - 162.69, 

SD = 42.73) and mean sleep latency was 27.12 minutes (range 0-88, SD = 28.40). 

The mean ISI score was 15.1 (range 11-23, SD = 3.87). The mean PQB was 8.8 (range 

0-20, SD = 7.29), and the mean BSS 1.3 (range 0-7, SD = 2.75).  

There was considerable variation in sleep onset time over the 7 day period ranging 

between 22:25 and 05:05. Given the small sample size, there was considerable 

variation between participant sleep and psychometric variables. Individual Actigraphic 

sleep variables and psychometrics are presented in Table 4.  
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Table 3. Descriptive Statistics and Correlation Coefficients for Sleep, Symptom, and Suicide Measures  

  

*significant at p<0.05; **significant p<0.01 

(TST) Average Total Sleep Time in Hours and Minutes; (SE) Average Sleep Efficiency Percentage (%); (SL) Average Sleep Onset 

Latency in Minutes; (WASO) Average Wake After Sleep Onset in Minutes 

 

 M SD Range 1 2 3 4 5 6 7 

1.ISI total  15.1 3.87 11-23 - .425 -.621 .541 .379 -.242 .342 

2.PQB total 8.8 7.29 0-20 .425 - .035 -.091 -.323 .598 .280 

3.BSS total 1.3 2.75 0-7 -.621 0.35 - -.528 -.130 .112 .147 

4.Avg TST 6.32 1.04 3.57-

8.02 

.541 -.091 -.528 - .733 -.418 -.770 

5.Avg SE 80.72 14.16 49.79-

97.28 

-.242 -.323 -.130 .733 - -.758* -.976** 

6.Avg SL 27.12 28.40 0-88 -.242 .598 .112 -.418 -.758* - .685 

7.Avg WASO 65.15 42.73 11.14-

162.69 

.342 .280 .147 -.770 -.976** .685 - 
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Table 4. Average Individual Participant Scores for Actigraphy and Psychometric Variables 

 

 

Variable 

 

Participant 1 2 3 4 5 6 7 8 9 10 

Sleep Onset Range 23:34 

01:53 

22:38 

02:53 

22:03 

00:46 

01:34 

05:05 

22:25 

23:19 

22:26 

00:53 

00:52 

03:47 

02:36 

04:02 

23:06

02:48 

21:11

00:50 

Wake Time Range 06:15 

09:32 

06:20 

12:01 

06:59 

09:11 

07:34 

02:09 

05:50 

08:40 

06:51 

07:38 

08:03 

11:38 

08:55 

10:54 

07:06 

08:50 

07:13 

08:06 

ISI total 19 11 16 11 15 16 13 11 16 23 

PQB total 12 0 14 16 3 0 7 2 14 20 

BSS total 0 0 0 6 0 0 0 7 0 0 

Avg TST 6.48 6.33 8.03 5.54 6.22 7.04 3.56 5.51 6.13 6.24 

Avg SE 97.28 84.69 90.87 64.22 78.27 93.02 49.79 85.79 81.94 81.36 

Avg SL 0 10.19 37.50 88.00 11.33 5.00 61.08 6.20 32.78 6.5 

Avg WASO 11.14 45.33 42.57 87.33 92.11 25.50 163.09 52.20 58.42 75.55 
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Qualitative Analysis15 

Theme one: Meaning making experiences of sleep and psychosis 

Subtheme 1) Sleep loss and falling off the cliff-edge. 

All participants discussed gradual and then acute sleep loss before their first episode 

of psychosis. In most cases, sleep loss accumulated to several days with no sleep:  

Before I went to hospital, I was hardly sleeping … I was struggling to get to sleep 

at night, but I was struggling to stay asleep as well, that was every day, every 

night … that went on for a few months – P4. 

[Before admission] I wasn’t sleeping at all. I wasn’t sleeping for days, sometimes 

even a week. When I did sleep, I’d sleep for 2-3 hours and then it would be 

another few days before I slept again – P7. 

Participants discussed a ‘tipping point’ in which they described accumulating sleep 

loss extended to losing themselves and ‘detaching’ from the shared reality:  

I had this period where I didn’t sleep at all, I couldn’t close my eyes for one minute 

… it wasn’t gradual, it was explosive, the next day everything changed … I lost 

myself in so many ways and I would be asking my family, am I real? Am I here? 

Can you see me? – P5 

I wasn’t sleeping, and it was definitely more of a manic sensation … it was a slow 

burn that quickly and exponentially came to a head … it spiralled quickly, it was 

like a switch had been flipped – P8. 

 
15 Please see Extended Results (3.1) for further exploration of findings  
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Participants discussed reasons they struggled to initiate sleep. Some participants 

described how the voices they hear can interfere with sleep onset and engaging in 

conversation with them can delay or prevent sleep: 

Sometimes it’s like a recording [the voices] that plays back really, really fast, it 

could be of one person saying one thing over and over and over again and faster 

than you could actually talk … I find myself talking back to them so I don’t get to 

sleep, or I just lay with my eyes closed talking to them. It can go on all night, 

sometimes from the minute I get into bed and then I just won’t sleep – P4 

For others, an ongoing process of night-time rumination was common in delaying 

sleep onset, and was considered to influence the ‘emotional tone’ of thought 

processes, whereby negative thinking was common:  

I start overthinking things, like your brain wakes up and it starts thinking … past 

stuff, future stuff, just a lot of thoughts. I’d probably go to bed a bit later 

because I tend to sit up and worry about things sometimes, or I would be 

waking up in the small hours of the morning just worrying about it and going 

over it, replaying it again and again and again – P1 

because you’re not sleeping your mind just flips to the other side and all the 

negative thoughts would keep me awake at night, I couldn’t switch off and 

everything I’d think about was negative … worries about the past, worries about 

the future – P5 

Subtheme 2) A sleep loss-mania-psychosis ‘pathway’  

All participants described a ‘pathway’ of how the sleep disturbances they experienced 

contributed to periods of mania. Participants constructed their experiences similarly, 
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in that a blurring of hypervigilance and unusual beliefs became intertwined during 

periods of mania:  

I wasn’t sleeping well … and then things really escalated and then I wasn’t 

sleeping at all. My mind was very, very hard to switch off … this went on for 

several days ... on the go, racing thoughts, being on the move. I couldn’t sit down; 

I was all over the place … some of my memories are a bit vague from that time 

but I remember feeling unsafe generally, and then that spiralled– p6 

I wasn’t sleeping at all, and then I had the manic stage … in my manic state I can 

find it really hard to sleep because my brain is really active and grandiose … 

when I went back to sleeping, I got better, but then I stopped sleeping again and 

it got worse, and I was back to being delusional – P7 

Detachment from reality was discussed as a common sensation in the construction of 

experience following sleep disturbance prior to psychosis.  

the next morning [after not sleeping all night] I became very suspicious of 

everybody, everything, even myself. I didn’t even think I was real. I remember 

saying to my other half that I believe my corpse is somewhere else and you’re 

going to pull it out one day because I don’t feel real. That was when I couldn’t 

sleep, I didn’t feel myself at all – P5 

When I was in hospital, it felt like out of body … I ended up being completely out 

of it. I wasn’t aware of myself at all, and I felt completely lost like I wasn’t in reality, 

I felt separate, and I was not in reality at all – P7 

I feel like I’ve been transformed and I’m another person. And it’s bad because I 

couldn’t sleep, my body feels weird … it’s like I don’t feel my body on earth … 

But this happens more if I go for two days without sleeping. On the first day the 
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body doesn’t feel so bad but by the second night I am not sleeping, my mental 

health is getting worse – P3 

Subtheme 3: Sleep loss and psychosis; a cycle  

In the construction of each participant’s experience, poor sleep was considered pivotal 

in how they ‘made sense’ of psychosis and was considered the ‘trigger’ for all that 

followed:  

Before I got sectioned, it was nearly two weeks that I didn’t sleep for … I was 

sleeping less and less and then I wasn’t sleeping. I was getting flashing in my 

eyes, hearing things, thinking people were in my house – P10 

I wasn’t sleeping, that’s what started it, the lack of sleep … then all of a sudden, 

they [unusual experiences] started. I wasn’t sleeping so my mind was not 

processing things properly. Little things … they became bigger in my head, and 

it felt like there was no rescue, and yeah, one thing lead to another – P5 

Sleep felt pivotal for how vulnerable participants felt regarding the continuation of 

unusual experiences following their acute episode. Whilst sleep is not discussed as 

the sole explanation for their experiences, following FEP, participants continued to 

attribute changes in their unusual experiences to sleep difficulties:  

When I don’t sleep, that’s one of my triggers for psychosis … when I’m tired, I 

get hallucinations and stuff … I feel like the more tired my body got, the worse 

my beliefs. They got stronger but I believed them more too. Sometimes I could 

shake them off, but the more tired you get, the more vulnerable you get – P10 

If I don’t sleep well, I hear the voices more and feel the sensations more regularly 

... there’s definitely a link between when I am tired and the voices are more active, 
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so if I could get some sleep, they’d die down … when I started not sleeping well, 

they started to ramp back up again and were much more frequent – P1 

The voices are worse when I don’t sleep … [when I’ve not slept] the voices will 

try and make me feel bad, like they want me to retaliate … they accuse me of 

things, they’re louder and they don’t stop …I feel way better if I’ve slept the next 

day, but I can tell they’re a lot different when I don’t sleep – P4 

Theme 2: Losing sleep, losing control, losing myself 

Participants discussed experiencing extended periods of time where they were 

losing control of their ability to internally regulate their emotions and their ability to 

make safe choices as a perceived consequence of disrupted sleep.  

Subtheme 1) Losing and attempting to regain internal control: a cycle  

Participants described an absence of control with their sleep which increased 

emotional distress. In some cases, emotions escalated to an unfamiliar intensity which 

they struggled to control:  

If I don’t sleep through the night it’s almost like I’ve had cocaine and I’m rushing 

and I’m desperate to hurt the people who are in my head … I have a lot more 

feelings about stuff when I don’t sleep. It’s pretty bad, its mainly anger. I get a lot 

of energy [when I don’t sleep] it’s like a rush – P4 

Alongside sleep loss, some participants described that the dreams they experienced 

contributed to a reduced sense of emotional control that impacted their ability to 

differentiate between dreams and the shared reality:  

Sometimes my dreams can be more like nightmares, they can be more fear 

based, or I can see things that are a projection of my fears and things that I think 

may happen. At one time, some of those dreams appeared to be too real to just 
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be a dream and I started to believe that those things were factual and carry that 

with me … there was a time when I couldn’t distinguish between is this a dream, 

or is this a gut feeling – P9 

The use of external agents in an attempt to regain control of sleep was commonly 

described, whereby ‘whatever works’ was used in desperate attempts to regain 

control, often leading to cycles of poor sleep, substance use, and emotional distress. 

Distress centred around an inability to fall asleep, thus, participants sought agents to 

reduce time spent awake: 

When my sleeping problems started, I know it’s bad, but I was drinking to the 

point of passing out and I’d have eight hours sleep, so I thought, oh! One night I 

got drunk, passed out, and slept for eight hours and I woke up and looked at the 

time and thought wow I feel great! And that’s how that started – P10 

For some participants, the reliance on external agents to bring about sleep onset was 

distressing, and created a cycle of sleep, distress, and dependency: 

That was the main reason I took cannabis, to help me sleep … I relied on these 

external things to help me sleep and wake me up, it felt completely out of my 

control … I’d go to sleep distressed at the fact I had to self-medicate to sleep and 

I’d wake up in the same amount of distress … now I can see it, but at the time 

those things seemed to be helping with sleep – P8 

Other participants discussed the role of prescribed sleep medication as providing a 

physical ‘switch off’ from the reality they were experiencing: 

Sleep played a big part in getting me back to me … if I didn’t take those [sleeping] 

pills, I would have continued on that path of not sleeping … it provided a break. 

I wasn’t in control of my own mind, my thoughts, what I said, what I did. Having 
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a pill controlling one aspect of me helped me regain control of myself eventually 

… it plugged me back in to what’s going on around me – P9 

My quality of sleep had just diminished, and that tiredness got to a fever pitch 

during my episode … I think that was what was so restorative about staying in 

hospital, to sleep in a completely different space was really, yeah, restorative. 

Those acute medications were key … It really helped me put myself back 

together – P8 

However, participants often held a double-edged view towards sleep medication. They 

felt it was necessary to help with acute experiences, but felt the sleep gained was 

unnatural, and expressed concern about becoming reliant on their use: 

[medication] isn’t something I want to be on for a long time … that sleep is a 

different type of sleep. It knocks you out, but you know you aren’t sleeping. It’s 

almost like a machine that has been shut down. They just turn you off and when 

it is time [to wake up] they just turn you back on – P5 

[medication] is helping me sleep but they make me anxious … the idea that I 

need pills to fall asleep and I don’t know what will happen in the future if I take 

less dosage … I feel like if I am taking pills, I will be dependent on them and I 

don’t like that – P3 

Subtheme 2) Loss of sleep and loss of safety  

Participants discussed that following periods of not sleeping, they displayed out of 

character or dangerous behaviour. Participants discussed how themes of loss, 

inclusive of sleep and self-control, lead to a loss of safety for themselves and others. 

I burnt some papers in my bathroom. I’d started to see things on the paper like a 

helicopter and a police car opposite my house when I wasn’t sleeping well. And 
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later, when I was sleeping better, I haven’t seen this. I burnt a lot of paper and 

stuff in my bathtub in that period when I couldn’t sleep well – P3 

When discussing these incidents, participants often reflected a negative judgement on 

their behaviour, and expressed such incidents were hugely ‘out of character’:  

I went out and was behaving bizarrely. I got stopped by the police because I was 

trying to walk in the middle of the street, and I thought the drivers were going to 

stop for me … I’ve walked out in front of traffic, jumped out of moving cars … I 

wasn’t scared at all, I was still so delusional, but now I think I could have been 

run over. I could have died – P7 

Before I got sectioned I was acting out of character, loads of risky things. One 

night I was just walking around the streets in my pyjamas on my own … another 

time I wanted my friends’ keys to drive home drunk, I would never do that – P10 

In participants’ accounts of such incidents, it was constructed that their ability to ‘make 

sense’ of their surroundings and make safe decisions was impaired. In some cases, 

the positive feelings of disinhibition came at a cost, whereby they felt unable to identify 

the risks of decisions. Participants commonly used language that reflected that this 

experience was facilitated by a different, or another person:  

It feels good. I know it’s bad [to do these things], but it feels good to be on top of 

the world and feel like you can do anything. But it’s also terrible because I’m 

delusional, I’m not taking care of myself, I can’t keep myself safe – P7 

It accumulated in intensity and escalated into something more noticeable … I 

wasn’t sleeping at all because I felt so energised … lack of sleep distorted my 

idea of reality; it made me think I was invincible. I felt like I wasn’t human, I didn’t 

need human things like sleep and food, we were no longer tired – p9 
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Subtheme 3) Losing control; sleep-related self-harm and self-injury  

Participants discussed feeling distressed when unable to sleep and described 

accumulating frustration when sleep deprivation persisted over several nights, which 

often lead to self-injurious behaviour. However, the meaning attached to subsequent 

self-harm was located in reduced sleep, rather than an increase in the intensity of 

emotions: 

Once I didn’t sleep for 3 days and I ended up hitting my head on the wall because 

I tried and tried [to sleep] … I punched the wardrobe too and broke my fingers. I 

was really anxious because I couldn’t sleep – P3 

In other examples, participants understood their engagement in self-harm or 

aggressive behaviour as a response to an increase in hearing voices or unusual 

beliefs at night. Participants discussed experiencing reduced emotional control 

following periods of sleep deprivation, and feeling more unable to cope with their 

distress at night:  

When the voices are really loud and I can’t sleep I get so agitated. I think [hitting 

myself] is just a release of that tension, or headbutting doors and punching walls 

and things like that … or I burn myself. The voices, they’ll go “burn it” and I’ll go 

and burn it [skin] … it makes me feel good, it makes me feel better. I’m agitated 

and they make me burn myself and I feel calmer – P4 

When I wasn’t sleeping, I broke my mirror. I punched it and broke it … I was very 

aggressive. In my head, I thought I was a panda, so I was very aggressive- P7 

Some participants also reflected on feeling less in control of themselves and their 

decisions following periods of sleep disturbance, which contributed to the use of 

substances as self-harm, or at other times suicide attempt: 
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That one was serious [overdose]. That was when I was going through my bad 

sleeping stage and my mood was everywhere. That’s why I did it, I was getting 

fed up … when I don’t sleep, I just feel less on control of myself, like you’re scared 

of yourself … just scared of what I was capable of doing – P10 

Theme three: Feeling trapped: suicide as an escape. 

Subtheme 1) Sleep and suicidal thoughts: losing hope 

An ambivalence towards living was discussed as a common experience. Whilst many 

did not feel actively suicidal when not sleeping, there was a collective sense of not 

wanting to end their life, but wanting life as it was to end:  

There was a time that I wrote a suicide note and I put it away … but after I slept, 

I woke up and ripped it to pieces. It wasn’t like I wanted my life to end, it was just 

in that moment I was so fed up and had enough and was like maybe I don’t want 

to wake up after all.  I don’t want to end my life, but I don’t want to carry on living 

like this. I want it to end – P5 

If I’m trying to sleep and they’re continually talking [voices], repeating my name 

again and again. I just get to the point where I’m like, not that I don’t feel like 

living, but I don’t want to have to cope with it anymore – P4 

However, some participants discussed feeling actively suicidal when experiencing 

acute sleep disturbances, and attributed these feelings to the reduction of sleep: 

I have felt suicidal because I couldn’t sleep … I was fed up with this problem, not 

sleeping … [when I hadn’t slept for 3 days] then I wanted to die. I was so tired; I 

didn’t know what to do – P3 
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Participants reflected that the experience of having suicidal thoughts was worse at 

night with little distraction and the night ahead of them. They described a loss of hope, 

and a reduction in their ability to think about an alternative future:  

There is something worse about experiencing intrusive thoughts [of suicide] at 

night. If I do get embroiled in it I think well, it’s going to be a long night, you know, 

its long hours when you’re disturbed at night – P6 

You don’t see that there are better days ahead because when you aren’t sleeping 

your days become so much longer, and you worry that you can’t see the future. 

People will tell you there is light at the end of the tunnel, but you can’t see that. 

You’re frightened it might be like that for a very long time – P5 

Subtheme two: ‘Fearful is a little word’: distress and entrapment 

Participants reflected that sleep can offer an escape, and provide a ‘switch off’ from 

the shared reality. Being unable to sleep, thus unable to escape, facilitated a sense of 

entrapment in a cycle of negative thinking:  

[after a period of not sleeping] it was scary because it got to the point where I 

didn’t want to be here anymore, that’s as bad as it got … what used to be, what 

I used to be in control of, what used to be positive turned negative. That was 

my thoughts. Everything just flipped to the negative – P5 

In some cases, participants described a ‘blurring’ of sleep and wakefulness, whereby 

they felt trapped within the unusual experiences they were having. This blending at 

times contributed to heightened awareness of danger and death that extended to 

daytime hours: 
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I was seeing things that weren’t there, I was somewhere else. When I did fall asleep 

as it was only for an hour or something, it didn’t feel like a break from delusions 

because then I was just dreaming about whatever I am delusional about. And when 

I’d wake up, I would just carry on in that delusion – P7  

All my dreams are about dying or danger … I wake up all confused, like I don’t know 

if it’s real or not and I’ll say that’s my dream telling me the future… my dreams 

blended together and it made me more paranoid when I was out because I felt like 

those things [in my dream] were going to happen to me – P10 

Participants also discussed experiences of feeling trapped within feelings of paranoia 

after disrupted or absent sleep: 

I was paranoid. Fearful is a little word, I was paranoid. I was paranoid about 

everything around me, I felt like nothing was real. When I’d not slept, it was 10x 

worse. I felt like I was being spied on – P5 

I’d never had beliefs like that before [my first episode] I felt like people were out 

to get me, very paranoid, very unsafe. I had to sleep with my bedroom light on 

but I couldn’t switch off and sleep because I was so scared – P10 

For some participants, they viewed suicide as the only option to escape what they 

were experiencing:  

The word that stuck out to me was escape … suicide felt like the only way out 

for me at the time. Terror was a really prominent part of my episode and feeling 

like I was a target … I was obsessive about suicide. It was like two sides of the 

same coin, like one was suicide and the other was I’m going to be killed in 

some horrific way … I may as well kill myself to prevent someone else from 

hurting me – P8 
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Discussion 

The primary aim of this study was to offer initial descriptive insights into actigraphy 

measured sleep disturbances, and explore the subjective experiences of sleep, 

psychosis experiences, and suicidal ideation in FEP. Both the descriptive actigraphy 

data and qualitative findings indicated areas that may warrant further exploration. 

The use of actigraphy enabled exploration of distinct sleep parameters. All 

participants wore the watch for the study duration, indicating that actigraphy is 

feasible to explore sleep parameters in this population. Whilst non-significant 

associations were anticipated due to the descriptive nature of this study, there was 

high variability in participant sleep measures that warrant attention. 

Average sleep duration ranged from 3 hours 56 minutes to 8 hours 3 minutes. 

Shorter sleep duration is associated with suicidal ideation in non-clinical groups80–83. 

However, much of the work in FEP explores ‘sleep problems,’ often measured as a 

binary yes/no outcome, or categorised by the presence or absence of insomnia. 

Research has indicated that sleep problems at baseline are associated with 

increased odds of suicidal ideation at 24 month follow up (with a dose-dependent 

relationship) and were a predictor of higher symptomology in FEP. Given 

associations between sleep disturbance and suicidal ideation in FEP when 

measured by single-item measures, larger-scale studies exploring objectively 

measured sleep duration and its relationship to suicidal ideation in FEP are 

warranted16.  

Although qualitatively participants noted that short sleep duration was common, longer 

sleep latency or the inability to initiate sleep onset was considered more distressing. 

 
16 Please see Extended Discussion (4.1.1) for further discussion of sleep parameters in FEP 
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In this study, average sleep latency was 27.12 minutes (range 0-88), whilst average 

WASO was 65.15 minutes (range 11.14-162.29). Increased WASO and sleep latency 

is shown in those with long-term psychosis84, FEP85 and ARMS27. Research exploring 

sleep latency, WASO, and suicidal ideation is limited, but there is some evidence for 

associations between longer sleep latency and elevated active suicidal ideation in 

adults51. There is also evidence that the timing of nocturnal wakefulness is 

significant86. Wakefulness in the early morning hours87, with some research specifying 

between 4 and 5am88, has been associated with next day suicidal ideation in those 

with depression. However, recent research has suggested that WASO may not 

uniquely characterise those who experience suicidal ideation from those that do not89. 

Thus, WASO may only be significant for suicidal ideation prediction if it occurs at 

specific times, but this warrants further exploration both generally and in FEP.  

There was considerable variation in the timing of sleep onset both individually and 

across participants17. This mirrored qualitative data, in which participants discussed 

inconsistency in their ability to initiate a consistent sleep onset time. Sleep variability 

may be relevant to the relationship with suicidal ideation for several reasons. Firstly, 

given considerable night-to-night variability, deriving an average sleep onset time 

across study measurement periods may not be appropriate to explore nuanced 

insights. Secondly, our findings indicate high variability of sleep timing. It is important 

to also consider variability and fluctuations in suicidal ideation in this relationship. 

Suicidal ideation has been shown to emerge and fluctuate across days, hours, and 

minutes90, thus prompting a more recent interest into proximal predictors of suicidal 

ideation. Studies using Ecological Momentary Assessment (EMA) (repeated real-time 

sampling of variables in participants natural environments) to sample daily variability 

 
17 Please see Extended Discussion for further discussion of nocturnal wakefulness in FEP 
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have shown decreased sleep duration and quality predicted next day suicidal ideation, 

but not efficiency91, whereas a recent study indicated that sleep latency and WASO 

predicted next day passive and active suicidal ideation, but duration did not89. These 

inconsistencies in the EMA literature base are expected given it is an emerging 

method; however, EMA may be particularly useful to explore the sleep-suicide 

relationship in FEP given day-to-day fluctuations in sleep timing, and increased risk of 

suicide in this group. Finally, the absence of a consistent sleep schedule may warrant 

exploration. Variability of sleep timing is a noted longitudinal predictor of suicidal 

ideation92, alongside the aforementioned research indicating wakefulness in specific 

time-periods may increase suicidal risk. When adjusting for the number of people 

awake in the population at a given time, the risk for suicide is highest at night40, 

particularly between the hours of 2 and 4am93. Given the notability of circadian drift in 

long-term psychosis84,94, and delayed sleep onset and WASO in FEP and ARMS 

groups, being awake at this time may confer additional vulnerability in an already 

vulnerable group. 18  

Much of the preceding discussion may be understood within the context of the “mind 

after midnight” hypothesis 39, which proposes disrupted sleep and excessive nocturnal 

wakefulness facilitates a period of vulnerability for risky behaviour, such as suicide. 

The hypothesis proposes within this timeframe, individuals may be more vulnerable to 

mechanisms of suicidal behaviour, such as attentional bias and negative affect. 

Participants construction of their experiences regarding prolonged latency and 

increased WASO were not directly explored in our study, however, participants 

discussed an increase in suicidal ideation and self-injurious behaviours when awake 

 
18 Please see Extended Discussion (4.1.2) for further discussion of nocturnal wakefulness and 
suicidal ideation in FEP 
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at night. The experience of night-time wakefulness is considered distressing and 

related to suicidal ideation95; factors contributing to this relationship have been 

suggested, such as hopelessness96 and rumination97, but are yet to be explored 

qualitatively.19 Qualitative work exploring perceptions and experiences of delayed 

sleep and nocturnal wakefulness in FEP would offer important insights into the 

psychological processes in this complex relationship.  

Despite studies endorsing the need for qualitative work in sleep-suicide research 98, 

sleep-related qualitative work in those with psychosis is limited 48,99. In this study, 

qualitative accounts facilitated exploration of concepts that were not explored in 

actigraphy analysis. For example, whilst our secondary aims sought to explore the 

proposed relationship between sleep and suicidal ideation, qualitative data indicated 

that non-suicidal self-injury (NSSI) following periods of sleep disturbance was more 

commonly experienced. Sleep plays an adaptive role in emotional processing 100, and 

both short sleep duration and diagnosed sleep disorders such as insomnia are 

associated with NSSI 101. What is noteworthy, is that NSSI and risk-taking were 

commonly discussed in relation to periods of sleep deprivation, but also periods in 

which sleep was considered irregular or non-restorative. Little attention has been 

afforded to sleep variability as a risk factor for NSSI, despite the high prevalence of 

NSSI amongst those experiencing FEP or SSDs 102–104. A recent EMA study indicated 

that sleep irregularity predicted more intense urges to engage in NSSI than sleep 

duration 105; this finding is particularly pertinent in this context, given that NSSI is a 

common risk factor for future suicidal behaviour in those with mental health difficulties 

 
19 Please see Extended Discussion for further discussion on rumination (4.3.1) and entrapment (4.4.2) 
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106. Thus, assessment of NSSI in EIP services may be warranted, alongside further 

research in this area20.  

In addition to NSSI, in the construction of their experience participants discussed 

periods of self-reported mania following periods of sleep deprivation21. Pervasive sleep 

disturbance is a well-established feature of presentations characterised by mania as 

disturbed sleep can contribute to periods of relapse given its role in affect regulation107. 

Risk-taking (often characterised by impulsivity and impaired decision making) is a 

noted feature of both mania and sleep deprivation in acute and long-term 

presentations108. It is estimated that 5-20% of EIP caseloads consist of individuals 

experiencing mania109, and whilst neglected in the literature ~30% of those 

experiencing FEP experience affective symptoms110. Though research is sparse, 

evidence indicates that those with FEP and mania symptoms experience more positive 

psychosis symptoms, and mania can delay remission by over a year in comparison to 

those experiencing FEP without mania111. Notably, those with longer-term affective 

psychosis are more likely to be women, and less likely to attempt suicide112,113. In this 

study, given the high self-reported experience of mania, and a larger proportion of 

female participants, this may offer some insight into why suicidality was centred 

around ideation and self-injurious behaviour in this participant group. The experience 

of mania was considered important in participants construction of their experience of 

sleep and psychosis, and it may be useful to consider mania as a potential mediator 

or moderator of the sleep-psychosis relationship in FEP. Or, given a percentage of 

FEP patients report subsyndromal mania symptoms, considering that some individuals 

are more vulnerable to mania or psychosis114 and sleep disturbance may ‘trigger’ such 

 
20 Please see Extended Discussion (4.5.2) for further discussion of suicide risk assessment in FEP  
21 Please see Extended Discussion (4.3.4) for further discussion of mania in FEP 
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experiences. Qualitative work could explore construction of participants experiences 

of mania and other psychological processes in the sleep-psychosis relationship.  

Actigraphy data indicated that despite short, all participants gained at least several 

hours of sleep per night in the present study, However, in the qualitative analysis 

participants described periods of acute sleep deprivation prior to FEP, which warrant 

exploration in the context of psychosis and suicidality. The duration of complete 

sleep deprivation was considered important, which reflects experimental literature 

showing that the severity of psychosis experiences increases with each night of total 

deprivation 20. However, in much of the sleep deprivation literature, once sleep debt 

is restored, participants have reported full ‘recovery’ 20. What is less clear is why 

some individuals, such as those participating in this study, continue to experience 

persistent psychosis symptoms following a period of sleep restoration. 

Epidemiological studies have evidenced a multitude of factors in the aetiology of 

psychosis vulnerability35, and it may be plausible that sleep deprivation may partially 

contribute to psychosis onset in individuals with an already increased vulnerability, 

supporting diathesis models of mental health difficulties 36. Sleep restriction research 

may further endorse this point, given the largest effect sizes for increased paranoia 

and hallucinations were found in those with more psychotic experiences at baseline 

37. Diathesis-stress models115 are theoretically implicated in well-established models 

of suicide, for example the Motivational-Volitional model38, in which acute sleep 

disturbance may be considered a precipitating factor in the volitional stage, though 

this warrants further exploration.22 

 
22 Please see Extended Discussion (4.4.2) for further information on entrapment and suicide 
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Secondary aims of this study sought to explore if insomnia (as measured by the ISI) 

was related to experiences of suicidal ideation or psychosis symptoms. Whilst 

relationships were not significant, correlation coefficients are strongly indicative of a 

relationship, which aligns with meta-analyses evidencing insomnia as the strongest 

predictor of suicidal ideation 14, All participants met criteria for subthreshold insomnia 

on the ISI, with 6 participants meeting criteria for clinical insomnia. In this context, 

another potential explanation for persistent experiences following sleep restoration is 

that sleep remains only partially restored in some individuals. Much of the sleep 

restriction literature employs a total deprivation design116, rather than mimicking 

insufficient sleep over extended periods as in insomnia. Insomnia has been 

associated with 3-to-4-fold increased odds of suicidal ideation over three month42, 

and 1-8 year periods52 in those with SSD’s. Such relationships in FEP are less clear 

however, recent research has shown that those with persistent sleep difficulties were 

13x more likely to experience suicidal ideation at least once over a 24-month period 

than those without33.  

The above discussion indicates that FEP research exploring sleep as both a 

proximal and distal predictor of suicidal ideation is warranted. While the next-day or 

proximal impact of sleep disturbances has started to be considered by EMA 

research, there is also a need to consider longitudinal risk of suicidal ideation 

through the accumulative impact of chronic and persistent sleep disturbance in this 

group. Clinically, it may be appropriate for EIP services to include sleep assessment 

in routine outcomes and risk assessments given their relationship to both symptom 

progression and suicidality23. Further, reduction in sleep difficulties may be achieved 

 
23 Please see Extended Discussion (4.5.1) for further discussion on sleep assessment in Early 
Intervention Services 
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through psychological treatments, e.g., Cognitive Behavioural Therapy for insomnia 

has shown efficacy in non-affective psychosis117 and ongoing feasibility trials in 

ARMS groups indicate promise118. 

Study findings should be considered in light of limitations24. Whilst the small number 

of participants was appropriate for this mixed-methods exploratory study, work 

aiming to identify robust associations between actigraphy-measured sleep variables, 

psychosis symptoms and suicidal ideation must be adequately powered. Participants 

in this study were demographically diverse; research indicating higher risk age 

groups for suicide119, may explain the heterogeneity of quantitative findings.  All 

participants were regularly taking sleep medication, which has been found to 

decrease REM sleep120. Actigraphy cannot provide insight into sleep stages and 

given associations between reduced REM sleep and emotional control121, and 

emotional control and suicidal ideation122, it is important to acknowledge that this 

variable was unexplored.  

All psychometric measures were self-report. Whilst the PQB indicated the presence 

of symptoms, measures such as the CGI may be appropriate in future studies to 

provide a clinically robust measure of symptomology in this population, or the 

PANSS due to its interviewer administration. Additionally, considerable participant 

diversity likely contributed to the high variation in BSS measures. Due to the 

structure and wording of the BSS123, many participants scored 0 which may not 

reflect of passive or fluctuating ideation. Measures such as the Suicidal Ideation 

Attributes Scale may be more appropriate in future work to assess attributes of 

suicidal thoughts rather than quantify their presence. However, it is acknowledged 

 
24 Please see Extended Limitations (4.9) 
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that there is a need for brief and psychologically robust measures of suicidal ideation 

developed and validated in populations of those with psychosis. 

Due to the cross-sectional design, associations were limited to one point in time and 

the qualitative aspect retrospective. Longitudinal research, including those employing 

qualitative methodologies, may be useful in this group. Further, given developments 

in EMA capturing momentary shifts in suicidality in response to sleep disturbance, 

future research may employ such methods to explore proximal risk in FEP, as this 

holds important implications for services. Finally, it is acknowledged that this study 

will not reflect sleep-suicide associations in acute FEP given participants had 

capacity to consent, and the responsible clinician deeming risk as low was a 

participation requirement.  

In conclusion, this is the first mixed-methods study to explore actigraphy-measured 

sleep disturbances associations with psychosis symptoms and suicidal ideation in 

FEP. Notwithstanding limitations, findings indicated important insights to consider 

and inform future research. The inclusion of actigraphy was both pragmatic and 

effective to explore distinct sleep parameters in FEP groups, in an attempt to negate 

difficulties with single item or binary measures of sleep employed in previous 

studies12,33. Further, qualitative methods facilitated insight into the construction of 

participants’ experiences and the complex psychological processes in the sleep-

suicide relationship, and thus, provides rationale for the inclusion of qualitative 

research in FEP and SSD populations in this field.25   
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1. Extended introduction  

1.1. Psychosis 

Psychosis is a complex phenomenon and is a common feature of many mental health, 

neurodevelopmental, acquired, or degenerative neurological or medical conditions 

(Arciniegas, 2015). Due to its complexity, defining psychosis is difficult. Broadly, the 

term psychosis encompasses a number of characteristics associated with significant 

alterations to an individual’s thoughts, perception, mood, and behaviour (National 

Institute for Health and Care Excellence (NICE), 2021).  

Psychotic experiences are largely understood as encompassing hallucinations and 

delusions (Linscott & van Os, 2013) both with or without insight into their pathological 

nature (Varghese et al., 2011). Hallucinations are sensory or perceptual abnormalities 

occurring in the absence of external or somatic stimuli and include auditory, visual, 

tactile, olfactory, and proprioceptive domains. For example, common hallucinations 

include hearing voices and visual disturbances such as seeing people or objects 

(Arciniegas, 2015). Delusions, by definition, are considered fixed ‘false’ beliefs that are 

considered evidence of the individual experiencing an alternative to the shared 

external reality. Delusional beliefs are those that are maintained with conviction even 

when presented with undisputable contradictory evidence. Delusions can be 

considered ‘ordinary’ in that they are plausible but not accepted by the given culture 

(e.g., being persecuted by government agencies), or ‘bizarre’ in that they are physically 

impossible (e.g., a stranger having removed something from the individual’s body 

without leaving wounds or scars).  

Traditionally, psychosis has been viewed as a categorical diagnosis whereby the 

individual is given a diagnosis for a psychotic disorder based on the presence of 

criteria within a diagnostic manual (Bentall et al., 2014). Understandings of psychosis 

have evolved over recent decades from a categorical approach towards a 

phenomenologically and temporally diverse experience across the general population, 

ranging from sub-clinical and transient psychotic-like experiences (PLEs) to 

diagnosable psychotic ‘disorders’ (DeRosse & Karlsgodt, 2015). The continuum model 

suggests that milder psychotic experiences can be considered at one end of the 

continuum amongst people in the general population experiencing mild distress 

without a diagnosis, whilst psychotic illness lies at the extreme end of the continuum. 
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There is considerable evidence for the utility of this model in conceptualising and 

understanding psychosis as a broad spectrum of experience (Unterrassner et al., 

2017; van Os et al., 2009). 

Median lifetime prevalence data indicates 5.8% of the general population experience 

a PLE at least once in their lifetime, with hallucinations much more common than 

delusional experiences (McGrath et al., 2015). Psychotic experiences are generally 

transient (Staines et al., 2022), however, evidence has accumulated to suggest that 

psychotic experiences are associated with the onset of mental health difficulties (e.g., 

anxiety or mood difficulties), alongside indicating risk of conversion to full psychosis 

(McGrath et al., 2015). However, such experiences in the general population refer to 

‘subthreshold’ psychotic symptoms, such as delusion-like thoughts or perceptual 

abnormalities that contribute to distress or impairment (Giocondo et al., 2021). 

Amongst those who experience psychotic-like experiences, far fewer transition to a 

psychotic disorder, with the prevalence rates of a diagnosed psychotic disorder 

estimated as a 0.7% lifetime median risk (Calkins et al., 2017). 

1.1.2. Psychotic Disorders 

The International Classification of Disease (ICD-11) (ICD) is considered the most 

widely used classification of mental health difficulties in the world and is commonly 

used in the UK (Reed et al., 2019). The ICD-11 refers to schizophrenia and ‘other 

psychotic disorders’ including, but not limited to, schizoaffective disorder, delusional 

disorder, schizotypal disorder. Broadly, disorders are characterised by significant 

impairments in ‘reality testing’ and behavioural alterations. Symptoms are classified 

as positive (e.g. persistent delusions, hallucinations and disorganised thinking and 

behaviour) and negative (e.g., blunted of flat affect and psychomotor disturbance). 

Whilst it is acknowledged that such experiences exist on a continuum within the 

population, symptoms are considered to occur at a frequency, intensity, and duration 

that deviate from social or cultural norms (ICD-11), and have a considerable impact 

on both distress and social impairment (Yung & Lin, 2016).  The ICD-11 includes an 

option of specifying severity across six symptom domains: positive, negative, 

depressed mood, manic mood, psychomotor, and cognitive. The contributor of each 

symptom domain can be rated across four categories (none, mild, moderate, or 

severe) and contributes to accurate description of the current clinical presentation. 
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Debate regarding the categorisation of psychological distress has been longstanding 

(Szasz, 1960). However, the medical model (in which diagnosis is ubiquitous) remains 

dominant in mental health care (Huda, 2021) . Within National Health Service (NHS) 

mental health services, diagnostic labels often provide access or referral to specific 

services (Bhugra & Flick, 2007) and research studies often rely on diagnostic grouping 

to ensure appropriate participant recruitment (Macneil et al., 2012). Scepticism of 

diagnostic markers are well-evidenced, with some well-cited criticisms including the 

arbitrary nature of cut-off points to determine ‘clinical disorder’ and absence of testable 

mental health ‘markers’ (Reed et al., 2019). Diagnoses are presented as binary 

classifications with clear boundaries to separate one disorder from another, which has 

prompted a shift towards a dimensional approach to mental illness whereby symptoms 

are graded continuously on a spectrum of severity (Cuthbert & Morris, 2021); such as 

the psychosis continuum.  

Within this thesis, diagnosis of ‘psychotic disorder’ is used as a broad description of 

experience to aid recruitment. This study is seeking the experiences of individuals 

towards the extreme end of the psychosis continuum, where experiences are 

distinguishable from PLE’s due to their frequency, severity, associated distress, and 

impact on the participants life. Consequently, diagnostic labels are used within this 

study to facilitate recruitment from appropriate services. However, throughout this 

thesis other language will be used interchangeably, such as ‘unusual experiences’ in 

line with the preference of participants and reflective of my own views of psychosis. 

Individuals experiencing psychosis often experience external and internalised stigma 

(Brohan et al., 2010), of which language can often be a significant contributor (Bowen 

et al., 2019). In an attempt to balance the requirements of operationalising phenomena 

and using universally recognised language for an academic journal, and use language 

that reflects my own views (see Section 2.3 for Researcher Position), I will use 

language interchangeably where possible, with less-stigmatising language such as 

‘unusual experiences’, both at the preference of participants and reflective of my own 

views on psychosis (see Section 5 for Critical Reflection).  

1.2.  Psychological conceptualisations of psychosis   

Given the individual complexity of psychosis, it is considered challenging to inclusively 

conceptualise it at a theoretical level (Kroll, 2007), thus, psychological theories of 
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psychosis are both numerous and diverse. In this section, a brief summary of a variety 

of psychological explanations will be introduced to provide a broad overview of 

psychological conceptualisations of psychosis.  

1.2.1 Stress-vulnerability 

Stress-vulnerability models (Zubin & Spring, 1977) have been considered one of the 

most influential models of psychosis, whereby trait (e.g., biological) and state (e.g., 

psychological, and societal) aspects are integrated into a diathesis stress model. The 

overarching concept posits that predisposing biological factors increase psychosis 

vulnerability under stressful circumstances (Demke, 2022). The proclaimed 

interactions between biological, societal, and psychological aspects are one of the 

most longstanding and influential models to understand psychosis, and the model 

suggests that psychosis symptoms emerge when an individual’s stress threshold 

exceeds their vulnerability levels. Stress-vulnerability models have been adapted and 

elaborated in recent years, and whilst criticism of the model still remains (e.g., with its 

concordance to the medical model of mental health difficulties), the suggestion that 

psychosis may emerge from a complex interaction of biological, psychological, and 

societal factors is considered likely in much of the evidence base.  

1.2.2 Psychodynamic considerations 

Early psychological work by Sigmund Freud considered disintegration of the ego or 

pre-ego regression to explain ‘psychotic states’ (Freud, 1894), whereas later 

psychodynamically informed explanations also included ego-defence mechanisms 

such as splitting (Klein, 1946) can inform later psychotic illness. Some psychodynamic 

understandings can consider psychotic experiences as rich, meaningful expressions 

of the individuals inner world, with hallucinations and delusions offering 

representations of internal wishes or conflicts. However, other psychodynamic 

understandings can include psychotic expressions as defences against an intolerable 

internal emotional experience. For example, denial, projection, fragmentation, and 

projective identification have been considered active defences in psychodynamic 

therapy that contribute to psychotic presentations (Martindale & Summers, 2013). 
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1.2.3 Cognitive theories 

Cognitive theorists have proposed the influential role of cognitive appraisals in 

psychosis onset and maintenance. Garety’s model is arguably the most influential 

cognitive model of psychosis and proposes that biopsychosocial vulnerabilities 

interact with cognitive and emotional processes that in turn lead to biased appraisal of 

otherwise anomalous experiences, which develop into psychotic experience (Garety 

et al., 2001). Cognitive factors such as reasoning bias, lower belief flexibility, and an 

external attributional style have been considered to contribute to psychosis (Kuipers 

et al., 2006). Cognitive explanations suggest that psychosis ‘symptoms’ are 

understandable ways of making sense of experiences in the context of the individuals 

past (Kingdon & Mander, 2015). For example, beliefs, hallucinations, and delusions in 

psychosis often reflect personal histories (Johns et al., 2004), thus, interpreting 

anomalous experiences as threatening, yet in line with previous past experience, is 

understandable and can offer opportunity for modification.  

The efficacy of Cognitive Behavioural Therapy for Psychosis (CBT-P) in prevention 

(Hutton & Taylor, 2014) and current presentations has been evidenced (Mehl et al., 

2015; Sitko et al., 2020). Such evidence offers some validity in cognitive explanations 

for psychosis, though there is acknowledgement that in some CBTP therapies, the 

associated distress is targeted rather than the strength of beliefs or other experiences. 

It is also important to note that there are some limitations with effectiveness evidence 

including therapist experience, severity of presentation, format of intervention, and 

pooling of outcomes (Thomas, 2015), which have prompted theorists to consider 

cognitive processes as ‘some but not all’ of the explanation (O’Keeffe et al., 2017). 

1.2.4 Psychological and social processes 

It is also widely accepted that there a number of psychological and social processes 

that may play a significant role in psychosis vulnerability. Trauma is considered the 

most important factor associated with the development of psychotic disorders  (Inyang 

et al., 2022), with meta-analyses showing that those with psychotic disorders have a 

three-fold increased likelihood of having experienced childhood trauma (Loewy et al., 

2019), and childhood trauma is associated with delusion and hallucination severity 

(Bailey et al., 2018). Childhood trauma can encompass physical, sexual, emotional 

abuse, neglect, living in a house with domestic violence, and interpersonal loss (Devi 
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et al., 2019). There is a huge body of research implicating childhood trauma as causal 

in the development of psychosis (Kelleher, 2023; Trauelsen et al., 2015), with several 

suggested mediating processes in this relationship, such as dissociation (Varese, 

Barkus, et al., 2012), disrupted attachment (Berry et al., 2017), and sleep disturbances 

(Laskemoen et al., 2021). It is also widely accepted that social experiences contribute 

to increased vulnerability of psychosis, including poverty (Topor et al., 2014), racial 

and/or sexuality discrimination (Colizzi et al., 2020; Pearce et al., 2019), and 

substance use (Setién-Suero et al., 2020).  

At this point it is important to note that psychosis can be considered an ‘intertwining’ 

of genetic, environmental, and psychological factors that in their aetiology are diverse, 

complex, and idiosyncratic. At a broad level, certain risk factors are generic to a 

number of mental health difficulties, whilst other factors may contribute to a greater or 

lesser extent in each individual presentation (Morgan & Gayer‐Anderson, 2016). The 

complexity and nuance of this argument extends beyond the scope of this thesis, 

however, the overarching conclusion indicates that there are a considerable number 

of psychological models and risk-factors that may contribute to an individual's risk of 

psychosis onset, and whilst some may be shared, each person’s experience is 

inherently individual.  

1.3. First Episode Psychosis 

The complexity and individuality of First Episode Psychosis (FEP) can also make it 

challenging to define. However, common definitions operationalise FEP as an episode 

in which an individual’s experiences meet criteria for psychosis, and there has not 

been a psychotic episode prior to this (Prakash et al., 2021). FEP is commonly 

experienced between the ages of 16-35 (Clay et al., 2018), though it is not uncommon 

for individuals to experience FEP later in life (Simon et al., 2017). 

FEP is often (but importantly, not always) preceded by a ‘prodromal period’ in which 

the individual experiences elevated states of depression, anxiety, social withdrawal, 

suspiciousness, and disturbed sleep (Yung & Mcgorry, 1996). Individuals in the 

prodromal period are often referred to as At Risk Mental State (ARMS) or Ultra High 

Risk (UHR) based on criteria developed by Yung et al., (2005). ARMS/UHR is defined 

as low-grade ‘psychotic-like’ symptoms that cause distress. ARMS individuals 

experience ≥1 of the following symptoms: brief limited intermittent psychotic symptoms 
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(BLIPS), attenuated psychotic symptoms (APS), and/or a genetic risk for psychosis 

combined with a significant reduction in functioning (Yung et al., 2005). The 

Comprehensive Assessment of At-Risk Mental States (CAARMS) is considered the 

gold-standard tool to assess psychopathology indicative of imminent development of 

FEP and whether an individual meets ARMS criterion (Yung et al., 2005). The 

CAARMS is organised into seven domains: positive symptoms, cognitive change, 

emotional disturbance, negative symptoms, behavioural change, physical change, 

and general psychopathology. Studies exploring transition from ARMS to FEP is 

limited, though one study has suggested that 20-45% of ARMS individuals will 

transition to FEP within the next 2 years (Fusar-Poli et al., 2013; Oliver et al., 2020).  

The trajectory of FEP is highly variable and embodies a multidimensional and 

transdiagnostic construct with multiple areas of ‘recovery.’ For example, ‘recovery’ 

from FEP is traditionally viewed in the context of symptom remission and improvement 

in function (Peralta et al., 2022), whilst emerging research indicates that despite minor 

overlap, personal, functional, and symptomatic recovery from FEP are considered 

distinct from the perspective of the individual experiencing FEP (O’Keeffe et al., 2017; 

Van Eck et al., 2018). The incidence of transition from FEP to a diagnosis of a 

psychotic disorder has been evidenced at ~50% in multiple retrospective and meta-

analytic studies (Inchausti et al., 2023), mainly within the first three to five years since 

FEP onset (Fusar-Poli et al., 2016, 2022)  

The high number of individuals transitioning from FEP to a psychotic disorder 

emphasises the need for both early identification of risk factors and pathways for 

intervention to prevent transition. Early Intervention Psychosis (EIP) services are 

targeted to provide care in the first 3-5 years of onset, given this is termed a critical 

period to improve short- and long-term prognosis (Malla et al., 2005). EIP incorporates 

a holistic pathway, including focus on reduction of symptoms, maintaining intervention 

and preventing relapse, and offering psychosocial, pharmacological, vocational, 

trauma-related and family support (Perkins et al., 2005). Many EIP services devote 

significant resource on reducing the duration of untreated psychosis (DUP); DUP is 

defined as the amount of time between the manifestation of the first symptom to 

initiation of antipsychotic intervention. The notion that DUP is significantly implicated 

in the onset and maintenance of FEP is well-evidenced in multiple meta-analyses 

(Howes et al., 2021) across symptom (Boonstra et al., 2012; Perkins et al., 2005) and 
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functional outcome domains (Watson et al., 2018). The clinical significance of DUP to 

prevent transition from FEP to ‘psychotic disorders’ emphasises both a need for early 

intervention, but also further exploration of the risk factors that contribute to the onset 

and maintenance of FEP in the first instance.  

Identifying ARMS individuals is a unique and important opportunity to prevent 

individuals transitioning to psychosis (Fusar-Poli et al., 2013). Though ARMS 

presentations are considered ‘high risk’ for subsequent or later transition to FEP, there 

are a large number of individuals who are or have experienced FEP who have not 

been involved with prodromal services as an adolescent or adult (Ajnakina et al., 

2019). A retrospective study in the UK found that only 4.4% of individuals presenting 

to secondary services with FEP had been referred via prodromal services (Ajnakina et 

al., 2019). There are several reasons for such a low number of those experiencing 

FEP not being previously involved in prodromal services. Firstly, prodromal periods 

may be misunderstood or not identified by healthcare services (Naughton et al., 2024; 

O’Connell et al., 2021). ARMS services and older pathways into secondary services 

such as the GP require patients to demonstrate active help seeking (Naughton et al., 

2024), which may (i) exclude individuals who are unable or unwilling to do this, and (ii) 

provide an unrepresentative demographic of those in ARMS services. Help-seeking 

intent is often influenced by specific symptoms in early psychosis, as those with less 

acute positive symptoms are more likely to seek help (Platz et al., 2006). 

Though identifying individuals with an ARMS has a modest predictive value for 

psychosis (Fusar‐Poli et al., 2015) it has been suggested that ARMS criteria only 

identify a narrow group of individuals at risk of experiencing psychosis (Ajnakina et al., 

2017, 2019). Further, a considerable number of individuals experiencing FEP would 

not meet ARMS criteria for several reasons, such as increased age, lack of genetic 

vulnerability, or not experiencing psychosis-like symptoms until acute onset. Due to 

the relatively low incidence of psychotic disorders in the general population, defining 

‘high risk’ groups has been considered one of the most efficient strategies for clinical 

care. However, studies have indicated that up to 44% of individuals experiencing FEP 

had an acute onset of psychotic symptoms (Ajnakina et al., 2017) so it may be more 

appropriate to consider risk factors for psychosis, rather than identifying individuals 

who are already experiencing subthreshold symptoms of psychosis. In the general 

population, prior psychopathology such as mood disorders and anxiety accounted for 
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85% of the outcome of developing psychosis (Naughton et al., 2024). Other 

demographic markers such as ethnicity (Kirkbride et al., 2012), socio-economic status 

(T. Burke et al., 2022) have been considered models considering psychosis conversion 

(Kelleher, 2023). 

Additionally, in recent years it has been suggested that although the ‘critical period’ for 

development of psychosis is considered to be 35 years of age, an emerging number 

of individuals older than 35 years and with differing presentations are presenting to 

services (Suetani & Wang, 2023). Epidemiological literature has noted an increase in 

psychosis incidence following the Covid-19 pandemic (Moccia et al., 2023), with 

extreme psychosocial stressors, such as social isolation, bereavement, and safety 

fears considered an influential contributor (Casanovas et al., 2022). Further, 

participant data from EIP services is evidencing a broader range of socio-demographic 

characteristics, including older age, whereby up to 33% of referrals consisted of 

individuals over 35 years (Lappin et al., 2016). In 2016, The National Institute of 

Clinical Excellence extended the age to which individuals could access EIP from 35 to 

65 years of age to reflect service need. Demographically, individuals presenting to EIP 

over 35 years of age are more likely to be female (Thakrar et al., 2023), and have 

existing mental health difficulties, particularly presentations characterised by low mood 

and/or mania (Clay et al., 2018). In this thesis, to encompass a broad client group, 

participants between the ages of 18-65 were eligible for inclusion.  

1.4. Sleep Overview 

1.4.1. Functions, aspects, and organisation of sleep 

Research studies have broadly included definitions such as (i) individuals showing no 

or little evidence of sleep disruption, (ii) sleep broadly considered restorative, and (iii) 

sleep to be of regular and conventional timing (Beattie et al., 2015). Sleep is a 

complex, episodic, and reversible state of both mind and body characterised by closed 

eyes, limited behavioural activity, and perceptual disengagement from one’s 

surrounding environment (Carskadon & Dement, 2005). Whilst there is no universally 

accepted theory for the purpose of sleep (Brinkman et al., 2024), sleep is considered 

both physically and mentally restorative and contributes to the natural rest-activity 

cycle (Waterhouse et al., 2012). Adequate sleep is vital for the health and well-being 

of individuals across the lifespan, and heavily contributes to the functioning of physical 
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health (Che et al., 2021) and psychological (e.g., cognitive and emotional) processes 

(Palmer & Alfano, 2017; Qin et al., 2023). Sleep is considered much more restorative 

of waking functions when it is consolidated rather than fragmented (Worley, 2018), and 

essential nature of sleep is evidenced by an individuals need to compensate for lost 

sleep (Waters et al., 2018).  

Sleep architecture refers to the structural organisation of normal sleep. There are two 

main distinguishable stages of sleep; rapid eye movement sleep (REM) and non-rapid 

eye movement sleep (NREM) (Carskadon & Dement, 2005). Sleep is divided into five 

stages; (i) wake, (ii) N1 (very light sleep, serves a transitional role in sleep-stage 

cycling, and usually lasts 1-7 minutes in the initial cycle), (iii) N2 (deeper sleep, 

constituting between 45-55% of the total sleep episode) (iiii), N3 (‘deep’ sleep, often 

referred to as slow wave sleep contributing to 3-8% of sleep) and (v) R (REM sleep) 

(Le Bon, 2020). It is noteworthy to mention that previous descriptions of sleep 

architecture presented stages 3 and 4 of NREM sleep as distinct, whilst newer 

definitions include N3 as a summation of stage 3 and 4, often called ‘slow wave sleep’ 

(Ancoli-Israel et al., 2015). NREM sleep roughly parallels a continuum, whereby 

arousal thresholds are lowest in stage 1 and highest in stage 4. By contrast, REM 

sleep is usually not presented in stages, though for research purposes, distinction of 

‘tonic’ and ‘phasic’ REM sleep are occasionally used. The most commonly used 

marker of REM sleep is bursts of rapid eye movements, and dreaming commonly 

occurs in this stage. The onset of sleep under normal circumstance is through NREM 

sleep, and healthy adults cycle through each stage (from N1, to R, to wake) four to six 

times per night, with each cycle approximately lasting 90 minutes on average. All sleep 

stages are essential for restorative sleep, with each stage serving a specific function. 

Broadly, REM sleep is frequently associated with memory consolidation (Boyce et al., 

2017) and emotional regulation (Vandekerckhove & Wang, 2018), whilst NREM is 

essential for homeostatic regulation, immune system regulation, and physical 

restoration (Le Bon, 2020).  

Sleep can be polyphasic (sleeping repeatedly for short periods in 24 hours), 

monophasic (one prolonged nocturnal episode) or biphasic (prolonged periods but 

engaging in daytime naps) (Le Bon, 2020). A single nighttime monophasic episode of 

consolidated sleep has become the normative human sleep pattern (Ekirch, 2016) 

though across the lifespan it is noted that it is common for very young infants and older 
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adults to occupy a more biphasic sleep pattern, due to commonalities in napping 

behaviour (Jones & Spencer, 2020). Whilst definitions of ‘normal’ sleep patterns can 

be inherently individual, consensus within the literature defines a duration of 7-9 hours 

per 24 hours as sufficient for working age adults (Chaput et al., 2020). Traditionally, 

public health messages surrounding sleep have focused on duration, however, 

discussions have started to consider sleep quality as a broader marker of sufficient 

sleep (Glozier, 2012). Good sleep quality can be comprised of a multitude of variables, 

including: subjective satisfaction with sleep, alertness during waking hours, sleep 

timing, sleep latency (time to fall asleep of less than 15 minutes), sleep efficiency 

(percentage of time spent asleep whilst in bed upwards of 85%), and sleep duration 

(Buysse, 2014). Both short (<6.5 hours) and long (>9 hours) are significant predictors 

of all-cause mortality in prospective population studies (Cappuccio et al., 2010), whilst 

broadly poor sleep quality has been shown to have a negative impact on self-rated 

physical and mental health (Amiri, 2023). Notably, studies jointly assessing sleep 

quantity and quality have indicated that the most pronounced health risks exist for 

those with poor sleep quality and short sleep duration (Baglioni et al., 2016), though 

evidence for poor health outcomes is extant at both ends of the continuum (short and 

long duration sleepers) (Kerkhof, 2017).  

1.4.2. Sleep Regulation 

The most widely accepted explanatory conceptual model of human sleep regulation is 

the Two Process Model (Borbély et al., 2016)  (see Figure 1). The Two Process Model 

suggests an interaction between sleep-wake dependant homeostatic and sleep-wake 

independent circadian processes determines sleep regulation. Homeostatic 

processes (process S) represent accumulating ‘sleep debt’ which increases during 

wakeful periods and decreases with sleep, due to a sleep inducing biochemical system 

operating in the brain. Process S induces ‘sleep pressure,’ whereby the longer the 

period of wakefulness, the greater the sleep need. Consequently, Process S can 

determine sleep intensity. Circadian processes (process C) offers and internal 

regulation of biological processes over a 24-hour period. Process C controls sleep 

timing in line with entrained rhythms congruent with external dark-light cycles of day 

and nighttime, and consequently dictates the daily rhythm of sleep. The two processes 

continually interact, whereby sleep occurs when Process S approaches the upper 

threshold of C, and waking is triggered when Process S reaches the lower threshold 
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under standard monophasic or polyphasic sleep (Dijk & Archer, 2010). Generically, in 

adults the two processes work concurrently to create one period of consolidated rest, 

and one period of consolidated wakefulness equalling approximately 24 hours. 

Endogenous circadian rhythms are entrained, in that they persist in the absence of 

external time cues on a continual period of 24 hours (Golombek & Rosenstein, 2010).  

 

 

Figure 1. Two Process Model of Sleep (Borbély et al., 2016) 

Disruptions to circadian rhythm entrainment can include shift work (often due to 

working during the ‘rest’ phase for humans), physical activity timing, air travel across 

time zones, and day time napping (Chaput et al., 2023) and misaligned circadian 

rhythms are associated with a variety of physical and mental health complications 

(Potter et al., 2016). Disruptions to, or delineations of, circadian rhythms are also 

bidirectionally implicated in the onset of several neurological (e.g., Alzheimer’s 

disease) (Musiek et al., 2015) and complex mental health conditions (e.g., 

schizophrenia or spectrum disorders) (Delorme et al., 2020) alongside becoming a 

characteristic of the presentation (Sharma et al., 2020; Wulff et al., 2012). Although 

disruptions in circadian rhythms can be harmful to health and all-cause mortality 

(Montaruli et al., 2021), it is important to note that intra-individual differences in the 

timing of rhythm can be observed amongst individuals, a trait termed sleep 

chronotypes (Adan et al., 2012). Chronotypes can be expressed as ‘morningness’, 

‘eveningness’, or ‘neither’ types, characterised by an individuals preferred timing of 

sleep and activity (Montaruli et al., 2017); this behavioural preference can be 
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understood as a spectrum, with ~60% of the population holding a ‘neither’ type (B. J. 

Taylor & Hasler, 2018). Morningness types typically go to bed and wake earlier, 

achieving peak mental and physical performance earlier in the day, whilst eveningness 

types wake, sleep, and reach peak performance later in the day (Adan et al., 2012; 

Montaruli et al., 2017). Differences in ‘morning’ and ‘eveningness’ types are well-

documented (Zajenkowski et al., 2019) and research has indicated that ‘eveningness’ 

types are often associated with an increased likelihood of developing a mental health 

difficulty  (Kivelä et al., 2018; B. J. Taylor & Hasler, 2018).  

1.4.3. Sleep Deprivation 

Long periods without adequate sleep are associated with a range of psychological 

difficulties and reduced cognitive function (Zimmerman et al., 2024). Societally, there 

are reports of individuals sleeping less (Bixler, 2009)and as a consequence there is 

an accumulating body of sleep deprivation literature, outlining the psychopathological 

effects of sleep deprivation. A longstanding known consequence of sleep loss is 

psychotic experiences, with previous research showing that sleep problems are 

correlated with an increased frequency of hallucinations and delusional beliefs 

(Koyanagi & Stickley, 2015). Sleep deprivation studies, whereby participants are key 

continuously awake for long periods of time (Petrovsky et al., 2014) are a useful tool 

to assess the causality of sleep disturbances in different psychological presentations 

and assess dose-dependent relationships.  

Waters et al., (2018) provided a comprehensive review of the effects of sleep loss on 

psychosis experiences ranging from one to 11 nights. The review is inclusive of 

historical studies to examine the effects of sleep loss beyond a 2-day period (as 

much of this research is now not conducted due to ethical considerations). The 

findings of the review showed a wide range of symptom experiences; they noted that 

visual hallucinations were apparent after 30-48 hours (alongside disordered 

thoughts). Symptoms gradually and consistently increased in frequency until the fifth 

day, whereby complex visual and auditory hallucinations were common along with a 

notable deterioration in mental health of participants. 

Alongside sleep deprivation studies, sleep restriction studies whereby participants 

are asked to sleep, but for a restricted duration indicate similar findings, though such 

studies are relatively rare in this context. For example, studies have restricted 
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participants sleep for 4 hours per night for a three night period and found significant 

increases in paranoia, hallucinations, and cognitive disorganisation, with the largest 

effect sizes evident in those who had higher psychotic experiences at baseline 

(Reeve et al., 2017, 2018). Findings of this study indicate that individual with a 

vulnerability to psychosis experiences may be particularly sensitive to changes in 

sleep, and the subsequent increase in symptoms. This research is noteworthy in the 

context of insomnia, in that sleep restriction studies more accurately mimic chronic 

sleep disturbances over an extended period, which is relevant in FEP.  

1.4.4. Sleep Disorders 

There are a range of sleep disorders, including circadian rhythm misalignment 

(resulting in sleep/wake disorders) (Baron & Reid, 2014), obstructive sleep apnoea 

(narrowing or collapsing of airway during sleep, resulting in oxygen desaturation and 

a consequence of overall sleepiness (Gottlieb & Punjabi, 2020) and insomnia. Sleep 

disorders can have a significant impact on an individual’s mental and physical health 

(Freeman et al., 2020a; Mogavero et al., 2021), social functioning, and quality of life 

(Streatfeild et al., 2021). An overview of the above sleep disorders is beyond the scope 

of this thesis; however, a brief summary of insomnia will be provided due to its high 

prevalence in psychosis.  

Insomnia is one of the most common sleep disorders amongst adults worldwide (Morin 

& Jarrin, 2022), and is also highly prevalent in individuals presenting with experiences 

along the psychosis continuum (Ferrarelli, 2020; Waite et al., 2020a). Insomnia may 

be diagnosed in primary or secondary care services via diagnostic manuals such as 

the DSM-5-TR (American Psychiatric Association, 2022) or the ICD-11(World Health 

Organization, 2021). The broad diagnostic features of insomnia include an individual’s 

self-reported night-time sleep and daytime functioning symptoms and are inclusive of; 

(i) difficulties initiating or maintaining sleep, or non-restorative sleep; (ii) sleep difficulty 

occurs >3 times a week with a resulting complaint of daytime fatigue; (iii) disturbances 

causes clinically significant distress or impairments in multiple domains, including 

social, educational or other important areas, (iiii) present for a period to time >3 months 

despite adequate sleep opportunity, (v) and the predominant symptoms not better 

explained by substance use, co-existing mental health conditions, or another sleep-

wake disorder. Despite the recognition that insomnia is heterogeneous in its 
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presentation, current nosology has adopted a single diagnostic approach (Nyhuis & 

Fernandez‐Mendoza, 2023), whilst more recent research has considered the utility 

and specificity of clustering insomnia symptoms or patterns, using the term 

phenotypes to identify distinct physiological or clinical features (Perlis et al., 2022).  

1.5. Sleep Disturbances and Disorders in Schizophrenia Spectrum Disorders 

and First Episode Psychosis  

Over the last decade, evidence supporting the role of sleep in the contribution and 

maintenance of both common and complex mental health difficulties has increased 

exponentially (Scott et al., 2021). Prior work considered disrupted sleep to be a 

consequence of poor or deteriorating mental health (A. G. Harvey, 2002; A. G. Harvey 

& Tang, 2012) however, it is now also suggested that poor sleep contributes to the 

onset, maintenance and often reoccurrence of mental health difficulties (Freeman et 

al., 2020b). The association between poor sleep and psychotic experiences across 

the psychosis continuum is well-established, with evidence suggesting that disruptions 

in sleep duration and quality are associated with PLEs in the general population (Ered 

et al., 2018), ARMS (Lunsford-Avery et al., 2013), FEP (Marin et al., 2023), and in 

long-term SSDs (Waite et al., 2020b).  

In longer-term psychosis, such as SSD presentations, paradigmatic shifts over the last 

decade have implicated sleep disturbances as a causal mechanism in the onset, 

maintenance, and exacerbation of psychotic experiences (Waite et al., 2020b). Recent 

research has explored the role of sleep disruption in several aspects of psychosis 

presentations, such as more severe paranoia in SSDs (Blanchard et al., 2020) and 

‘positive symptoms’ such hallucinations and delusions more generally across the 

spectrum of ARMS (Lunsford-Avery et al., 2015), FEP (Davies et al., 2017)and longer-

term psychosis (Mulligan et al., 2016a). Sleep disorders are very common in 

individuals presenting with psychosis and are considered a ‘normal’ comorbidity 

(Reeve et al., 2019). Studies have estimated that around half of patients in NHS mental 

health services presenting with SSDs have clinically significant insomnia (Freeman, 

Morrison, et al., 2019) and it is a common experience for those with SSDs to describe 

sleep disturbances prior to more severe paranoia and hallucinations (Kasanova et al., 

2020). Insomnia has been shown to be related to increased paranoia in longer term 
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SSDs (Freeman & Fowler, 2009) whilst parasomnias, such as nightmares are also 

common amongst those with psychosis (Freeman, Morrison, et al., 2019). 

More recent research has started to disentangle nuanced or discrete aspects of sleep 

disturbance with aspects of psychosis, though more of this work has been undertaken 

in long-term SSDs (E. Rogers et al., 2023) or in ARMS (L. Clarke et al., 2021) 

populations, rather than FEP. For example, reduced sleep efficiency and quality have 

been shown to predict next day symptom severity, particularly auditory hallucinations, 

and delusions (Mulligan et al., 2016b). Despite advancements in studies exploring 

discrete or specific aspects of sleep, there are still very few studies in SSD, FEP or 

ARMS populations employing the use of ActiGraph to provide continual sleep 

measurement (Clarke et al., 2021; Davies et al., 2017).Actigraph measurement 

provides an opportunity to further explore the complexity of sleep disturbance in this 

population, by providing a robust period of 24-hour measurement over a pre-defined 

length of time, which reduces the possibility of retrospective or subjective bias, 

measures specific sleep parameters, and may improve accuracy of sleep estimations. 

Several studies have used actigraphs in populations of longer-term psychosis (Reeve 

et al., 2019) and in ARMS studies (Hennig et al., 2020; Nordholm et al., 2023). 

However, Actigraph use in the FEP period is particularly limited (Davies et al., 2017). 

This limited understanding of sleep disturbance in FEP is notable for several reasons; 

(i) retrospective research indicates that sleep disruption is often notable prior to FEP 

and in the ‘prodrome’ prior to an acute episode (Marin et al., 2023), and (ii) sleep 

disruption is a common presentation prior to relapse (Benson, 2006).  

Further, there are very few qualitative accounts exploring the perspectives of those 

with SSD’s or FEP and their experiences of sleep. However, of the available studies, 

qualitative accounts have evidenced patients experience a bi-directional relationship 

between sleep disturbances and psychotic symptoms. Patients note that distressing 

voices and fears of persecution can reduce willingness to sleep, however, reduced 

sleep can also increase emotional distress, reduce capacity to cope with voices during 

the day, and increase paranoia (Faulkner & Bee, 2016; Waite, Evans, et al., 2016). 

Qualitative accounts in early psychosis are in their infancy, with only one study 

exploring perspectives of those in the At Risk Mental State, though this was following 

sleep intervention (Waite et al., 2018). Qualitative research provides an opportunity to 

gain a lived experience perspective of a complex phenomenon, yet also allows for 
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sharing of retrospective accounts that may otherwise be missed in quantitative 

research. Further, given the direction of the sleep-psychosis relationship is difficult to 

disentangle, qualitative research provides an avenue to explore perceptions and 

participant construction of such experiences that may be important in considering the 

direction or ‘causality’ of sleep disturbances in psychosis presentations.  

Such expansions in the sleep-psychosis literature base have prompted exploration 

into sleep disruption as a novel treatment target for psychosis. Cognitive Behavioural 

Therapy for Insomnia (CBT-I) has been adapted for those with psychosis and shown 

large treatment effects on sleep problems (Sheaves et al., 2019) and some impact on 

psychosis experiences (Freeman et al., 2015b) though further trials are warranted. 

Although it is recognised by clinicians that sleep disruption is a common complaint 

amongst those with psychosis and patients show a clear desire for intervention to 

improve their sleep (Faulkner & Bee, 2017; Reeve et al., 2019), formal assessment 

and appropriate intervention is both sporadic and limited (Rehman et al., 2017).  

Research noting that improving sleep can decrease the severity and frequency of 

psychosis experiences provides rationale for the implication of sleep disturbances in 

psychosis onset, amongst other factors. Ongoing research in ARMS groups is pivotal 

in understanding this relationship further, by exploring whether CBT-I is effective in 

reducing unusual experiences in those at risk and in the early stages of such 

presentations. Sleep problems in ARMS groups are widespread (Poe et al., 2017) and 

show high rates of comorbidity between sleep disorders (Reeve et al., 2019) alongside 

qualitative accounts describing disruptions in sleep timing, sleep variability, and 

nighttime worry (Bradley et al., 2018). Given that both longitudinal (Zaks et al., 2022) 

and experimental (Reeve et al., 2017) studies have identified sleep as contributory to 

experiences such as paranoia and hallucinations (Waite et al., 2020b) and sleep 

problems may be predictive of those at risk transitioning to psychosis (Ruhrmann et 

al., 2010) intervention in sleep problems is imperative in this group to improve patient 

outcomes, but also to provide evidence for sleep as pivotal in the onset of psychosis 

experiences. CBT-I for those at risk for psychosis have shown large improvements in 

sleep and smaller benefits on psychosis experiences (Sheaves et al., 2018). Further, 

a recent RCT in ARMS young people showed CBT-I is an intervention target for this 

population group and preliminary indication for clinical benefit (Waite et al., 2023). The 
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RCT showed large reductions in sleep difficulties alongside reductions in anxiety and 

paranoia at follow up.  

1.6. Suicidal Ideation and Risk Factors 

The identification and prevention of individuals at high risk of suicidal behaviour is an 

important public health priority, as around 700,000 people die by suicide each year 

globally (Bostwick, Pabbati, Geske, & Mckean, 2016). Suicide is complex with an 

interplay of multiple psychological, social, biological, and protective factors (O’Connor 

& Nock, 2014) however, despite knowledge of risk factors increasing in recent years, 

suicide prediction models have historically been ‘static’ and not recognised the 

dynamics and interactions of suicidal risk (Franklin et al., 2017). Suicidality can be 

considered a spectrum, ranging from ideation, planning, attempt, and completion 

(Klonsky et al., 2016). Whilst ideation is the focus of this thesis (defined broadly as 

thoughts ranging from contemplating ending life towards planning for such an event), 

some discussion of attempt and completion will be included.  

An important debate in suicide research is considering suicide as a ‘trait’ or ‘state,’ with 

scholar suggesting suicide as a state (e.g., an experience related to a time in 

someone’s life) given many of those who attempt suicide only do so once (Kessler et 

al., 2012). However, it is important to note that there are a number of individuals who 

attempt to end their life multiple times (O’Connor & Nock, 2014), and experience 

persistent ideation (Nock et al., 2008). Suicidal ideation provides a promising research 

target as it is known as a crucial precursor to suicide (Bostwick, Pabbati, Geske, & 

McKean, 2016), and is closely related to subsequent attempts and completions (Park 

et al., 2020). Thus, many studies have evidenced that suicidal ideation is an important 

risk factor and predictor of suicide related mortality (Batterham et al., 2021; Chapman 

et al., 2015). To prevent suicide, efforts can be made to reduce suicidal ideation and 

thus, investigate of the mechanisms and contributory factors underlying the 

development and maintenance of suicidal ideation is imperative (R. T. Liu et al., 

2020a). 

There are a number of models of suicidal behaviour that attempt to explain suicidal 

ideation and attempt such as the Diathesis-Stress model which proposed individuals 

have inherent or acquired vulnerability that can be ‘activated’ by internal or external 

stressors (van Heeringen, 2012). The Biopsychosocial model (Turecki et al., 2019) 
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considers developmental, distal, and proximal factors in the development of suicidal 

ideation and subsequent attempt. The Interpersonal Theory of Suicide  (Van Orden et 

al., 2010) notes how individuals engage in suicidal behaviour as a result of 

interpersonal psychological states, such as ‘thwarted belonginess’ and ‘perceived 

burdensomeness’, which contribute to a desire to die. The Integrated Motivational-

Volitional Model (O’Connor & Kirtley, 2018) is considered one of the most influential 

models in the field, and describes a pre-motivational, a motivational (emergence and 

maintenance of suicidal ideation) and volitional phase (suicidal behaviour). There is 

debate surrounding the clinical utility of linear models that assume a trajectory from 

ideation to attempt, given the complex individuality in suicidality. Models such as the 

Fluid Vulnerability Theory (Rudd, 2006) consider varied long-term baseline risk and 

the elevation of short-time risk in response to ‘aggravating; current and time-limited 

contextual factors.  

There is a large body of work identifying risk factors for suicidal ideation across the 

population. Loss of meaning (Steger, 2022), negative affect (Yalvaç & Gaynor, 2021), 

experiencing mental health difficulties (Mishara & Chagnon, 2016), and a previous 

suicide attempt (Bostwick, Pabbati, Geske, & McKean, 2016) are well-noted risk 

factors for suicidality. Meta-analysis findings have shown that mental health problems 

predict a 10-fold increase in suicide-risk, however, there was considerable variation in 

effect size between presentations. For example, those with diagnoses characterised 

by emotional instability and depression were of considerably higher risk (Favril et al., 

2022). Involvement in the criminal justice system, interpersonal conflict, and stressful 

life events were also significant contributors; notably, findings indicated a dose-

response relationship between the number of events experienced and suicide risk 

(Fjeldsted et al., 2017). It is well established that experiencing developmental trauma 

(particularly childhood abuse) holds an increased odds of suicidal risk, particularly 

emotional abuse (J. Liu et al., 2017). Recent research attempting to identify risk factors 

across those who experience ideation, who have attempted suicide once, and who 

have attempted suicide multiple times (Park et al., 2020) though findings in this field 

are preliminary and ongoing.  
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1.6.1. Suicidal Ideation in FEP 

Suicide is the leading cause of mortality amongst those with schizophrenia (Malda et 

al., 2019) and studies have noted that 40-79% of those with schizophrenia experience 

suicidal ideation more than once over the course of their difficulties (Bornheimer & 

Jaccard, 2017). Meta-analytic findings have shown that individuals with SSD’s and a 

history of suicidal ideation are over 6 times more likely to end their life (Chapman et 

al., 2015) with high levels of distress at unusual experiences and comorbid depression 

some of the explanations for this increased risk.  

Though suicide risk remains elevated in comparison to the general population 

amongst those experiencing psychosis (Bolton et al., 2007), risk is considered highest 

in the early stages of the presentation (Pelizza et al., 2020a; P. J. Taylor et al., 2015). 

Those experiencing FEP have been estimated to have a 60% increased risk of suicide 

in the first year of diagnosis in comparison to those in subsequent phases (Nordentoft 

et al., 2004). The prevalence of suicidal ideation in FEP ranged from 26 to 56% of 

individuals in FEP (Chang et al., 2014), with risk factors including previous history of 

suicide attempt, depression and hopelessness (Chang et al., 2014), increase in 

distress at unusual experiences (Challis et al., 2013a), and longer duration of 

untreated psychosis (O’Donoghue et al., 2016).  

Given suicidal ideation is a known antecedent for attempt, ideation screening and 

identification of risk factors is a crucial first step to connect individuals to appropriate 

care (Hor & Taylor, 2010; Park et al., 2020). Though suicide is difficult to predict, research 

in FEP has shown that individuals aged 15-30 years may be of higher risk, in part due 

to an increased duration of untreated psychosis (Pelizza et al., 2019), and perceived 

social and personal stigma (Pelizza et al., 2020a).  

This increased vulnerability to suicidal ideation and subsequent attempt in FEP and 

noteworthy and indicates a need to further identification risk factors contributing to this 

increased risk, in order to improve risk assessment and intervention. Scholars have 

called for validated and standardised measures of suicidality in risk assessment to 

inform clinical decisions (Challis et al., 2013b) alongside providing a stable baseline 

measure to compare over time. However, there are considerable challenges with 

suicidal ideation measurement (see section 2.6.2).  
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1.6.2. Sleep, Suicidal Ideation and FEP 

Researchers have sought to continue to identify potentially modifiable drivers of 

suicidal thoughts and behaviour (T. A. Burke et al., 2022)and sleep disturbances have 

emerged as both pivotal in predicting suicidal thoughts and attempts, and critical in 

that they are modifiable, making them an important candidate in suicide prevention 

strategies. The relationship between sleep disturbances and suicidal ideation is well-

established (D. L. Littlewood & Russell, 2020) , and though much of the research has 

historically focused on those with mental health difficulties (Bernert et al., 2015; Malik 

et al., 2014), meta-analyses have shown this association to be prevalent in the general 

population (L. M. Harris et al., 2020; Pigeon et al., 2012), independent of mental health 

difficulties (Geoffroy et al., 2020).   

Much of the research exploring sleep disturbances in SSD’s has focused on insomnia 

(E. Rogers et al., 2023) given its high prevalence in SSD’s (Reeve et al., 2019). 

Studies have shown cross-sectional (B. J. Miller et al., 2019, 2021) and longitudinal 

relationships (Li et al., 2016) between insomnia and subsequent suicidal ideation and 

attempt. Until recently, much of the research regarding sleep, suicide, and psychosis 

focused on individuals with long-standing and entrenched presentations, with 

diagnoses such as SSD’s. More recently, analyses have shown that associations 

between insomnia and suicidality may also be prevalent in FEP. For example, 

(Ketcham et al., 2024) found that worsening insomnia was associated with over 3-fold 

increased odds of worsening suicidal ideation over a three-month period. However, 

much of the research exploring this association in FEP and SSD populations includes 

insomnia as a binary or categorical measure, or use measures that may not accurately 

assess the presence of insomnia in this group (E. Rogers et al., 2023). For example, 

studies asking participants if they struggle with sleep (B. J. Miller et al., 2019) or using 

‘adverse event scales’ (Ketcham et al., 2024) to identify insomnia are common. 

Furthermore, using single-item measures or past medical records used to capture 

suicidal ideation are also common (Batterham et al., 2015). Although studies 

employing such measures are important to indicate associations between insomnia 

and suicidality, the limited scope of such measures is a limitation in this work.  

A further limitation of the current general evidence base, but particularly in FEP is the 

exploration of particular aspects of sleep disturbances and their association with 
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suicidal ideation. Broader literature has noted extant stronger associations between 

nightmares (Nadorff et al., 2005) and problems staying asleep (Gerner et al., 2020) 

with suicidal thoughts than disturbances such as sleep quality or onset latency. Further 

exploration of discrete and specific aspects of sleep is warranted in FEP, particularly 

given problems such as increased onset latency may impact suicidal ideation and 

behaviours differently (Davies et al., 2017). Emerging evidence in the general 

population suggests that short sleep duration (Bernert & Nadorff, 2015; Chakravorty 

et al., 2015) is associated with suicidal ideation and attempt. Notably, research has 

considered that short sleep typically results in nocturnal wakefulness, which may 

contribute to suicidal behaviour at night (Perlis, Grandner, Chakravorty, et al., 2016).  

Research exploring such specific parameters of sleep disturbance and their 

relationship to suicidality in FEP is sparse, which may be a consequence of limited 

use of methods such as actigraphy (Davies et al., 2017) that help identify specific sleep 

parameters over 24-hour periods. Recently, (Ayers et al., 2024) showed that baseline 

sleep problems were associated with increased odds of suicidal ideation at a 24-month 

follow-up, with a dose-dependent relationship. In addition, sleep problems were also 

a predictor of higher symptomology, which has also been associated with suicidal 

ideation. It may that in FEP the relationship between insomnia and suicidality is evident 

and may be exaggerated by the exacerbation of psychotic symptoms, but this 

relationship is unclear and warrants further exploration. However, insomnia in this work 

was operationalised using a categorical measure of a single-item scale, alongside 

‘sleep problems’ were dichotomised as yes/no by asking if they had experienced 

difficulties sleeping too little over the past week. Studies employing actigraphy to 

assess specific sleep disturbances are warranted in FEP, alongside further large-scale 

longitudinal studies to assess whether sleep disturbances are a stable and/or 

accumulative predictor of suicidal ideation over longer time periods in FEP.  

1.7.  Study Rationale  

FEP constitutes a high-risk period in which suicidal ideation and future attempt is 

common (Pelizza et al., 2020a), thus, the assessment of risk factors that influence 

prediction of this relationship are necessary. In recent years, researchers have 

continually evidenced a link between sleep disturbances and suicidality in the general 

population (Batterham et al., 2021; L. M. Harris et al., 2020),and longer-term SSD’s 
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(Li et al., 2016). However, whilst existing research suggests similar associations in 

FEP (Ayers et al., 2024; Ketcham et al., 2024), there is considerably less research 

exploring disrupted sleep parameters and their relationship to symptoms and other 

functional outcomes, such as suicidality, in FEP (Davies et al., 2017; Marin et al., 

2023). If sleep disturbances are now started to be considered beyond being simply a 

secondary issue or consequence, and instead play a contributory role in the onset and 

maintenance of mental health difficulties, further effort is needed to understand such 

relationships in the early stages of illness to inform screening, prediction, and 

intervention. However, to date, there are a number of limitations with the current 

literature base including a distinct lack of actigraphy to assess sleep parameters 

(Davies et al., 2017), heterogeneity of both sleep and suicidality measures (E. Rogers 

et al., 2023) and very limited qualitative research (Faulkner & Bee, 2016). 

Actigraphy would help identify specific aspects of sleep that may be disturbed, and 

using validated measures of suicidality would provide opportunity to develop 

exploration of associations beyond singular or binary measures that may not capture 

the nuance of this complex relationship. Further, qualitative research provides 

opportunity to explore individual perceptions or constructions of this relationship and 

facilitates insight into the complex psychological processes in the sleep-suicide 

relationship in FEP. Thus, the development of multi or mixed-methods research in FEP 

is warranted to explore associations between specific sleep parameters and 

suicidality, and also explore in-depth perceptions and meaning-making experiences of 

those with FEP.  

2. Extended Method 

2.1. Study Design 

2.1.1. Mixed methods research 

Mixed methods research aims to combine quantitative and qualitative data to 

contribute to further breadth, depth, and meaning to a study’s findings (Battista & Torre, 

2023). A classification for mixed methods research was first introduced in the 1980s, 

and iterations of classifications are still in use. Greene (2012) suggests that there are 

five key purposes for undertaking mixed methods research: triangulation, 

complementarity, development, discovery of paradox or contradiction, and expansion 

of findings. Other classifications, such as (Bryman et al., 2008) suggest further 
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rationale, inclusive of; credibility, context, illustration, utility, confirm and discover, and 

diversity of views. Whilst it is assumed that the rationale for using mixed methods may 

be inclusive of all of the proposed category, there are several proposed aspects that 

are particularly important for this study, such as context, illustration, and utility (Bryman 

et al., 2008). It is well acknowledged that sleep, psychosis, and suicide are complex 

phenomena with individual variation (Freeman et al., 2020a; L. M. Harris et al., 2020). 

Thus, whilst quantitative research is necessary to explore robust relationships 

between variables, the addition of qualitative data allows for further elaboration on the 

context and meaning of quantitative findings. This additional meaning can 

considerably enhance the utility or usefulness of findings, particularly those with an 

applied focus (Schoonenboom & Johnson, 2017).  

By employing both qualitative and quantitative methods, mixed methods approaches 

can facilitate rich and valuable insights by answering research questions more 

comprehensively (Tariq & Woodman, 2013). Employing quantitative and qualitative 

methods can be done concurrently or sequentially (Antwi & Hamza, 2015); in this 

study, mixed methods were applied concurrently to address the research question. 

The core assumptions of mixed methods research allows the researcher to gain a 

unified understanding of the research problem (Cresswell & Plano Cark, 2011), 

whereby it is acknowledged that in some circumstances, sole use of quantitative or 

qualitative methods may result in an incomplete understanding of certain questions 

(Palinkas et al., 2015). 

2.1.2. Rationale for methodology 

Quantitative research aims to identify objective and robust relationships between 

variables, whereby predictions, and interactions between variables can be established 

and compared across groups. However, the reasons why, and meaning attached to 

experiences are often missed in quantitative work (Brown et al., 2015), and qualitative 

research can provide an insight into personal experience, context, and nuance 

(Busetto et al., 2020). Further, epistemological understandings of mixed-methods 

research are evolving, with the ‘objectivity versus subjectivity’ debate now considered 

less relevant (Kaur, 2016). In health research for example, ‘suffering’ is both a 

subjective feeling as it be experienced differently for each individual, but it is 

‘objectively real’ for the person experiencing it. Both the sleep-suicide relationship (W. 
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V. McCall & Black, 2013) and psychosis (Noiriel et al., 2020) are considered 

theoretically complex and inherently individual thus, warrant an approach that can 

capture the associated intricacies of each concept.  

There is a considerable lack of objective sleep measures employed in FEP populations 

(Davies et al., 2017), that would offer identification and exploration of specific or 

nuanced aspects of sleep and how they relate to suicidal ideation. Further, aspects of 

suicidality have sparingly been explored in FEP populations in relation to sleep and 

are often encompassed as ‘suicidal risk’, which although helpful, does little to 

disentangle the complex processes in the relationship. Thus, both sleep and suicidal 

measures in this population group are often too broad, or are single item, categorical 

variables that limit the exploration of more specific parameters. There is a need to 

incorporate actigraphy into sleep-suicide (Romier et al., 2023) and sleep research in 

FEP more broadly (E. Rogers et al., 2023). Particularly as previous research in ARMS 

groups has shown actigraphy to be useful in identifying sleep difficulties that 

individuals may not observe subjectively and identify specific sleep parameters linked 

to symptomology and other functional outcomes (Lunsford-Avery et al., 2015). 

However, despite sleep-suicide research in individuals with mental health difficulties 

growing substantially (Romier et al., 2023), there is a distinct lack of qualitative 

research in the field of sleep-suicide (D. L. Littlewood et al., 2016a) and sleep and 

psychosis (Faulkner & Bee, 2017). Qualitative research can offer a strategy to capture 

the complexities attached to the experience of sleep disturbances, and the perceptions 

of individuals as to how, and why, suicidal ideation may become intertwined in this 

process. Thus, the cross-sectional mixed methods design used in the present study 

was considered most appropriate to allow identification of how sleep is disturbed, but 

how this disturbance is perceived, and facilitate insight into the psychological 

processes involved in the sleep-suicide relationship in FEP.  

2.2 Epistemological Stance 

Traditionally, much of the mixed-methods research has embedded pragmatism as an 

epistemological stance, which is less concerned with epistemological coherence, 

and more concerned with what is ‘useful’  (Kaushik & Walsh, 2019). More recently, 

Critical Realist perspectives have started to be integrated into mixed methods work 

to provide the integration of qualitative and quantitative ontologies within a 
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theoretically coherent paradigm (Mukumbang, 2023); theoretical coherence is also 

considered an integral component of a ‘good’ reflexive thematic analysis  (Braun & 

Clarke, 2023) (see section 2.9.2).   

Critical Realism is situated within a post-positivist epistemological paradigm 

(Bhaskar, 1989), and offers an ‘integration’ of both positivist and constructivist 

positions. Critical Realism assumes that whilst there is an observable and objective 

‘reality’ that exists independent from social context, it is acknowledged that personal 

perspectives on reality are complex, and are shaped by individual, social and cultural 

frames (Sinead Ryan, 2019). Thus, whilst positivist data can objectively consider the 

world and social phenomenon existing regardless of human interpretation, it cannot 

address the ‘why’s’ and alternative and complex explanatory processes (Sinead 

Ryan, 2019) and it is not necessarily a universal portrayal of reality (Harper, 2011). 

Critical Realist perspectives acknowledge that reality is heavily influenced by the 

context in which it is placed (Sturgiss & Clark, 2020), in that each individual holds an 

account of reality, but an independent reality exists alongside this. This 

understanding aligns with the complexity of psychosis, in that there is an 

independent and objective reality to all psychological phenomena, but there is not 

always a ‘direct route of access’ to observe such phenomena (Marriott et al., 2019). 

Thus, it is accepted that partial explanation of reality is derived from the ‘meaning 

making’ of the individual. Diagnoses such as ‘schizophrenia’ are congruent with 

positivist views of mental health. Whilst Critical Realist positions would not consider 

‘schizophrenia’ to objectively exist, it would recognise that the deviations from social 

norms that may worry others (e.g. unusual beliefs or behaviours) have a real impact 

on the individual and their significant others (Pilgrim, 2014). For example, in this 

research, experiences associated with psychosis (such as voice hearing, or bizarre 

beliefs) are considered to deviate from the shared reality, thus, the individual’s 

involvement in NHS mental health services. However, whilst psychosis can be 

observed in a structural context of NHS EIP services, Critical Realist perspectives 

acknowledge that the individual reality of psychosis experiences are constructed in 

both intra and interpersonal processes that exist outside of this structured realty.  

Further, recent evidence has highlighted the complexity of the sleep-suicide 

relationship (L. M. Harris et al., 2020) and noted that despite associations with some 
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objectively measured sleep parameters, no individual sleep disturbance has been 

identified as a strong predictor of suicidal ideation, leading researchers to 

acknowledge the complex interactions between biological, psychological, social 

factors and the individual (Franklin et al., 2017). Adopting a Critical Realist 

epistemology enabled consideration of how an individual’s experiences of psychosis 

and suicidal thoughts will be influenced by their own personal experiences, alongside 

broader phenomena relating to these concepts (e.g., sleep). Thus, the integration of 

observable and experiential realities in Critical Realism offers an appropriate 

epistemological position for this research. 

2.3. Researcher Position 

(Bhaskar, 1989) suggests that our empirical work is mediated by the limits of our own 

knowledge, assumptions, experiences, and norms within the social setting of which 

the research is conducted. Thus, it is appropriate to consider my own position in the 

research, and my experiences and beliefs regarding the study phenomenon.  

My interest in complex mental health and lifestyle factors developed during my 

undergraduate degree but was shaped and influenced by my perceptions of mental 

health as a younger person. In my A level psychology classes, we learnt about 

‘Schizophrenia’ as a biological condition of the mind, an increase in dopamine, and a 

mostly classic case of ‘bad luck’ if you developed this condition. However, when 

detailing my learnings to my Grandparents, I was introduced to stories of their old 

friend who had ‘schizophrenia’ and had died by suicide several decades previously. 

My nan particularly talked of him as a ‘troubled man’ in a difficult time - sometimes 

frightening, but mostly quiet and caring with some odd beliefs and behaviours that 

made him vulnerable. I remember feeling conflicted, in that the information I had 

learned at college of ‘madness’ was hugely at odds with the tale of sadness, 

vulnerability, and human fragility in which my Nan had disclosed. In my current 

position, I am able to reflect on the thought that social structures (of education, and 

broader societal narratives) can dictate and shape what and how we think, and that 

the interaction between what we ‘know’ and what we experience may often be at odds. 

This reflection likely contributed to my leaning towards a Critical Realist ontology.  

Towards the end of my Psychology BSc, I undertook my final year dissertation with a 

professor of sleep research. From here, I was introduced to the complexity of sleep as 
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a fundamental experience, individual differences, and the consequential impact of 

when it all goes wrong. I became fascinated with the interaction of mental health and 

lifestyle factors such as sleep and physical activity and pursued a PhD that sought to 

explore lifestyle and severe mental health difficulties in a secure hospital, which 

included spending a significant amount of time on the wards for data collection. 

Many of the individuals on the wards were experiencing psychosis, and I was struck 

by the stark differences between each individual’s experience. My role as a PhD 

student in this environment was fundamental to my learning, in that the absence of a 

defined clinical role allowed me to develop relationships with patients that were not 

characterised by treatment or restriction. I heard stories of loss, rejection, harm, and 

isolation, which exposed me to the reality of the ‘thin line’ between the shared and 

individual reality, given appropriate circumstances.  

Throughout clinical training, I have maintained a strong interest in severe mental 

health difficulties, including psychosis, and the complexities that often accompany 

such difficulties, such as self-harm and suicidality. I believe these experiences have 

significantly contributed to my world view that people are inherently complex and are 

a product of the interaction of their personal, societal, familial, and cultural 

experiences. I hold the view that whilst psychosis is ‘observable’ and objective, in that 

it can be recognised that someone’s beliefs are differing from the shared reality, or 

they are experiencing auditory or visual phenomena that are not recognised by others, 

all experiences ‘make sense’ at the individual and relational level. Thus, I hold a strong 

interest in the psychological, and ultimately human processes involved with psychosis, 

lifestyle factors such as sleep, and suicidality. 

In summary, I recognise that I have a range of experiences that have driven my interest 

in the area of study, which will influence my beliefs, position, and consequent approach 

towards the undertaking of this research. For example, I believe that although I am 

interested in ‘causal’ relationships involved in the sleep-psychosis-suicide area, I have 

felt it imperative to not neglect the individual experiences within such processes to add 

both depth and meaning to such an emotional area, which perhaps influenced my 

leaning towards a mixed methods project. I have been able to discuss these reflections 

in supervision and consider them further in Section 5.  

2.4. Ethical Considerations 
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Ethical approval was granted by NHS Health Research Authority Research (IRAS 

application 23/WM/0103) on 1st June 2023 (Appendix A). One small amendment was 

made to the application during this project in January 2024, to gain an extension to 

the data collection period due the writer taking a period of extended leave. The 

extension was granted without ethical review. The Code of Human Research Ethics 

(The British Psychological Society, 2021) was adhered to throughout this study. In 

addition to NHS REC approval, approval was sought from Nottinghamshire Healthcare 

NHS Trust Research and Development Department for collection of research data 

within the Trust.  

2.4.1. Confidentiality  

Prior to gaining informed consent and partaking in the research study, all participants 

were provided with an overview of confidentiality. This was detailed in the participant 

information sheet (Appendix B) and consent forms (Appendix C) but was also 

discussed verbally with the participant to ensure understanding. Given the sensitive 

and emotive nature of the topic area, the doctoral researcher sought to treat all 

participants with understanding, care, and respect. All participants were provided 

with a unique ID number to ensure that their data could be identified and deleted 

should they wish to withdraw from the study. Participants were informed that they 

would be assigned a number so that their data was kept confidential.  

When transcribing interviews, participant quotes were anonymised (and provided 

with the same ID number as their quantitative data) and the researcher removed any 

identifiable information (such as names, service identities, and geographical 

location). Participants were informed that all identifiable features were changed, and 

the audio recording of the interview was deleted following transcription.  

2.4.2. Data Protection and Storage 

A data management plan at the University of Nottingham (UoN) was completed before 

submitting the study for ethical approval. The research complied with UoN Research 

Code of Conduct and Research Ethics, and the Data Protection Act (2018), and the 

General Data Protection Regulations (GDPR). Electronic data (Actiwatch data, 

questionnaire responses, and transcripts) were stored in a password protected file on 

the researchers OneDrive. OneDrive is a secure, cloud storage technology and is the 

preferred location for storing sensitive data. Only the lead researcher has access to 
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the OneDrive. Following the completion of the research component of the DClinPsy, 

anonymised research data will be deposited in the UoN research archive and will be 

stored electronically by the researcher’s primary supervisor. All paper copies of 

participant documentation (informed consent, and psychometric questionnaires) will 

be stored in a locked cabinet at UoN. All remaining data, in accordance with UoN and 

GDPR guidance, will be retained for a seven-year period and then destroyed. The 

table below shows the arrangements made to ensure privacy and confidentiality.  
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Type of 
information 

Length of storage 
after study 
completion 

Storage location Additional 
information 

 
Consent forms 

 
7 years 

 
Locked filling 
cabinet in a secure 
office at UoN 

 
Contact details for 
the participant 
were kept for 3 
months after data 
collection to ask 
the participant if 
they wished to 
receive a summary 
of their sleep data.  

 
Psychometrics 

 
7 years 

 
Locked filing 
cabinet in secure 
office at UoN 

 

 
Actiwatch data 

 
7 years 

 
Password 
protected file on 
UoN Onedrive 

 

 
Data analysis 
database and 
outputs 

 
7 years 

 
Password 
protected file on 
UoN Onedrive 

 

    
 
Interview 
transcripts 

 
7 years 

 
Password 
protected file on 
UoN Onedrive 

 
Interviews will be 
audio recorded so 
they can be 
transcribed – the 
recording will be 
deleted following 
transcription.  

 
 
 

   

2.4.3. Participant Information and Informed Consent 

When considering appropriate participants, care co-ordinators were asked to inform 

appropriate clients of the study and were given an information sheet to provide to the 

participant (Appendix B). After the care co-ordinator gained verbal consent for the 

researcher to contact them, the researcher called the participant to discuss the 

researcher and answer any questions the participant may have. Contact details of the 

researcher was provided should they have any further questions. Individuals were 
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reminded on the phone that their participant was entirely voluntary, and they could 

withdraw at any time.  

Before starting the study, the researcher, and the participant both signed and dated 

the Consent Form. The participants care co-ordinator was made aware of the 

participants engagement with the study and appropriate notes were completed by the 

care co-ordinator if required by the team. Participants must have had the capacity to 

consent as defined by the Mental Health Capacity Act (Department of Health, 2005), 

and identification and recruitment of participants was conducted collaboratively with 

the EIP Team Leader and CCO’s who remained in contact with participants during the 

study. Consent was considered fluid throughout the study given there were multiple 

parts, so verbal consent was obtained before each part of the study (e.g., following 

questionnaire completion, but before the interview). Verbal consent was also gained 

throughout interview regarding certain questions if the topic area was of an emotive or 

sensitive nature. Participants were told that they could withdraw from the study at any 

point in data collection without explanation. They were reminded that their care with 

EIP will not be impacted by participating or withdrawing from the study. 

2.4.4. Participant Withdrawal 

The right to withdraw was explained verbally to the participant in the initial phone call, 

and on the day of study participation. Details of this were also provided in the 

information sheet and consent form. Prior to the interview, participants were reminded 

that their participation was voluntary, and they were reminded to only share information 

that they are comfortable with sharing and can ask to move along from a question or 

stop at any point. Following the return of the Actigraph, participants were reminded 

that they would need to inform the researcher if they wished to withdraw within the 

subsequent 24 hours (this was also stated in the participant information sheet). No 

participants withdrew from the study.  

2.4.5. Adverse Effects 

The occurrence of an adverse event as a result of participation within this study was 

not expected and no adverse event data was collected. However, FEP can be a 

challenging and distressing period for individuals, and discussions around psychotic 

symptoms and suicidal ideation may cause distress. However, distress is expected in 

the treatment of psychological difficulties and was be managed in the same way as 
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distress in clinical care. The participants care co-ordinator was informed of the data 

collection period and contacted the participant on behalf of the researcher before 

gaining informed consent. The researcher maintained contact with the Team Leader 

in EIP and relevant care co-ordinators throughout the project to respond to any 

potential distress, however, no contact in this respect was made.  

 

The information sheet explained to participants that it may be possible, and normal, 

for them to experience distress when discussing psychotic symptoms or suicidal 

ideation. Research has shown that acknowledging and talking about suicide may 

reduce, rather than increase suicidal ideation (Dazzi et al., 2014). However, the 

researcher explained that if they experienced distress at any point that feels 

unmanageable, the research can be stopped. The researcher was observant for 

signs of distress throughout the interview, and no significant signs of distress were 

noted. Several participants became tearful when discussing their experiences of their 

first episode. For some, this was related to difficult experiences and the researcher 

paused to conduct a wellbeing check where the participant was asked if they were 

okay to continue, or if a break was needed.  

Further, it was agreed if the participant reported any distress during the interview, the 

interview will be halted, and the participant was be encouraged to contact their care 

co-ordinator who will be aware of their participation in the study. The participant was 

reminded of the crisis number for EIP described in the participant information sheet. 

Should the researcher have had any concerns about the participants imminent 

safety, they were able to inform the participants care co-ordinator at EIP, so the 

appropriate procedures were followed in the service. For the researcher, supervision 

was provided throughout the study and the researcher was aware that they could 

contact their primary supervisor if any personal stress arose during the interview. 

Further, the researcher maintained regular contact with their personal tutor 

throughout this period. Whilst the researcher noted that some topics were emotive, 

this did not lead to distress.  

Some participants chose to be seen at home, which involved lone working on the 

part of the researcher. The lone working policy of the University of Nottingham was 

followed, and (in line with this) only people who did not pose a risk to the researcher 

were seen at home.  
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2.4.6. Debriefing  

Following completion of the interview and at the end of the study, the researcher 

checked-in with participants (e.g., asking how they found taking part in the interview, 

and how they are currently feeling) to ensure participants left the research 

appropriately supported. Participants CCO’s were aware of their participation and 

could be contacted by the participant at any time during the study. If the researcher 

felt that the individual was a risk to themselves or others, they would contact the 

participants CCO in line with service policy. After collection of the Actiwatch, 

participants were verbally asked if they had any problems wearing the watch. No 

participants reported any difficulties with the watch, and several asked to receive a 

printout of their sleep data when analysed. Contact details of the researcher and the 

primary supervisor were made available on the participant information sheet 

alongside information on how to make a complaint if they wished to; no complaints 

were raised during the study or following completion.  

2.4.7. Participant Reimbursement 

Reward or reimbursement for taking part in research is considered both an ethical and 

practical challenge (Zutlevics, 2016). Lack of reward has been identified as a factor 

contributing to reduced participation rates, whereas a recent meta-analysis indicated 

even small monetary incentives increase recruitment and retention rates in research 

studies (Abdelazeem et al., 2022). Participants were provided with a £10 amazon 

voucher for their participation in the study. Travel costs were not necessary as 

participants were able to meet in their own home, or in their place of usual care. After 

consultation with the research team, it was decided that this amount was appropriate 

to act as a token of appreciation for their time during the study without being too large 

an among to be considered coercive. All vouchers were provided electronically and 

were sent to participants following the completion of the study.  

2.5. Participants 

2.5.1. Sample size 

For mixed methods research, the sample size required is considered the minimum to 

satisfy both quantitative and qualitative research requirements, however flexibility is 

suggested in such requirements, dependant on the study aims (Onwuegbuzie & 

Collins, 2007). Sample sizes for quantitative research are often decided by a power 
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calculation to ensure there are enough participants to detect a significant variation 

from the null hypothesis should such a deviation exist. Due to the exploratory nature 

of the study, a power calculation was not appropriate. However, it is acknowledged 

that to conduct inferential statistical analysis, the study needs to be adequately 

powered, thus, a power calculation is included for description. An A priori statistical 

power analysis was performed to determine a sample size estimation for a cross-

sectional design. With an alpha = .05 and power = 0.90, the projected sample size 

needed to detect a large effect (f=0.4; ηp
2=0.14) is approximately N=15 (GPower 3.1). 

In qualitative research, there are no set guidelines for determining sample size, with 

the focus requiring balance between needing to gain a rich, in-depth understanding of 

the study phenomena, and having a manageable amount of data (Braun & Clarke, 

2019). Considering the analytical approach taken in this study (Reflexive Thematic 

Analysis) (Braun & Clarke, 2019), the sample size should be large enough to 

conceptualise significant patterns of shared meaning yet capturing diversity and 

nuance of experience (Braun & Clarke, 2022). There is rich discussion surrounding 

‘sample size’ in qualitative research generally, and positivist logic cannot be applied 

(Braun & Clarke, 2016). They continue to discuss the importance of acknowledging 

the active construction of themes, rather than them ‘waiting’ for discovery (Braun & 

Clarke, 2016, 2023); thus, the logic for a large sample size to ensure a truth is not 

‘missed’ is inappropriate, and the risk of gaining a large sample size on this logic may 

come at the cost of not doing justice to the complexity and nuance of the data.  

A recent systematic review noted that justification of sample size in qualitative 

research is not contingent on the number of interviews, but on data sufficiency and 

pragmatism (Vasileiou et al., 2018). Limited participant interest and attrition are a 

noted challenge of recruitment in long-term psychosis (Homman et al., 2021) and First 

Episode groups (Farris et al., 2020). Further, research acknowledges that recruiting 

from psychosis services can be challenging due to the complexity of patients, high 

staff workloads, and reluctancy due to previous negative experience (Berry & Bucci, 

2016).  

Thus, whilst aiming to recruit a participant number close to the required power 

calculation, it was noted that data adequacy gained through qualitative interviews, and 

realistic expectations of an available participant number were important considerations 
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in this process. Given the scarcity of both qualitative and Actigraphy research in FEP, 

it was important that the sample size was adequate to explore the research question, 

but was also inclusive of recruitment difficulties, service pressures, and the time 

constraints of a DClinPsy project. Recommendations in qualitative research have 

evolved to consider ‘data adequacy’ (Braun & Clarke, 2022), which describes the point 

at which the collected data provides enough “meaning-richness” across participant 

accounts. So, when considering the power calculations, the challenges associated 

with recruitment of those with psychosis, and recommendations proposed by (Braun 

& Clarke, 2019) it was anticipated that the final sample size of the study would be 

inclusive of 10 participants.  

2.5.2. Eligibility criteria 

Inclusion and exclusion criteria are outlined briefly in the journal paper. This section 

will provide an overview and justification for each criterion.  

1. The participant is aged between 18 and 65 years and experiencing First 

Episode Psychosis 

Individuals had to be aged over 18 years to be able to give individual informed consent, 

thus, young people who may have required consent of a parent or other responsible 

adult were outside the scope of this study. Individuals having unusual experiences, or 

those considered ‘At Risk’ of psychosis due to experiencing intermittent or 

‘subthreshold’ psychotic symptoms likely fall into a different participant group, termed 

ARMS or UHR (see section 1.3), thus were not included. It also noted that those aged 

under 18 years can experience different sleep parameters (L. Clarke et al., 2021) 

which may impact objective analysis, or provide differing subjective accounts to the 

population of interest. Thus, anyone aged <18 years were not included.  

The study recruited from Early Intervention Psychosis services in Nottinghamshire, 

who are only commissioned to work with individuals aged between 18 and 65 years. 

It is acknowledged that not everyone experiencing First Episode Psychosis receives 

care under early intervention teams. For example, there are noted ethnic inequalities 

in FEP care (Oluwoye et al., 2018), and not all individuals experiencing acute or 

prolonged psychotic experiences engage with services (Dixon et al., 2016). However, 

in an attempt to ensure a homogenous group of individuals (in reference to service 
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engagement and care), recruitment was undertaken only through Early Intervention 

services.    

2. Currently engage with EIP services and remain under the care of a designated 

Care Co-ordinator 

At the time of recruitment, individuals must be engaging in sufficient contact with Early 

Intervention services to ensure the team had enough information about the individual 

to refer them to the study. Participants involved in care relationships that were 

reflective of Assertive Outreach procedures were not involved due to such criteria. It 

was imperative that the individual remained under the care of a designated Care Co-

ordinator (CCO) throughout the study. Previous research indicates that recruiting 

eligible patients into research often involves engagement of the CCO (Mason et al., 

2004), due to them holding sufficient knowledge of the patient and having a working 

relationship that enables them to ask for their participation. It was also necessary that 

a CCO was involved given the sensitive nature of the study. If any difficulties for the 

participant arose in data collection, the researcher could contact the CCO, and the 

patient’s distress could be acknowledged safely under the procedures of usual care.  

3. Have sufficient command of English language to undertake interview 

It was essential that participants were able to provide informed consent and 

communicate with the researcher who was only fluent in English. This is explored 

within the limitations of the study (see Section 4.8).  

 

4. Have capacity and capability to give informed consent, as assessed by the Care 

Co-ordinator and researcher 

Informed consent should be an ongoing process throughout the study, and not a 

solitary discrete event (O’ Sullivan et al., 2021), to ensure that vulnerable individuals 

(such as those with psychosis) are provided with choice and autonomy throughout the 

process. There are a number of features associated with psychosis which may prevent 

the individual from having capacity and capability to give informed consent, and these 

were considered in the process of research design, recruitment, and data collection. 

Psychosis is characterised by unusual experiences and beliefs that may fluctuate over 

time, and due to this, capacity may also fluctuate. These experiences did not prevent 
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individuals experiencing more active experiences from taking part in the study, 

however, discussion with the participants CCO and psychiatrist was undertaken 

alongside gaining consent from the participant. Further, given paranoia and suspicion 

are a well-known characteristic of psychosis presentations, adaptations to gaining 

consent were made to ensure the individual understood the information sharing aspect 

of consent (e.g., providing verbal and written communication, alongside checking 

consent throughout data collection). Another consideration was that of ‘negative 

symptoms’ associated with psychosis, such as flat affect and disorganised speech, 

can be associated with decisional capacity in some instances (Weissinger & Ulrich, 

2019). However, it is noted that many individuals with psychosis may be compromised 

in one aspect of decisional functioning (e.g., engaging in dangerous activity or taking 

illegal substances), but are capable of making informed decisions in other capacities 

(Carpenter et al. 2000). In this context, the ability to make informed decisions in the 

context of the research (as deemed by the CCO and researcher) was considered 

appropriate.  

Individuals experiencing acute episodes in which their lucidity and ability to engage in 

the shared reality was compromised (e.g., those in acute admissions or a ward-based 

environment) were not included in this study for the reasons discussed above. In line 

with recommendations (Gupta & Kharawala, 2012), capacity was discussed in the ethics 

proposal.  

Exclusion criteria 

1. History of traumatic brain injury or neurological disorder 

Meta-analyses have indicated that objective and subjective sleep disturbances are 

evident in those that have experienced a traumatic brain injury (Grima et al., 2016). 

Further, differences in usual sleep such as daytime sleepiness (Sabouri et al., 2023) 

and increasing trajectories of sleep disorders such as insomnia have been observed 

following brain injury (Wickwire et al., 2022). Due to the present study seeking to 

explore relationships between psychosis and sleep disturbances, individuals with 

history of brain injury or other neurological disorders were excluded due to the 

potential for confounding variables. From discussion with the service lead, very few 

individuals were unable to participate in the study based on this criterion. 
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2. Actively substance dependant in the recruitment and/or data collection phase 

Firstly, it was considered that individuals actively using substances may have been 

unable to make rational decisions (such as giving informed consent) or participate in 

the interview part of the study appropriately. Secondly, it is well documented that the 

use of alcohol and drugs are associated with significantly altered sleep parameters 

(Angarita et al., 2016), that may have influenced the findings of the study. For example, 

alcohol is known to reduce sleep latency and enhance the quality of non-REM sleep, 

however, commonly disrupts REM sleep in the second half of the night(Ebrahim et al., 

2013).  

Further, substance use is common amongst individuals experience FEP (Weibell et 

al., 2017). Common recreational drugs such as cannabis and cocaine are associated 

with altered sleep parameters. For example, frequent cannabis use is associated with 

reduced sleep quality, more nighttime awakenings, and shorter sleep duration (Winiger 

et al., 2021), whilst frequent cocaine use can increase sleep latency, and reduce sleep 

duration and slow wave sleep (Angarita et al., 2016). Due to the above considerations, 

it was decided that those who were frequently using substances were unable to 

participate.  

3. Display significant harm to themselves or others, as judged by the participants 

Responsible Clinician  

It was judged that those engaging in frequent and significant harm to themselves (e.g., 

suicide attempts, or self-harm with suicidal intent) were not eligible for inclusion. 

Despite research indicating that talking about suicide can facilitate disclosure and 

access to help (Calear et al., 2014) given the high percentage of those who have 

experienced trauma in psychosis services (Varese, Smeets, et al., 2012), it was 

considered unsafe to the participant to engage in conversation about possible 

traumatic events, if they were currently engaging in behaviour to severely harm 

themselves or attempt to end their life.  

Although many of the narratives surrounding psychosis and interpersonal violence are 

both stigmatising and untrue (Ahonen et al., 2019), it was important to consider the 

risk to the researcher during the study. Although most people experiencing psychosis 

will never commit a violent offence, it is noted that a significant proportion of violent 

incidents amongst those with psychosis happen during the first episode, particularly 
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at first contact with services (Youn et al., 2024). The factors implicated with this are 

complex and individual, but the most common reasons for violence in FEP include 

hearing voices telling them to harm others, and persecutory beliefs where the 

individual falsely believes someone intends to harm them so act in response to this 

(Keers et al., 2014; McNiel et al., 2000). Consequently, any individuals currently 

displaying risk to others (e.g., through acts of violence in or outside care), or individuals 

with historic risk to women or those who are not recommended to be seen alone (as 

dictated by their care plan) were not identified as eligible for the study.  

2.5.3. Medication Considerations 

It is important to note that the research team debated the exclusion of those using 

sleep medication. However, given the number of participants that use sleep medication 

in psychosis services (Waters et al., 2015), it was unlikely that a sufficient number of 

participants would be recruited if these criteria were applied. Discussion with the 

service psychiatrist also informed this decision, in which it was noted that a very high 

number of patients were described sleep medication and recruitment may be difficult 

if this was provided as an exclusion criterion.  

2.5.4. Recruitment 

Participants were recruited from Nottinghamshire Early Intervention Psychosis 

services. Prior to recruitment, I attended several multidisciplinary team (MDT) 

meetings in the service to introduce myself and my research. Information about the 

study continued to be disseminated in each monthly team meeting to ensure study 

visibility. Presence at MDTs, staff reminders, and engagement with participant CCO’s 

have been noted as facilitators to effective recruitment in psychosis services (Bucci et 

al., 2015). I also attended several medication clinics with the supporting psychiatrist to 

facilitate recruitment. Thus, following discussion with the MDT, staff members were 

asked to approach any of their patients who may be eligible for the study and provide 

them with an information sheet. If they consented to be contacted by the researcher, I 

called them to discuss the project over the phone and gain verbal consent to meet to 

take part in data collection (subsequent written consent was gained prior to 

participation). I remained in contact with the service team managers to update them 

on the recruitment process.  
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Purposive sampling was used in this study to recruit participants with the appropriate 

experiences to meet study aims (Palinkas et al., 2015). When using this type of 

sampling, the researcher selects participants who are most likely to offer relevant 

information. Purposive sampling is commonly used in qualitative and mixed methods 

research to ensure appropriate recruitment and provides a time-effective use of 

resources (Palinkas et al., 2015) which was appropriate given the small population of 

interest and time demands of the project.  

2.6. Data collection 

2.6.1. Demographic Data  

Participant demographics were collected from the participant in the initial meeting, and 

from the participants CCO following consent. Individuals were asked to provide their 

gender, age, and ethnicity. With consent from the participant, the researcher asked the 

CCO for the participants time in the EIP service in months, and the participants primary 

diagnosis.  

2.6.2. Measures 

When designing the study, it was intended that the most relevant and appropriate 

measures were used to aim to answer the questions this study aimed to address. 

However, the pragmatic utility of measures was also discussed in such decisions, 

given considerations of the participant group. For example, research has consistently 

indicated that attrition rates for research in those experiencing FEP are high (Homman 

et al., 2021), and mild cognitive difficulties with attention and working memory are 

common (Tschentscher et al., 2023). Thus, when considering measures for the study, 

pragmatic considerations were made to incorporate measures of a shorter length of 

fewer number to limit participant burden as much as possible. An overview of each 

measure, justification, and considerations for each measure are provided below. 

Please note that appendices of measures are not included for copyright reasons.  

The Insomnia Severity Index (ISI) (Morin, 1993) 

The ISI assesses perceived severity of insomnia symptoms, sleep satisfaction, 

recognition of impairment and daytime functioning, and concern regarding insomnia 

symptoms over the previous two-week period. Items are scored on a Likert Scale; 

whereby greater scores are indicative of more severe symptoms. Total scores range 

from 0-7 indicating ‘no clinically significant insomnia’, 8-14 indicating ‘subthreshold 
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insomnia’, 15-21 indicating ‘moderate clinical insomnia’, and 22-28 indicating ‘severe 

clinical insomnia’. The ISI can be scored to reflect night and day-time symptoms 

(Clemente et al., 2021), however, in this thesis was used to suggest the presence of 

insomnia and the severity of symptoms in line with the research question.  

The ISI discriminates between clinical and non-clinical insomnia with high sensitivity 

and good accuracy in those with mental health difficulties (Seow et al., 2018), and has 

shown high internal consistency (Morin et al., 2011) and test-retest reliability 

(Clemente et al., 2021). The ISI is one of the most widely used measures in sleep 

research and has been used in populations of those with SSD’s (B. J. Miller et al., 

2019) and FEP (Subramaniam et al., 2018). In a recent systematic review, the ISI was 

one of the most commonly used measures in sleep-suicide related research in SSDs 

(E. Rogers et al., 2023) and was used as both a continuous (i.e., indicating symptom 

severity) or categorical (binary yes/no indicator of insomnia presence) in studies.  

Beck Suicidal Ideation Scale (BSS) (Beck et al., 1979) 

The BSS (Beck et al., 1979) was chosen in this study because it is one of the most 

widely used standardised measures of assessing suicidal ideation (Batterham et al., 

2015). The BSS is considered a sensitive measure of both ideation and attempt 

(Haney, 2012) and comprehensively assesses both active and passive suicidal desire 

(Beck & Steer, 1991). Correlations between the self-reported BSS score and clinician 

rated suicidal ideations are 0.90 and 0.94, so is considered an efficient self-report tool 

for screening for suicidal ideation in those known to be of high suicide risk (Beck et al., 

1997). The BSS has high internal consistency (Cronbachs α=.84) and high inter-rater 

reliability (0.83-0.98) in FEP populations (Prakash et al., 2021) and shows good 

validity  (Büsselmann et al., 2020) with the ability to accurately detect low and very 

high levels of suicidal ideation (W. V. McCall et al., 2021). The BSS has been used in 

populations of those with SSD’s (Fialko et al., 2006; Pinninti et al., 2002) at risk of 

psychosis (Gill et al., 2015), and is well validated in populations of individuals with 

mental health difficulties (de Beurs et al., 2015); thus, the BSS was the most well-

validated measure in similar groups to the population of interest  

Notwithstanding the rationale for the measure, there are some limitations to consider. 

The BSS is a relatively lengthy measure with 19 scored items that can take over 10 

minutes to complete (Beck & Steer, 1991). A noted limitation of suicide research is 
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often that suicidal ideation or suicidality generally is included as a binary yes/no 

measure indicating the ‘presence or absence’ of suicidal thoughts. Given the more 

recent acknowledgement of momentary shifts in suicidal ideation or intention (Kivelä 

et al., 2022), a more comprehensive measure was sought for this study, in an attempt 

to acknowledge and capture some of the complexity in suicidal thoughts.  

However, alongside the length of the measure, the phrasing of questions in the BSS 

have been considered outdated and stigmatising (Podlogar et al., 2023). For example, 

‘my reasons for wanting to commit suicide are’ (item 11) could be considered 

stigmatising, given recent discussion surrounding language preferences of those who 

have tried to end their life, or those bereaved by suicide (Padmanathan et al., 2019). 

Research has indicated that items 1, 2, 4, 6, and 15 are the most informative (De 

Beurs et al., 2014) and a 5-item BSS has been proposed as a new measure; the 

proposed BSS-5 may offer a nuanced yet pragmatic measure of suicidal ideation. 

Other measures were considered in the study design, which are briefly outlined below.  

In practice, clinical items such as the Patient Health Questionnaire (PHQ9) are often 

used as they are faster to administer but have been shown to be less accurate 

comparatively for predicting suicide risk (Louzon et al., 2016). In research, (Batterham 

et al., 2015) noted there are other psychometrically adequate measures of suicide risk 

that are shorter in length, such as the Suicidal Behaviours Questionnaire-Revised 

(SBQR) (Osman et al., 2001) or The Suicidal Ideation Attributes Scale (SIDAS) (van 

Spijker et al., 2014). However, it has been noted that both the SBQR and SIDAS 

require further exploration of their predictive validity and test-retest validity. In 

(Batterham et al., 2015) review, the SIDAS showed the greatest potential for research, 

however, had not been validated in groups of those with mental health difficulties, or 

psychosis, at the time of ethics application. The SIDAS has since been validated in a 

group of individuals with non-affective psychosis (K. Harris et al., 2021) though that 

still may not be appropriate for the diverse range of participants in this study. More 

recent research into suicide in FEP (Pelizza et al., 2020) used item 4 of the Brief 

Psychiatric Rating Scale (BPRS) (T. J. Miller et al., 2003) to assess suicidal ideation. 

The item is comprised of a 7-point component assessing overall suicidality, yet a cutoff 

score of >3 has been used to dichotomise the presence or absence of suicidal ideation 

(P. J. Taylor et al., 2015) which was pragmatic for its use in the study. However, it is 

acknowledged in the limitations of the paper that the BPRS is not intended to be used 
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as a standalone measure, and only offers limited ‘coverage’ of suicidality. Considering 

the limitations of the previously described measures, the BSS was the most 

appropriate measure of suicidal ideation in this study. However, it is acknowledged 

that there are still limitations of this measure, and there is a need for brief and 

psychologically robust measures of suicidal ideation developed and validated in 

populations of those with mental health difficulties.  

Prodromal Questionnaire Brief (PQB) (Loewy et al., 2011) 

The Prodromal Questionnaire Brief (PQB) is shorter iteration of the Prodromal 

Questionnaire that was developed to assess individuals in the ARMS or UHR period 

(Ising et al., 2012). The PQB was developed to improve the efficiency and accuracy of 

the measure and only included items related to the number, frequency, and distress 

associated with positive symptom items, such as unusual perceptual experiences 

(pertaining to visual, auditory, olfactory, or sensory experiences), paranoid ideation, 

and magical thinking. The PQB has sensitivity, specificity, and convergent validity 

associated with other psychosis screening measures and clinical interviews (Fonseca-

Pedrero et al., 2016) and has good internal consistency and temporal stability (Kline & 

Schiffman, 2014). 

The PQB was used pragmatically in this study and offered a brief measure to indicate 

the presence or absence of symptoms, and is sensitive to recognise a range of 

symptoms, including perceptual abnormalities, unusual thought content, and paranoia. 

However, although the PQB has been employed in a number of studies of those with 

early psychosis, such as FEP (Kline & Schiffman, 2014; Savill et al., 2018) the 

Prodromal Questionnaire, from which the PQB was derived, was developed to improve 

the efficiency of identification of individuals at risk of psychosis (e.g. ARMS, or UHR).  

FEP is classified as an episode whereby the symptoms qualify at both duration and 

severity as a psychotic episode, whereby there had not been a previous episode of 

similar severity (Malla et al., 2005). Thus, measures primarily used in ARMS groups, 

whereby symptoms are considered sub-threshold to a psychosis diagnosis, may not 

as accurately capture symptoms in FEP. The prodromal questionnaire was pragmatic 

for this study as it was short, easy to administer, and gave a measure on the number 

and severity of psychotic symptoms. However, there are other measures that may 

have been more appropriate. For example, The Scale for the Assessment of Positive 
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Symptoms (SAPS) (Andreasen, 2005), Brief Psychiatric Rating Scale (BPRS) (Overall 

& Gorham, 1962), Clinical Global Impression Scale (CGI) (Haro et al., 2003) and the 

Positive and Negative Symptom Scale (PANSS) (Giesbrecht et al., 2016) may have 

been more appropriate for an FEP population. The BPRS and PANSS are widely used 

to monitor psychotic symptoms in SSD’s (Buizza et al., 2022), however require the 

measure to be administered in an interview style, with the interviewer trained to a 

standardised level (Opler et al., 2017). Similarly, although brief, the CGI requires 

administration by an experienced clinician (Busner & Targum, 2007). Due to the 

funding and training required to administer these measures, it was not possible for a 

DClinPsy project but may be more appropriate if further research seeks to replicate or 

expand his work. For example, due to the specificity of each measurement domain to 

FEP and SSD symptoms, these measures would be appropriate to explore which 

positive symptoms (e.g., hallucinations, delusions etc) are related to aspects of sleep.  

Actigraphy 

Actigraphy is used extensively in sleep research in the general population, and 

research using wearable devices has substantially contributed to understanding of 

sleep for overall health (Patterson et al., 2023). Whilst polysomnography is considered 

the gold standard for sleep research, it is costly, burdensome, and is usually unsuitable 

for larger projects, or for participants who may struggle with travel given it is often 

administered in a laboratory environment. Actigraphy has offered a solution for more 

objective sleep assessments over multiple nights in the participants own home. 

Although waist worn Actigraphy is used, small watch-like devices worn on the wrist are 

more common (Aili et al., 2017; Sadeh, 2011).  Actigraphy captures an individual’s 

sleep/wake patterns over continuous 24-hour periods through the detection of 

movement and acceleration that can be averaged across the measurement period to 

derive a stable measure of sleep variables per participant.  

In populations of those with mental health difficulties, sleep difficulties are often derived 

from self-report measures (Wainberg et al., 2021). However, research has indicated 

that participants can over (Lauderdale et al., 2008) or underestimate (A. G. Harvey et 

al., 2005) (Harvey et al., 2005) their sleep by up to 75 minutes in comparison to by 

direct measurement. Given such a high proportion of those with SSD’s experience 

sleep disorders such as insomnia (Waite et al., 2020a), whereby sleep onset latency 
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is overestimated and total sleep time underestimated (A. G. Harvey & Tang, 2012), 

such estimation difficulties may be particularly prevalent in the population in this study. 

Actigraphy has been used to explore sleep parameters in those with long-term SSDs 

such as schizophrenia (Tahmasian et al., 2013), however, very few studies have 

employed actigraphy in early psychosis, such as FEP (Reeve et al., 2019). A recent 

systematic review identified some difficulties with the current sleep-suicide literature 

in SSD populations, including a variation of self-report sleep measures (including 

some single item or invalidated measures), and a lack of actigraphy used in such 

studies. Thus, the use of actigraphy in populations of those with early psychosis is 

warranted to provide a more robust 24-hour picture of sleep and explore how rest-

activity patterns may relate to phases of psychosis and other outcomes, such as 

suicidality (Zanini et al., 2013).  

The wrist worn ActiGraph used in this study was the Motionwatch 8 (CamNtech, 

Cambridgeshire, UK) (see Figure 2). The Motionwatch 8 contains a tri-axial 

accelerometer than is validated for measurement sleep in clinical and non-clinical 

populations (Migueles et al., 2017) and has been used in populations of those with 

psychosis (Pieters et al., 2023). Participants were asked to wear the device on their 

non-dominant wrist continuously for 7 days and nights and could take this off to shower 

if they wished. The length of this observation period was chosen to reduce the inherent 

measurement errors associated with actigraphy to increase reliability (Sadeh, 2011), 

and is consistent with actigraphy guidance for clinical purposes (minimum 72-hour 

measurement, and extended monitoring of >5 days) (Ancoli-Israel et al., 2015). Also, 

the measurement period spanned both weekend and weekdays to gain a more 

complete clinical picture (Kelly et al., 2022), and the length of observation period is 

also consistent with previous research in SSD populations (Pieters et al., 2023). 

Participants were asked to press the event button when intending to fall asleep and 

on awakening. If not pressed, sleep periods were identified using the software’s 

automatic algorithm detection and visually assessed. Actigraphy were sampled in 

Mode 1, at 30 second epochs, analysed using MotionWare software (version 1.4.2, 

CamNtech, Ltd).  
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Figure 2. Motionwatch 8 (CamnTech) 

Actigraphic sleep variables collected for this study include Total Sleep Time (TST), 

Wake After Sleep Onset (WASO), Sleep Efficiency, and Sleep Onset Latency in line 

with the most commonly reported variables in sleep research (Fekedulegn et al., 

2020). Total Sleep Time is defined as the overall duration of sleep (e.g., the time 

elapsed between sleep onset and final wake time). Sleep Efficiency is the 

percentage time spent asleep whilst in bed. Sleep Onset latency is the amount of 

time between bedtime and sleep onset (e.g., how long it takes someone to fall 

asleep) Finally, WASO is the amount of time the individual is awake after having 

initially fallen asleep.  

Paranoia is a very common experience in early psychosis (Monsonet et al., 2020) so 

it was considered that participants may be concerned about the monitoring of their 

sleep. In a feasibility study, 3 out of 57 participants expressed feeling paranoid about 

monitoring when wearing the Actiwatch, indicating it is not as common issue as 

expected (Chapman et al., 2015). In this study, they found that meeting with 

participants prior to giving them the monitor eased their concerns. This knowledge 

was used in the present study, in which the researcher spoke with participants on the 

phone before meeting them in person, and any concerns regarding the monitor were 

discussed. In the subsequent meeting with the participants before the study 

commenced, the monitor was shown to the participant, an example printout of 

anonymised data from the monitor was shown, and participants asked any questions 

that they had.  

2.6.3. Semi-structured interviews 
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Semi-structured interviews were considered the most appropriate method of 

qualitative data collection in this study as they provide an opportunity for participants 

to explore and reflect on their lived experience of the subject area, whilst allowing the 

interviewer to prompt and query discussed material beyond the pre-determined 

questions on the interview guide. Interviews provide an opportunity to gain rich data 

beyond the scope of open-ended questions on a survey, given it is unclear to the extent 

to which individuals would feel comfortable to discuss their experiences in-depth. 

Further, it was noted that the topic areas of the current study can be emotionally 

sensitive, thus it was deemed that one-to-one semi-structured interviews were the 

most appropriate method to gather qualitative data.  

The interview schedule (Appendix D) was developed following consideration of the 

existing qualitative literature in sleep and suicide (D. L. Littlewood et al., 2016b), and 

sleep and psychosis studies (Faulkner & Bee, 2017; Waite et al., 2018). Open 

questions were used throughout the schedule to promote participant led reflection with 

the aim to gain a deeper understanding of their lived experiences (Charmaz, 2012). 

The interview schedule was used flexibly, and the interview was guided by the 

participants conversation. In some cases, in which some participants initially found the 

interview experience unfamiliar and were consequently less talkative, additional verbal 

and non-verbal cues were given to encourage elaboration. Whilst a semi structured 

approach was taken, the schedule was used loosely and was mostly guided by the 

participants answers, with the schedule used as a topic guide to ensure all aspects of 

the question was addressed. The participants own language was used regarding their 

experiences of psychosis, as in previous research (Waite et al., 2018). For example, 

some clients preferred the use of ‘unusual experiences’ or ‘their episode’ whilst others 

used more medical language such as ‘symptoms’.  

Recent work has started to develop trauma informed guidelines to qualitative work 

(Alessi & Kahn, 2023). I attempted to incorporate these guidelines in my interviews, given 

the high prevalence of trauma in those that experience psychosis. For example, I 

considered that many of the participants had experienced being involuntary sectioned 

when in crisis, which will have involved unfamiliar rooms and people when they 

received care. To attempt to establish external safety, met with clients either on the 

phone, in their own home, or at their place of usual care so familiarity was established. 

I aimed to be predictable, consistent, and accepting to establish trust with the 
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participant. To attempt to establish psychological safety, initial questions focused 

solely on their sleep experiences (e.g., how is their sleep currently) before discussing 

more potentially emotive topics (Appendix D). 

I acknowledged the potential for a power imbalance throughout the interview. Due to 

my position as a trainee clinical psychologist, I acknowledged that there could be the 

potential for ‘blurring’ of interview boundaries, where the interview may progress to 

disclosures or processing of events. To attempt to negate this, I aimed to empower 

participants by allowing them to set their own boundaries surrounding questions they 

wanted to skip, and redirected participants if the material was deviating from the 

interview. For example, one participant disclosed sleep difficulties surrounding 

childhood sexual abuse. I validated the participant and showed empathy but reminded 

them that they did not need to share this during the interview, and redirected focus to 

ask, ‘how have you managed those feelings since then?’ to avoid re-living the event, 

as recommended in the guidance (Alessi & Kahn, 2023). 

Interviews were recorded using a Dictaphone and transcribed verbatim by the primary 

researcher. Participants were reminded of this again following the interview and verbal 

consent was obtained again.   

2.7. Quantitative Data Analysis 

Motionware software (version 1.4.2, CamnTech LTD) was used to analyse the 

Motionwatch 8 data. Data is stored internally on the monitor and is downloaded via a 

secure cable to the software on a laptop, in which it is processed. The software’s 

algorithm detects sleep/wake windows and uses the ‘event marker’ pushed by the 

participant to note the intended initiation of sleep onset and wake time. If the participant 

had not pressed the event button, visually identification of periods of sleep is required 

by the research to start the algorithm. Data is processed and imported to a Microsoft 

excel spreadsheet. Data is then inputted into the Statistical Package for the Social 

Sciences (SPSS) (version 29) for analysis. Psychometric data (ISI, BSS and PQB) 

were completed on paper copies, and inputted into SPSS by hand by the researcher.  

 

A predetermined analysis plan had been implemented, however, due to a smaller 

sample size than accounted for in the power calculation, tests of normality were 

conducted to ensure assumptions for parametric data were met. Subsequent normality 
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tests indicated that data were heterogeneous in variation, and thus non-normal, so 

non-parametric tests were used in analysis to explore bivariate associations.  

2.8. Qualitative Data Analysis  

2.8.1. Ensuring Methodological Coherence  

Thematic Analysis (TA) is considered a diverse and theoretically flexible method 

(Braun & Clarke, 2019), which supports the rationale for its application in this study. 

(Braun & Clarke, 2022) emphasise there is not ‘one way’ to do TA, and analyses can 

vary from straightforward descriptive accounts towards complex, theoretically 

embedded constructs of meaning. Important concepts to consider in this instance are 

that of ‘conceptual coherence’ (Braun & Clarke, 2016) and ‘methodological integrity’ 

(Levitt et al., 2016) which discuss the importance of congruence between the research 

aims, design, epistemological position, and subsequent analysis. Finlay, 

(2021)asserts that qualitative research can be divided into two overlapping camps: 

‘scientifically descriptive’ and ‘artfully interpretive’. These distinctions are endorsed in 

a recent paper (Braun & Clarke, 2023) and align with earlier descriptions of qualitative 

research as small Q (aligning with a more post-positivist, realist epistemological 

stance) and big Q (reflexive and/or interpretivist) (Kidder & Fine, 1987). Finlay, (2021) 

emphasises the importance of the research making their position specific, in order to 

reduce methodological incoherence and ‘theoretical mash-up’ (Braun & Clarke, 2022). 

The epistemological position of the researcher will dictate the content and form of the 

thematic analysis (Finlay, 2021). Small Q, or scientifically descriptive analysis, is 

common in mixed methods research (Finlay, 2017), often aligning with a post-positivist 

epistemology. However, it is common in psychotherapy research for thematic analysis 

to fall into the middle of both description and interpretation (Mitchell, 2020). In this 

instance, it is important for the researcher to make their position explicit (Finlay, 

2021).The analysis discussed in the below section is an example of this overlap. The 

epistemological position of Critical Realism is reflected in the subsequent analysis, in 

that a position of ontological realism is maintained (there is a ‘real world’ that exists 

independent of our constructions, as attempted to evidence in the quantitative data), 

whilst it is accepted that understanding of this world is constructed from our own 

perception. The analysis subsequently embraces both ‘science and art’ (Finlay, 2021) 

in that it ensured that each theme is justified and well-evidenced with participant voice, 
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yet it is acknowledged that meaning is co-created between the researcher and the 

subjective experiences of participants.  

2.8.2. Reflexive Thematic Analysis  

TA is described as a “family of methods” (Braun & Clarke, 2016) in which to ensure 

theoretical flexibility there is no standardised practice. TA is a particularly useful 

approach when exploring topic areas in which there is limited literature (Braun & 

Clarke, 2006). Approach to TA can be deductive or inductive. Deductive analysis takes 

a ‘top-down’ approach, whereby the researcher develops a coding framework based 

on previously established literature and theory to guide analysis. Conversely, inductive 

analysis is ‘bottom-up’ in that themes are constructed from the data and not informed 

by existing theory  (Fereday & Muir-Cochrane, 2006). Despite some existing literature 

in the area of sleep, suicide, and psychosis, much of the data is in its infancy (E. 

Rogers et al., 2023), thus, an inductive approach was applied for a data-driven 

process. 

TA methods can fall into three broad approaches: coding reliability, reflexive 

approaches, codebook approaches (Braun & Clarke, 2021). The methods used in this 

analysis fall into reflexive approaches (Braun & Clarke, 2019) whereby themes are 

generated by the researcher, and unite implicit or latent meaning. TA does not offer 

rigid rules or steps to be followed, but principles and process to guide analysis (Braun 

& Clarke, 2016). However, given the epistemological stance dictates the process of 

analysis, procedural differences should be transparently documented as they reflect 

underlying research values (Braun & Clarke, 2022). RTA broadly involved six iterative 

and recursive phases of analysis which will be outlined in the subsequent section. 

Data Familiarisation  

Following the interviews, data were transcribed verbatim by the researcher, including 

non-verbal utterances such as laughter and pauses. Participant or staff identifiers were 

removed from transcripts to maintain anonymity. As considered in previous literature, 

transcription facilitated a starting point to data familiarisation (Riessman, 1993). On 

completion, recordings were listened to alongside transcripts to ensure accuracy. 

Transcripts were then read several times to ensure critical engagement with the data, 

to increase familiarity and ‘active engagement’ with the data.  
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Generating initial codes 

An inductive approach to data analysis was taken, thus, coding was ‘data driven’ and 

done by hand. Sentence by sentence coding was completed for each transcript, with 

both semantic and latent codes. Semantic codes are descriptive reflecting the surface 

meaning of each participant’s experience, whereas, latent codes attempt to reflect 

underlying meaning in the data (C. O’Connor & Joffe, 2020) (See Appendix E for an 

example transcript excerpt).  The researcher aimed to provide meaningful labels to all 

sections of data to ensure participant voice remained at the forefront of analysis. Given 

multiple coders to ensure consensus and reduce bias aligns with purely small Q 

qualitative data (Braun & Clarke, 2023), supervisors did not review codes. Although it 

is recognised that researchers will approach data with preconceived ideas due to prior 

experience and/or knowledge, coding was aimed to be inductive with the data as the 

analytical starting point (Vasileiou et al., 2018). Finlay, (2021) guidance on the 

importance of methodological coherence with the epistemological position was 

considered here. Aligning with a CR position, analysis is not primarily descriptive, and 

some interpretation was embraced. Thus, whilst multiple coders were not used as 

‘consensus’ was not considered relevant, the researcher noted any initial thoughts or 

observations in the coded data, which were taken to supervision for discussion. This 

process facilitated reflexivity and offered alternative perspectives on the data. 

Generation of initial themes 

Once all transcripts were coded, initial themes were developed by organising and 

collating codes by those that were most common and shared similar meaning. At this 

point, themes were constructed in Microsoft word, and brief summaries of each 

transcript were created to facilitate this process (Appendix F). For example, individuals 

spoke about medication as crucial to initiate sleep, particularly in periods of acute 

sleep deprivation. These accounts were constructed into a candidate theme such as 

‘barriers to sufficient sleep’ and ‘medication: regaining control of sleep’. As this 

example indicates, theme construction at this stage was mainly descriptive.  

Theme development 

Ideas from initial candidate themes were presented to, and discussed with, the 

research team during supervision. The researcher presented a word document of 

initial themes with codes and example quotes. Each theme was reviewed individually, 
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and the research team asked questions to develop each theme (for example, “does 

this fit here?”). The quotes were used to guide whether the overarching theme 

accurately captured the data and broader meaning of participant experience. In this 

process, the focus was not to capture all perspectives or those that were the most 

frequent, but those that seemingly held the most gravity to contribute to the research 

question. When discussing the candidate themes, discussion with the research team 

was helpful to discuss the breadth of a theme, and it was noted that in some cases 

the effort to fit too much into the theme detracted from its clarity and saliency.  For 

example, supervisors noted that in some themes were too broad, whilst others did not 

accurately capture how participants had constructed their experience. For example, 

participants noted that their sleep had dramatically reduce prior to their first episode, 

but following supervision the theme was re-constructed to capture how the participants 

created meaning in this process, rather than just presenting the content.  

Refining, defining and naming themes 

Using the thematic map and word documents used developed in the previous stage, 

the research continued to refine themes until sufficient themes are subthemes were 

established that reflected both participant meaning and patterns across the dataset. 

When constructing the themes, the researcher aimed to reduce overlap to present the 

core meanings of participant experience reflected in distinct themes. To align with the 

epistemological position of Critical Realism, and to ensure interpretation in the data 

beyond description, the researcher aimed to avoid ‘topic summaries’ whereby shared 

participant observations are summarised and reflected in themes; this has been 

termed the ‘positivism creep’ (Braun & Clarke, 2022). Whilst reviewing themes, 

guidance on avoiding ‘weak’ (Braun & Clarke, 2014) and ‘ugly’ (Finlay, 2021) themes 

were considered. For example, presenting distinction between themes, and ensuring 

themes did not paraphrase participant voice. 

Themes were assigned names that intended to provide clear and concise 

representations of each theme, whilst reflecting participant meaning. In some cases, 

this included participant quotes to develop the theme name to keep participant voice 

at the forefront of the data. Coding and theme generation requires a continual querying 

and questioning of coding and interpretation, and themes reflect active analytic 

‘creations’ of the researcher (Braun & Clarke, 2019). It is important to discuss the 
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contributing ‘story’ of each theme individually, and in relation to the broader research 

question (Braun & Clarke, 2006), thus, continual revision of themes was an iterative 

process in this stage. Aligning with a CR position, the researcher undertook a 

systematic approach to coding and theme development, and whilst ‘consensus’ was 

not an aim of the data analysis process due to an interpretivist learning, themes were 

‘validated’ by co-researchers (Finlay, 2021) to ensure coherence.  

Writing up  

Findings were presented in distinct themes, with sub-themes also developed for clarity. 

Quotes were used for each theme to support the researchers’ interpretations, and 

participant numbers were used to maintain anonymity. The researcher considered 

using pseudonyms for participants, given discussion surrounding using participant 

numbers or initials as depersonalising (Saunders et al., 2015). However, researchers 

have also emphasised the psychological importance of pseudonyms for participants if 

they are used (Allen & Wiles, 2016) and the need for participants to choose their own 

pseudonyms (Lahman et al., 2015). Participants were not asked to provide 

pseudonyms during data collection, thus it was considered inappropriate to assign 

them without discussion, given emphasising choice in qualitative work is important to 

reflect self-identity (Itzik & Walsh, 2023). The researcher aimed to remain ‘active’ within 

the process whereby earlier coding notes were revisited to ensure final themes 

remained close to the data.  

2.8.3. Methodological Quality and Rigour 

In recent years there has been a significant increase in the synthesis of criteria and 

checklists to assess quality in qualitative research (Johnson et al., 2020). In some 

cases, such criteria have been debated due to the lack of flexibility to accommodate 

diverse approaches in qualitative studies (Dixon-Woods, 2004), which was an 

important consideration in this mixed methods study. There are a number of well-cited 

existing frameworks  (Kitto et al., 2008; Tracy, 2010) to evaluate the qualitative work. 

Some frameworks seek to establish trustworthiness (Y. S. Lincoln et al., 1985)whilst 

others seek quality more broadly (Yardley, 2000). Rigour in mixed methods research 

is an ongoing challenge and a discussion that has not yet reached consensus (Brown 

et al., 2015). A broad marker of rigour in mixed methods research is the justification of 

how the method is best placed to answer the research question, and the researcher 
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to evidence transparency in the research process so readers can judge the quality 

(Wisdom et al., 2012). Thus, in this section I will seek to deliver transparency when 

justifying my use of framework to evaluate the qualitative methods. 

Despite well-validated frameworks, one of the difficulties of assessing rigour in mixed-

methods research is that the epistemological position may not align with the paradigm 

in which some solely qualitative evaluative frameworks were developed. Thus, I have 

sought to use a range of frameworks to evaluate the quality of the qualitative research 

conducted in this thesis. (Finlay, 2021) notes that each criterion that qualitative 

research is evaluated by should hold more less ‘weight’ based on the type of research 

involved. Accordingly, the 4 R’s (rigour, relevance, resonance, and reflexivity) (Finlay, 

2021) offer a pragmatic framework to evaluate the quality of qualitative work in this 

thesis, given their flexible emphasis on certain aspects of the framework to ensure 

alignment with the epistemological position. For example, a more scientifically driven, 

or ‘small q’ qualitative question may emphasise rigour, whilst more interpretive analysis 

may warrant a higher focus on resonance. Each ‘R’ will be outlined and discussed 

below.  

Rigour 

Rigour is ensured by the evidencing of a systematic and comprehensive analysis 

whereby each theme should be illustrated by appropriate participant quotes (Finlay, 

2021). For example, avoiding ‘domain summaries’ (Braun & Clarke, 2006) as 

discussed in Section 5.4, and highlighting themes with the most meaning, rather than 

attempting to present all evidence. The researcher aimed to offer an accurate and 

descriptive account of the study process, including recruitment, data collection, 

analysis and write up. Considerations surrounding informed consent, recruitment, and 

the structure of the interviews were outlined, alongside the overarching rationale for 

the qualitative component of this study. Data storage, management, and other ethical 

considerations have also been outlined. To promote further rigour in the present study, 

the 15-point checklist of TA (Braun & Clarke, 2006) (Figure 3) was used when 

conducting the six-staged analytical process. Resultantly, the researcher has aimed to 

include sufficient detail to provide procedural rigour within section 2.8.  
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Figure 3. Braun and Clarke (2006) 15-point Checklist for Rigorous Thematic Analysis 
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Relevance 

Relevance is concerned with the research value, regarding its contribution to the 

knowledge, our understanding of the studied phenomena, and an improvement in 

practice (Finlay, 2021).The research in this thesis seeks to explore relationships 

between sleep disturbances and suicidal ideation in First Episode Psychosis, to 

develop knowledge in an under-explored study area of early psychosis. A rationale for 

the area of study alongside a justification of how and why a mixed-methods approach 

would appropriately address the research question was provided. Discussion of how 

the findings of the present study relate to the existing literature and broader theory is 

outlined in Section 4. Further, the work offers future implications and directions for 

future research to offer specific suggestions on how to continue advancing this 

research area.  

Resonance 

Resonance refers to the ‘emotional and artistic dimensions’ of the research (Finlay, 

2021), alluding to whether the RTA is powerful and sophisticated. Finlay, (2021) 

discusses the importance of evocative theme names to illustrate complexity in 

analysis; examples of theme names using participant quotes can be seen in the journal 

paper. The use of participants own language in theme development can be evidenced 

as vivid and resonant writing, for example, participants described “losing their mind” 

when discussing the gradual impact of sleep disturbance, and using the metaphor of 

machinery to describe their experiences of sleep medication (e.g., being switched ‘on 

and off’). The Critical Appraisal Skills Programme checklist (Critical Appraisal Skills 

Programme, 2018) was also used to assess resonance of the qualitative component 

(alongside contributing to assessing the overall rigour of the work). For example, 

questions 2, 8, and 9 contribute to assessing the resonance of this work.  
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Reflexivity 

Reflexivity can be termed a researcher’s critical self-awareness, in which they aim to 

understand the self and consider how these preconceptions influence and impact the 

research (Finlay, 2016). Braun & Clarke, (2023) emphasise the process of becoming a 

‘knowing researcher’, in that they acknowledge how their epistemological position, and 

own perspectives have influenced the research. Consequently, reflexivity is 

considered an important contributor to qualitative rigour (Braun & Clarke, 2019). RTA 

endorses ‘transparent’ knowledge production, by ensuring theoretical assumptions 

and personal influence are consistently considered.  

Reflective diaries are a common strategy to facilitate reflexivity in qualitative research.  

Whilst a formal reflexive diary was not kept in this study, written notes after each 

interview were taken to record the researchers’ thoughts on the topic area and 

emotions of the experience (L. Harvey, 2011). There are a wide range of tools 

considered ‘diary methods’ (Hewitt, 2017) that can be more or less formal dependant 

on the study aims. The notes following each session helped to promote transparency 

between the researcher and the process, consider analytical bias, and align with the 

CR epistemological underpinning the research. Reflections from the interviews were 

discussed in supervision to consider the researchers personal position and alternative 

perspectives on the data. Evidence of reflexivity also encompasses the researcher 

processing the limitations of the study, both methodologically and due to the 

confinements of their own role (A. Barrett et al., 2020). Limitations of the research are 

discussed in Section 4.8, alongside reflections on the challenges of conducting the 

research more broadly in Section 5. To ensure the research held a reflexive position 

throughout, the researcher has included a detailed account of their epistemological 

stance (Section 2.2) and position towards the research (Section 2.3). Further 

reflections on the research process are detailed in Section 5. 
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3. Extended Results 

This section offers supplementary analysis to the findings presented in the journal 

paper. Quantitative findings are presented in full in the journal paper, however, 

additional qualitative findings that are relevant to the wider research question but not 

developed in sufficient depth for the journal paper are provided below. It is important 

to note that the below themes are presented are partial themes and are not intended 

to be considered as fully developed.  

 

3.1 Theme 2: Meaning making experiences of sleep loss and psychosis  

Proposed sub-theme – meaning-making of delayed sleep onset.  

The processes behind sleep difficulties were not directly explored in this research, 

however, this proposed sub-theme offers some initial indication into why participants 

were struggling to initiate sleep. 

The process of engaging with the voices can result in elevated emotion, particularly 

frustration or anger, which elongates the process of interaction and delays sleep onset: 

it’s really annoying because you’re awake and there’s just always someone sat 

there talking to you the whole time. Or you wake up and they’re saying silly 

things or taking the piss out of you … it makes me quite angry because they 

accuse me of doing things, they accuse me of rape and things like that – P4. 

Other participants described an ongoing process of rumination at night-time, and how 

overthinking the day’s events or considering future problems can delay sleep onset: 

I start overthinking things, like your brain wakes up and it starts thinking, just 

about all sorts of things, what I’ve got to get done that day, something that’s 

happened the day previously, what I’ve got coming up at work, all of that sort of 

stuff. Like past stuff, future stuff, just a lot of thoughts. I’d probably go to bed a 

bit later because I tend to sit up and worry about things sometimes, or I would 

be waking up in the small hours of the morning just worrying about it and going 

over it, replaying it again and again and you know just going over what it is that 

had upset me – P1 
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if there is a lot on my mind and I can’t settle, that can change things a lot …  I 

guess it’s just your minds going over things and it’s not ready to settle down to 

sleep yet so your minds looking for answers to whatever the problem is … if 

you’re worried about something it can affect your sleep because your mind’s 

not settled and you’re thinking about the situation and all the problems or 

whatever has occurred– P2 

The process of night-time rumination was considered important in the delaying of 

sleep onset described by participants and was considered influential into the 

‘emotional tone’ of thought processes, whereby negative thinking was common. 

Sometimes my fears, my doubts, past trauma, my worries can keep me up, 

seeing them in a more negative light than I probably would in the daytime. 

When it’s something more permanent to my past that will be something that 

stops me going to sleep because those are things that I can’t answer, or I can’t 

wrap my brain around – P9 

Participants also discussed how the process of rumination and subsequent negative 

thinking can contribute to a heightened awareness of wakefulness in nocturnal 

hours. Participants then described a process whereby being awake becomes 

stressing, and a focus of rumination: 

I’ll just lie there and think about it [being awake], I’ll try and stay in bed for half 

an hour to try and force myself back to sleep before I do get up and go 

downstairs. It’s hard to say [how long that goes on for] because it feels like my 

brain just gives up on trying to get back to sleep and I can’t really put a time on 

how long it is, I just feel wide awake – P1. 

I had quite a few nights where I would just be awake all night with this going 

round and round. And I would try sleep hygiene but with a limited amount of 

time it was hard. And I think you start thinking I’m not going to be able to sleep 

and I’m only going to get 5 hours even if I get to sleep now, so that went 

through my mind – P6. 
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4. Extended Discussion 

4.1 Sleep Disturbances and Mental Health Difficulties  

The notion that poor sleep has a detrimental impact on mental health seems relatively 

uncontroversial, however, this assertion contrasts with how disrupted or poor sleep is 

still understood in mental health care. Despite the increasing insomnia levels in the 

general population (Amiri, 2023), insomnia or sleep disturbances are still typically 

viewed as secondary consequences of mental health difficulties (A. G. Harvey et al., 

2009). The ubiquitous nature of sleep disturbances across the spectrum of mental 

health difficulties has often led to the assumption that poor sleep is either a 

consequence or ‘symptom’ of broader difficulties. However, scholars have started to 

argue for a partially causal role of sleep disturbance in the onset and maintenance of 

some mental health difficulties (Freeman, Taylor, et al., 2019). In a recent review, 

Freeman et al., (2020a)considered that if sleep disturbances play a contributory role 

in the multifactorial causation of mental health difficulties, then sleep disturbances 

should be i) apparent before the onset of other ‘symptoms’, ii) common amongst many 

presentations, and iii) when treated, reduce other mental difficulties. This area of 

research is emerging and ongoing to understand if and how sleep contributes to the 

multifactored onset of some mental health difficulties (Worley, 2018). Psychosis 

presentations are one of the most well researched in this association with sleep. It is 

hoped that the research in this thesis can contribute (if even on a very small scale), to 

the ongoing conversation surrounding sleep disturbances amongst those in mental 

health services. This section offers some wider discussion of relevant issues that were 

not explored in the journal paper.  

4.1.1. Sleep Parameters in First Episode Psychosis  

Much of the research in FEP to date has surrounded insomnia (Ayers et al., 2024; 

Ketcham et al., 2024) and less attention has been afforded to specific or discrete sleep 

parameters. Actigraphy provides a pragmatic method to explore such aspects of sleep 

and their associations with mental health symptomology and wider outcomes such as 

suicidality. Their use in FEP is generally quite rare despite previous endorsement of 

the need for such methods in early psychosis (Davies et al., 2017). Research shows 

that abnormal sleep patterns are common prior to psychosis (S. Clarke et al., 2021b; 
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Lunsford-Avery et al., 2015), however, there still remains little evidence regarding 

which aspects of sleep relate to psychosis development.  

In this research, there were large variations in participants sleep efficiency. The 

average sleep efficiency of the participant group was 80.72%, however, sleep 

efficiency varied amongst participants with some over 90%, whilst others were below 

50%. Research into people with insomnia in the general population has shown sleep 

efficiency means to be ~60% (Wassing et al., 2019), with reduced aspects of sleep 

contributing to worsening emotional distress. Research in ARMS individuals has 

indicated lower sleep efficiency is common and is related to increased psychosis 

symptoms at longitudinal 1 and 12 month follow up (Lunsford-Avery et al., 2015). 

There is very little research exploring sleep efficiency in relation to clinical outcomes 

in psychosis, however, lower sleep efficiency indicates more time awake at night, and 

there is considerable research linking reduced sleep duration to mental health 

difficulties, particularly in psychosis presentations. For example, short sleep duration 

has been associated with increased delusional ideas, hallucinations, and distress in 

individuals at risk of psychosis (Reeve et al., 2018). This study also found that this 

relationship was significant longitudinally, with shorter sleep at baseline predicting 

more severe hallucinations at follow up. Whether sleep efficiency is an important 

avenue of research exploration in relation to suicidality remains undetermined. But by 

logic, if reduced sleep efficiency means more time awake at night, research exploring 

nocturnal wakefulness and suicidality (as discussed in the journal paper) may be 

relevant to this discussion.  

4.1.2. Nocturnal Wakefulness and Suicidality  

One of the consequences of sleep disturbances is nocturnal wakefulness (being 

awake at night), and research has started to indicate that this variable may confer 

some proportion of the contribution of sleep disturbances to suicidal risk (Perlis, 

Grandner, Chakravorty, et al., 2016). Aspects of sleep such as prolonged latency and 

increased WASO are potentially implicated in this relationship; both of which the 

findings of this thesis show are commonly experienced in FEP. Disrupted sleep and 

wake cycles are evident in long term psychosis presentations and are have been 

linked to the severity of psychosis experiences (Afonso et al., 2014) and suggested to 

precede relapse of psychotic episodes (Benson, 2006). Polysomnography research 
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has shown longer sleep latency in ARMS groups than controls (Marin et al., 

2023)indicating such disturbances in sleep are evident prior to FEP, thus, potentially 

implicated in psychosis onset.  

Research has suggested that suicide, alike sleep, may exhibit a circadian pattern in 

that suicide may occur disproportionately in individuals that are awake in the night 

(Perlis et al., 2022). Studies investigating the temporal pattern of suicide has shown 

that although the frequency of suicides are reduced at night, the risk (given the 

proportion of people expected to be awake) is considerably higher. These findings 

were consistent across age groups, sex, ethnicities, and between those with and 

without a depression diagnosis (Tubbs et al., 2022). Future research weighting the 

number of suicides by the percentage of people awake at each hour may be helpful to 

continue to explore this association, and the role of sleep disturbances within this 

proposed relationship. These findings may indicate that sleep disturbances may 

moderate the association between nocturnal wakefulness and death by suicide 

(Bernert et al., 2015), however, further research is needed to explore this relationship 

both generally and in FEP.  

Despite research indicating a multitude of sleep parameters may be associated with 

aspects of suicidality (Tubbs et al., 2021), nocturnal wakefulness and the factors 

implicated in this experience may be an important avenue to explore. Sleep latency, 

given its associations with depression (Supartini et al., 2016) and WASO (Gerner et 

al., 2020) may both be important aspects to consider in the sleep-suicide relationship. 

Qualitative research found that participants found the experience of being awake at 

night as distressing and isolating (D. L. Littlewood et al., 2016a), though there is limited 

in research in FEP exploring participants construction of why they experience sleep 

disruption. Exploring participants construction of nocturnal wakefulness whilst 

acknowledging the wider context of emerging evidence surrounding a higher 

proportion of night-time suicides would provide insight into this complex relationship.  

4.2. Insomnia and Suicidality in First Episode Psychosis 

All participants met criteria for sub-threshold insomnia (as measured by the ISI), with 

6 participants indicating the presence of clinical insomnia. This is unsurprising, given 

considerable evidence has noted sleep disorders are highly prevalent in early 

psychosis (Reeve et al., 2019), and exploration of the relationship between insomnia 
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and suicidality in FEP has been discussed in the journal paper and Section 1.5. 

Although statistical significance was not reached in this paper, it is important to 

consider the small sample size and heterogeneity of participants (e.g., some 

reported no suicidal ideation, whilst others was much higher) (explanations for such 

diversities such as limitations of the measure are discussed in Section 2.6.2. In 

contrast to previous studies (Reeve et al., 2019) most participants had discussed 

their sleep difficulties with their care team. However, most discussion had been 

verbal and standardised measures had not been used (e.g., the ISI to screen for the 

possible presence of sleep disorders). Sleep difficulties in mental health services 

often remain untreated (Ter Heege et al., 2020) and given associations between 

insomnia and suicide, this may be problematic in this vulnerable group.  

In the general population, only 4 of every 10 people with insomnia seek help for their 

difficulties, and help-seeking is often not reported to primary care until participants 

experience this as chronic (Torrens Darder et al., 2021). A qualitative study indicated 

that those with psychosis were often more accepting of their sleep difficulties, even 

though they had received minimal help regarding them (Faulkner & Bee, 2016) in this 

qualitative study, it was noted that sleep disturbances and/or disorders are often not 

prioritised in comparison to other aspects of care, particularly in psychosis services. 

However, the consequences of poor sleep (e.g., daytime fatigue, and exaggerated 

symptoms) reduced the ability of participants to engage in meaningful activities that 

would connect to aspects of recovery, such as connectedness and contribution to 

society (Leamy et al., 2011). Thus, it is important to consider not just the impact of 

insomnia or sleep disturbances on symptom exacerbation, but to consider sleeps 

contribution to suicidality in the context of how it impacts an individual’s ability to 

engage in things that will make their life feel meaningful. Given a lack of perceived 

connectedness and meaning have been noted as contributors to suicidality (Zareian & 

Klonsky, 2020), the consequence of insomnia on an individual’s ability to engage in 

activities to enhance such meaningful feelings warrants further attention.  

A further reason sleep disorders may go undetected in psychosis may be due to the 

speed of acute onset. For example, participants described in acute FEP, sleep 

disruption lasted under a month, whilst insomnia diagnosis stipulates such disruption 

lasts over 3 months prior to diagnostic consideration). Notwithstanding explanation, 

clinically standardised sleep assessment may have considerable utility in psychosis 
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services. Associations between insomnia and suicidal ideation (Simmons et al., 

2020) and attempt (Lin et al., 2018) are robust in the general population, 

independent of mental health difficulties. Thus, in a group that already show a 

heightened prevalence of suicidality, modifiable factors that contribute to this risk 

should be appropriately assessed. 

Further, phenotypes of insomnia may be relevant to consider, given their relationship 

with aspects of sleep that are disturbed in this group. Developments in insomnia 

diagnosis have long recognised the heterogeneity of this diagnosis and noted two 

phenotypes: Insomnia with normal sleep duration (categorised by elongated sleep 

latency and/or increased WASO), and Insomnia with short sleep duration (Nyhuis & 

Fernandez‐Mendoza, 2023). Whilst both phenotypes are associated with increased 

vulnerability to psychological difficulties and mental health difficulties, there are 

considerable health consequences associated with Insomnia with short sleep 

duration (Nyhuis & Fernandez‐Mendoza, 2023). Exploring insomnia phenotypes in 

this group would not only help to guide tailored intervention but may indicate the 

aspects of sleep that are most vulnerable to disturbance in this population.  

4.3. Psychological Processes Implicated in Sleep Disturbances 

Sleep is critical for waking cognition, impacts our ability to think clearly, and plays a 

key role in emotional regulation (Worley, 2018). In this thesis, the psychological 

processes underpinning sleep disruption were not explored explicitly. However, 

findings indicated three key processes that warrant exploration in the context of 

delaying sleep onset in FEP: rumination, voice hearing, and meta-worry.  

4.3.1 Rumination 

Rumination is defined as a repetitive or perseverative thinking style that generally 

focuses on negative content (Sansone & Sansone, 2012), and is a common process 

in the context of sleep disruption and insomnia (A. G. Harvey & Tang, 2012). As 

presented in Section 3, participants described a process of rumination that inhibits 

sleep onset. A review of rumination research has proposed how rumination can 

exacerbate symptomology: i) by magnifying and prolonged negative thinking and 

mood states, ii) interfering with problem solving, iii) interfering with active 

instrumental behaviour, and iii) reducing sensitivity to changing context (Watkins & 

Roberts, 2020). In this thesis, participants described the process of rumination 
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interfering with sleep by increasing arousal at nighttime and prolonging negative 

thinking or mood states.  

A considerable body of research has implicated rumination as a fundamental 

process in the exacerbation of negative mood states, such as sadness, anger and 

anxiety (Ludwig et al., 2020). Meta-analyses (M. L. Rogers & Joiner, 2017) and 

prospective studies  (Hartley et al., 2014) have shown that rumination can predict 

psychotic symptoms, which is in line with models implicating the role of cognitive 

factors in the onset and maintenance of psychosis (Garety et al., 2001). Similarly, 

rumination is a fundamental process in insomnia aetiology (A. G. Harvey, 2002). 

Harvey’s model suggests excessive rumination is a key aspect of pre-sleep cognitive 

activity in those with sleep difficulties, and similar characteristics are observed during 

wakefulness, accompanied by emotional distress. Rumination is thought to 

contribute to further emotional arousal and induces a cycle that perpetuates 

insomnia. Rumination has been robustly implicated in those with poor sleep, with 

increased rumination associated with increased sleep latency, poorer sleep quality 

and efficiency and more daytime rumination (Woznica et al., 2015).Poor sleep and 

rumination are considered to be linked in a transactional cycle whereby rumination 

delays sleep onset and reduces sleep quality (Drake et al., 2014), while lack of sleep 

contributes to impaired cognitive functioning, making it harder to avoid rumination 

(Cox et al., 2023a; Holdaway et al., 2018). Worry and rumination have been 

described by participants with schizophrenia and schizoaffective disorders in relation 

to being unable to sleep in previous qualitative work (Waite, Evans, et al., 2016) 

however, the role of rumination in the sleep-psychosis relationship in FEP is unclear.  

Research into rumination as a risk factor for insomnia and suicidal ideation has 

gained momentum (Holdaway et al., 2018) and is associated with suicidal ideation in 

those with and without mental health difficulties (M. L. Rogers & Joiner, 2017). 

Conceptually, rumination is thought to keep negative cognitive appraisals associated 

with emotional arousal activated for longer (Holdaway et al., 2018). In the context of 

this research, it is important to consider how cycles of rumination and increased 

negative affect may trigger responses to escape aversive states, such as NSSI 

(Selby et al., 2015). Over-arousal is a process commonly noted as a consequence of 

rumination and has started to be considered within suicide-specific rumination 

models (M. L. Rogers et al., 2021). Given high levels of NSSI in psychosis 
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(Lorentzen et al., 2022), and participants describing NSSI following periods of sleep 

deprivation, the role of rumination in interaction between sleep and NSSI in FEP 

warrants exploration.  

Finally, the role of rumination has been documented in relation to suicide risk (M. L. 

Rogers et al., 2021). For example, (Wenzel & Beck, 2008) proposed a model of 

suicidal behaviour, in which rumination may activate suicide-specific cognitive 

processes, such as attentional bias towards suicide. Others have proposed that 

rumination about suicide can facilitate a process of habituation towards suicide and 

related cues, thus, increasing capability for suicide through mental rehearsal (Van 

Orden et al., 2010). Further work is needed to better understand rumination both in 

relation to delaying sleep onset and maintaining wakefulness, as well as recognising 

rumination in the process of suicidal ideation in FEP.  

4.3.2 Voice Hearing 

Some participants described how unusual experiences at night can prevent sleep 

onset and induce a cycle of conversation with voices further preventing sleep. A 

qualitative study noted that participants with a diagnosis of schizophrenia described 

feelings of fear and paranoia preventing sleep onset (Chiu et al., 2016), which is a 

commonly described experience in other qualitative studies (Waite, Evans, et al., 

2016). There is very little work exploring the experience of hearing voices at night, or 

on considering why sleep is disrupted in psychosis generally. However, one qualitative 

study found that hearing voices at night was reported amongst a few participants, 

leading to frustration and hyperarousal, and consequently delaying sleep onset (Chiu 

et al., 2016). Findings of the present study are consistent with (Waite, Evans, et al., 

2016) work, whereby participants noted that voices were heard in more intense 

frequency the day after a poor night’s sleep, indicating a bi-directional relationship 

between sleep and psychotic experiences. There is no current research exploring the 

presence of psychosis experiences at night, however, this remains an avenue of 

exploration that warrants attention.  

4.3.3 Meta-worry; worrying about not sleeping.  

Another explanation participants discussed surrounding difficulties initiating sleep 

onset in the present study was the process of meta-worry about sleep, defined as 

‘worrying about worry’ (Flavell, 1976). A. G. Harvey, (2002) proposed a model of 
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insomnia, in which repetitive and excessive negatively toned cognitive activity 

surrounding not sleeping is a central aspect of the model. Excessive worry and 

rumination are implicated in this process whereby ruminating about sleep initiation can 

increase pre-sleep arousal, leading to further difficulties with sleep onset, duration and 

quality. Subsequently, cycles of increased rumination, heightened arousal, and 

delayed sleep onset are initiated, maintaining insomnia.  

In this context, two types of cognitive arousal are at play (Galbiati et al., 2020b). 

Primary arousal, referring to cognitive activity that directly interferes with sleep (such 

as worries about the previous or next day’s events), and secondary arousal, 

considered how individuals react to such thoughts and the emotional response. It is 

noted that secondary arousal magnifies negative emotional evaluation and biases the 

cognitive system towards sleep-related thoughts (e.g., the consequences of not 

sleeping).  

4.3.4. Experiences of Mania 

Self-reported experiences of mania were common amongst participants, which does 

contrast with some of the evidence base in this area. Reduced need for sleep, and 

subsyndromal manic symptoms are more commonly associated with prodromal 

periods for bipolar disorder, rather than FEP (Verdolini et al., 2022). However, in the 

aforementioned study a small percentage of FEP patients did report subsyndromal 

mania symptoms prior to FEP onset. What is notable in the research is that those 

FEP and mania symptoms also had greater severity of psychosis symptoms, and the 

presence of mania delayed ‘remission’ of symptoms to over one year (Marwaha et 

al., 2021). In this thesis, the self-reported reflections of mania may be important to 

consider in the context of unresolved psychosis experiences for this group. Further, 

research has indicated that the duration of untreated psychosis is longer in those 

with comorbid mania symptoms than without (Marwaha et al., 2021). One 

explanation for this is that at the time, people experiencing hypomania do not 

consider their symptoms distressing or problematic (Regeer et al., 2015) so may not 

come into contact with services until later.  

Those with FEP alongside mood disturbance are often at high risk of suicidal 

behaviour (Berk, 2007). Although recent reviews of affective psychosis and FEP have 

been conducted with recommendations, it remains a sparsely explored area (Ramain 
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et al., 2021). What is notable, is that researchers have found that individuals with 

affective psychosis are more likely to be women, and are less likely to attempt suicide 

(Kapila et al., 2019; Ramain et al., 2021); given the higher number of women in the 

present study and lower suicidal ideation, mania may be an important implicated 

process in this group. Sleep disturbances remain relatively unexplored in the context 

of mania and psychosis, and further exploration of a proposed sleep disturbance-

mania-psychosis pathway may be warranted. 

4.4. Psychological Processes in the Sleep-Suicide Relationship in FEP 

4.4.1. Hopelessness and Depression 

Although not explored in the present study, the influence of depression on both sleep 

and suicidality in FEP and psychosis presentations generally is important to consider. 

Several studies exploring sleep and suicidality in SSD’s found that suicidal participants 

also had higher depression scores (Kiwan et al., 2019; B. J. Miller et al., 2021). Studies 

have indicated that more negative symptoms (such as anhedonia or flat affect) in 

psychosis relate to an increase in suicidal ideation and/or behaviour (Gill et al., 2015), 

however, other studies have not found significant associations (Ventriglio et al., 2016). 

It is challenging to disentangle negative symptoms such as limited emotional 

expression from depression, as presentations likely overlap making assessment in 

both research and practice challenging. Despite such difficulties, depression 

prevalence is very high in FEP, with studies indicating that around 70% of those with 

FEP are also experiencing depression when engaging in first contact with services 

(Bashir et al., 2022). Depression is an important longitudinal predictor of suicidal 

behaviour in FEP (McGinty et al., 2018), and research has indicated those 

experiencing greater depression and more positive symptoms at baseline had greater 

odds of experiencing suicidal ideation at follow up (Bornheimer et al., 2021)  

A neglected process in the sleep-suicide relationship in FEP, yet closely related to 

depression, is the psychological process of hopelessness. In the present study, 

participants discussed the experience of feeling trapped in the process of not sleeping, 

which reduced hope towards future change. Hopelessness (negative thoughts of the 

future and helplessness to enact change) has been shown as a stronger predictor of 

suicidal ideation that depression (David Klonsky et al., 2012), and indicating a role in 

maintaining suicidal ideation processes (Smith et al., 2006). 
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Hopelessness has been found to be a significant mediator of the insomnia-suicidal 

ideation relationship (Woosley et al., 2014), and is a moderate predictor of attempted 

suicide amongst those experiencing FEP in the first two years since admission (David 

Klonsky et al., 2012). Further qualitative research to explore participant perceptions of 

the processes contributing to delayed sleep, and exploration of hopelessness within 

this relationship may be useful. Given strong associations between sleep disturbances 

and depression (Malik et al., 2014), depression and suicide in both the general 

population (Holma et al., 2014) and in SSD’s (Hor & Taylor, 2010) the role of 

depression in the sleep-suicide relationship must be considered. In studies of those 

with SSD’s, several studies have shown that when depression was considered, the 

relationship between sleep and suicidal ideation became non-significant (Carruthers 

et al., 2021). Thus, it may be important to consider depression as both a potential 

mediator or moderator of the sleep-suicidal relationship in FEP and SSD’s. 

4.4.2. Feelings of Entrapment 

Participants described a process of feeling trapped in their experiences of being 

unable to sleep, and in some cases described suicidal ideation, or the thought of 

completing suicide, as an escape. The Integrated Motivational-Volitional Model (IMV) 

of suicide (R. C. O’Connor & Portzky, 2018) is based on early work on defeat and 

entrapment, and described a common pathway to suicidal behaviour. The model posits 

the experience of defeat, in which it is perceived there is no escape, is the key driver 

of suicidal ideation (O’Connor & Kirtley, 2018) (see Figure 4).  
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Figure 4. Integrated Motivational-Volitional Model of Suicidal Behaviour (O’Connor et 

al., 2018) 

Entrapment is important in the aetiology of mental health difficulties and suicide, and 

has been discussed in systematic reviews (P. J. Taylor et al., 2011) and meta-

analyses (Siddaway et al., 2015)  The contribution of sleep deprivation to suicidal 

behaviour has started to receive significant attention (Díaz-Oliván et al., 2021) with 

entrapment considered a potential explanatory mechanism (D. Littlewood et al., 

2017). Although sleep problems are not included explicitly in the IMV model, sleep 

disturbances may pose as a vulnerability factor affecting defeat (D. L. Littlewood & 

Russell, 2020); this may tie into literature as sleep disturbances as a distal predictor of 

suicidal ideation and attempt but warrants further exploration. As a proximal 

predictor, suicidal ideation or behaviour following acute sleep disturbances may be 

understood in the context of the IMV model whereby sleep disruption could be 

considered a precipitating factor in the volitional stage of the model, but this also 

warrants exploration.  

4.5. Assessment and Intervention in Early Intervention Services 

4.5.1. Sleep Assessment 
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Appropriate assessment of sleep disorders in psychosis services may have important 

benefits for patient outcomes (Reeve et al., 2019). Given experimentalist studies 

demonstrating that insomnia can increase psychosis experiences (Reeve et al., 2018), 

and improving sleep can reduce such experiences (Freeman et al., 2017), treating 

sleep disorders as an independent presentation offers a novel and approachable 

intervention target. Despite such a rationale, formal and/or standardised sleep 

assessment is rare in psychosis services, as is evidence-based treatment (other than 

medication) (Rehman et al., 2017). Reeve et al., (2019) found 80% of individuals with 

early psychosis had at least one sleep disorder, with most rated as severe in frequency 

and distress.  

The DSM-5 recommends that sleep disorders should be assessed and treated 

independently of other mental health difficulties (American Psychiatric Association, 

2022). However, a study surveying a multi-disciplinary group of clinicians found that 

structured sleep assessment is delivered infrequently in inpatient and community 

psychosis services (E. A. Barrett et al., 2020). The knowledge that professionals are 

only asking infrequently about sleep disturbances compounds already prevalent 

barriers to sleep assessment in psychosis services, such as patient disclosures. Only 

38% of individuals with psychosis are likely to initiate conversation around their sleep 

difficulties with a medical professional (Reeve et al., 2019), indicating that patients are 

unlikely to report such difficulties unless asked. These experiences mean that sleep 

problems or disorders are likely to go underestimated, or undetected, in services, 

despite there being a considerable amount of research knowledge noting their high 

prevalence. 

In psychosis services, sleep hygiene (optimising the sleep environment) and 

medication are the most common interventions for sleep related difficulties (E. A. 

Barrett et al., 2020). Qualitative research has shown that individuals with 

schizophrenia feel their sleep difficulties are out of their control, and nearly half of 

include participants felt pessimistic about being able to improve their sleep (Chiu et 

al., 2016). This parallels views of clinicians, who have stated that sleep treatment is 

demanding on both time and resource and too difficult to deliver in outpatient services 

(E. A. Barrett et al., 2020). Notably, in the aforementioned study many clinicians 

believed that sleep medication was the only sufficient treatment of sleep disorders, 

and that sleep is secondary to psychosis symptomology in patient recovery.  
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4.5.2. Suicide Risk Assessment 

Recent research shows that suicidal thinking is a common process in FEP at their 

initial assessment, or first contact with services (Pelizza et al., 2020b). Notably, those 

of a younger age (particularly 15-30 years) were higher risk of experiencing suicidal 

ideation, likely due the duration of untreated psychosis (Robinson et al., 2010). In the 

present study, only two participants indicated current suicidal ideation, however, 

most participants reflected in their interview that they had experienced suicidal 

ideation or attempt in the past. Despite decades of research, the ability to predict and 

prevent suicide risk remains less than adequate (Franklin et al., 2017). Recent 

evidence indicates that suicidal behaviour can emerge and fluctuate over days, 

hours, and even minutes (Coppersmith et al., 2023). Despite research on distal 

(indirect or further away in time) risk factors for suicide increasing, there is little 

research on which factors can prevent acute increases in suicide risk, when an 

individual holds an elevated distal risk (such as FEP) (Cox et al., 2023a).  

Robust associations show that sleep disturbances are a well-established distal risk 

factor for suicidal ideation and behaviours both cross-sectionally (Batterham et al., 

2021) and longitudinally (R. T. Liu et al., 2020b). Short sleep duration and low sleep 

quality have been shown to predict elevated risk for suicidal ideation and attempt at 

1- and 2-year periods (Itani et al., 2017). Conversely, much less is known about 

sleep as an acute and proximal risk for suicide (R. T. Liu et al., 2020a). Studies using 

Ecological Momentary Assessment (EMA) have shown associations between sleep 

parameters and suicidality. For example, (D. L. Littlewood et al., 2019) showed that 

self-reported short sleep duration and low sleep quality predicted increased next day 

suicidal ideation in adults, but EMA research is still emerging, and research is 

ongoing. There is no research using EMA to assess short-term sleep disturbances 

and suicidal risk in FEP, and given associations between sleep disturbances and 

suicide generally, and high prevalence of both disrupted sleep and suicidality in FEP, 

this method of research in FEP is warranted.  

What is also important to acknowledge is the impact of sleep disturbance on active 

and passive suicide risk, as these are theoretically distinct (Klonsky et al., 2016), and 

indicate different levels of necessary care based on severity (Victor & Klonsky, 

2014a). Cox et al., (2023b) explored sleep parameters and their relation to both 
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active and passive suicidal risk. They found that nightmares, poor sleep quality, more 

wake after sleep onset, and longer sleep latency predicted next day passive suicidal 

ideation, Longer sleep latency has been robustly established with elevated active 

suicidal ideation in other studies (Batterham et al., 2021; Tubbs et al., 2021), 

indicating problems with sleep initiation may be implicated as a proximal risk factor, 

but this warrants further exploration. Notably, short sleep duration was not 

associated with next day active or passive suicidal ideation (Cox et al., 2023b) which 

is consistent with other EMA literature (Brüdern et al., 2022; Kivelä et al., 2022). 

What is noteworthy, is that this finding contrasts with the non-EMA literature, which 

shows a link between short sleep duration and suicidal behaviours (Geoffroy et al., 

2020; Itani et al., 2017) over a longer time period. Such differences in findings 

warrant both further research on proximal and distal risk for suicide in FEP, but also 

for such considerations to be included in risk assessments (see Section 4.7.1 for 

clinical implications).  

4.6. Sleep Aids 

4.6.1. Prescribed Sleep Medication 

As previously mentioned, sleep medication is a common treatment for sleep disorders 

in mental health services (Zee et al., 2023). Whilst participants in this thesis expressed 

that sleep medication during acute FEP was essential to restore lost sleep, there was 

both scepticism and reluctance regarding their long-term use. Hypnotic medication, 

such as zopiclone, is recommended in insomnia treatment guidelines, but only in 

instances of acute insomnia phases, and despite efficacy in acute treatment, long-

term safety profiles of this medication are not favourable (De Crescenzo et al., 2022) 

(De Crescenzo et al., 2022) Further discussion of hypnotic medication is available (De 

Crescenzo et al., 2022) however, it is important to acknowledge the worry of patients 

surrounding the psychological reliance on sleep medication (Zee et al., 2023) whereby 

people feel unable to sleep without it. 

4.6.2. Substance Use  

A survey study of clinicians noted that a barrier to treating sleep problems in those 

with psychosis was drug and alcohol dependence, which they considered was more 

common amongst those with sleep disturbances (Rehman et al., 2017) However, 

findings in this thesis indicated that participants used alcohol or substances to aid 
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sleep initiation in the absence of alternative strategies to reduce sleep onset latency. 

Participants also disclosed knowing that such strategies were not optimal and 

potentially had difficult consequences but felt that this choice was better than 

struggling to initiate sleep.  

The use of substances and alcohol to aid sleep onset in those with psychosis is 

problematic particularly given that the use of substances such as cocaine and 

cannabis can induce or exaggerate psychosis experiences (Fiorentini et al., 2021). 

The two commonly reported substances used amongst participants in this study 

were alcohol and cannabis, which have different effects on sleep. Both alcohol and 

cannabis can reduce sleep onset latency (Sznitman et al., 2023), thus are effective 

in their function as described by study participants. However, consequences of 

alcohol use are disruptions in REM sleep (Colrain et al., 2014) whilst cannabis 

reduces the amount of slow wave sleep (Vaillancourt et al., 2022). Given participants 

still experienced psychosis symptoms, it is possible that despite reducing latency, the 

quality of sleep gained was low, so sleep deprivation was continuing to accumulate. 

Further, given noted associations between reduced REM sleep and emotional 

dysregulation (Galbiati et al., 2020b) it may be that the suppression of REM sleep 

partially contributed to experiences non-suicidal self-injury characterised by 

emotional instability, as described by participants.  

4.6.3. Cognitive Behavioural Therapy for Insomnia (CBT-I) 

Sleep hygiene interventions have been considered amongst those with psychosis as 

they are cheap, easy to administer, and require minimal training amongst staff (Waite, 

Myers, et al., 2016). However, patients report that their sleep difficulties are related to 

psychosis and not lifestyle factors (Chiu et al., 2016), thus sleep hygiene is likely not 

helpful to this group with cases of chronic insomnia. There is emerging evidence that 

CBT-I interventions adapted for those with psychosis (e.g., focus on circadian 

disruption and interaction with psychosis experiences) (Freeman et al., 2015a) can be 

effective to both improve sleep and reduce delusions and hallucinations (Myers et al., 

2011). (Freeman et al., 2015b) found that an 8 session CBT-I intervention showed 

large improvements in sleep, whilst a more recent study showed indications of reduced 

insomnia and paranoia following CBT-I protocol in those At Risk of Psychosis (Waite 

et al., 2023). There are several other trials indicating promise (Hwang et al., 2019), 
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though it is noted that although international guidance recommends cognitive 

behavioural intervention for insomnia (Riemann et al., 2017) lack of training amongst 

clinical staff limits the use of non-pharmacological intervention.  

Notably, an important consideration when discussing the outcomes of CBT-I trials in 

psychosis is on the bi-directionality of the sleep-psychosis relationship. Although bi-

directionality is assumed and likely, CBT-I interventions have shown improvements in 

both sleep and psychosis symptoms, whereas improvement in psychosis symptoms 

has not shown improvement in sleep difficulties. Whilst there are a multitude of 

compounding and interacting variables involved in this assumption, it is important to 

note the contribution sleep disruptions may have to the onset and maintenance of 

psychosis and consider how appropriate sleep assessment and intervention are 

utilised in psychosis services.  

4.7. Non-Suicidal Self-Injury 

As discussed in the journal paper, participants discussed reduced emotional control 

following periods of sleep disturbance, which they describing contributing to non-

suicidal self-injury (NSSI). NSSI terminology is used interchangeably and there has 

been debate around its conceptualisation, which has likely limited understanding of 

such behaviours (Andover & Gibb, 2010). However, the most common definition 

includes ‘self-inflicted damage of the body without suicidal intent’ and commonly 

includes behaviours such as cutting the skin, head banging or hitting, and burning 

(Selby et al., 2015); all of which were described by participants in this thesis.  

Self-injurious behaviour is a serious public health concern, with 16-18% of adolescents 

(Muehlenkamp et al., 2012) and 6% of the general adult population engaging in such 

behaviours (Klonsky, 2011). The prevalence of NSSI in those engaging with mental 

health services is estimated to be between 40-80% (Kerr et al., 2010). Around 1 in 5 

patients with FEP have a history of NSSI, and there is persistent risk of NSSI in the 

period after initial treatment in early intervention services (Challis et al., 2013a). The 

link between NSSI and increased risk of suicidal ideation (Kiekens et al., 2018) and 

attempt (Victor & Klonsky, 2014b) is well-established, and recent research has shown 

NSSI is both highly prevalent and likely overlooked in SSD, FEP and ARMS groups 

(Lorentzen et al., 2022). 
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NSSI has been proposed to serve a number of functions in the literature, such as to 

regulate emotions, act as self-punishment, communicate distress, or to gain 

interpersonal affiliation (Edmondson et al., 2016). Similar to other concepts in 

suicidality research, there is a lack of qualitative research in this area despite 

qualitative research offering opportunity to gain an in-depth, contextualised 

understanding of the processes involved in NSSI (Peel‐Wainwright et al., 2021). The 

functions of NSSI in SSD and FEP populations is less explored. In addition to already 

established functions, research has acknowledged the potential role of command 

hallucinations and NSSI (as noted by participant 4 in this research) which has been 

considered a potentially overlooked cause of NSSI in SSDs (Lorentzen et al., 2022). 

Given associations between disturbed sleep and NSSI in adult populations (Zheng et 

al., 2023) and the mediating role of sleep disturbances in the relationship between 

trauma and self-injury (Short et al., 2015), NSSI in the context of sleep disturbances 

warrants further exploration in FEP. Notably, research has found that both lower age 

of self-harm onset and longer duration of self-harm are associated with increased 

frequency of NSSI and a risk of a first suicide attempt in adolescents (Brager-Larsen 

et al., 2022) Given younger age is a noted predictor for suicidal ideation and attempt 

in FEP (Vila‐Badia et al., 2022) screening and prevention strategies for NSSI in FEP 

are necessary. Studies have evidenced an elevated risk of NSSI during initial contact 

with early intervention services, which often persists, and thus should remain an early 

focus of care (Moe et al., 2022). Further, research has noted that childhood trauma is 

a significant contributor to NSSI in those with psychosis (Grattan et al., 2019), thus, 

thorough assessment of trauma history would allow clinicians to avoid retraumatising 

patients where possible and reducing NSSI.  

4.8. The Role of Clinical Psychology in Early Intervention Services  

National Institute for Health and Clinical Excellence (NICE) (2014) guidance states 

that a combination of antipsychotic medication and psychological therapy is the 

recommended treatment for FEP.  The need for clinical psychologists in psychosis 

services has long been discussed (BPS, 2005), however, changes in funding and 

service structure over recent decades has limited the consistent integration of 

psychologists in Early Intervention services. The role of clinical psychologists in the 

development, delivery, and evaluation of EIP services is critical, in order to assist 
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service managers and commissioners with service development, team functioning, 

and offer psychological intervention.  

There is considerable evidence that psychological therapies are effective for those 

with psychosis, both in Early Intervention and at later stages (T. M. Lincoln & 

Pedersen, 2019). Despite the noted efficacy of Cognitive-Behavioural interventions 

in reducing transition to psychosis (Hutton & Taylor, 2014) and in reducing distress 

and symptomology in longer term psychosis (Sitko et al., 2020), access to 

psychological therapies for people with psychosis remains challenging (Burgess-Barr 

et al., 2023) Other psychological therapies such as attachment or trauma informed 

therapies have shown efficacy for people who are experiencing psychosis (Longden 

et al., 2020), with evidence for further therapies ongoing (Hardy et al., 2024). 

Given the rise of referral rates to EIP following the Covid-19 pandemic (Moccia et al., 

2023), psychologically informed or specific psychological work offers a key 

opportunity to enhance the intervention offer for those accessing services. The role 

of the psychologist in EIP goes beyond delivering one-to-one therapy, for example, 

qualitative studies have noted the role of the clinical psychologist in helping to 

formulate risk behaviours in psychosis services (Wood et al., 2019a). Given the role 

of attachment in psychosis experiences (Berry et al., 2017), psychologists offer an 

appropriate professional to help the individual consider the role of attachment trauma 

in their experiences, alongside supporting staff within the service with relational 

difficulties. 

Clinical psychologists may also be appropriately placed to consider the contribution 

of lifestyle factors (such as sleep) on functional and quality of life outcomes (such as 

suicidal ideation) in psychosis services through formulation. Formulation offers a 

strategy to restore meaning to people’s experiences (Johnstone, 2018), which given 

the high rates of societal (Eliasson et al., 2021) and self-stigma (Arboleya-Faedo et 

al., 2023) in psychosis, is a necessary endeavour. Despite similarity in the 

characteristics and goals of EIP services, not all EIP services are structured the 

same (O’Connell et al., 2022). Psychologists are considered a fundamental part of 

the team in the NHS policy regarding EIP access and waiting time standard (NHS, 

2022), thus, it is hoped that the number of psychologists in EIP services in all 

geographical areas continues to grow.  
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4.8.1. Implications for Clinical Practice 

There are several proposed implications for future clinical practice, including the 

consideration of sleep as a contributing factor to psychosis experiences and suicidal 

ideation in FEP, and how the role of clinical psychology may be applied in this setting. 

A number of recommendations for clinical practice are integrated within this thesis, 

however this section will attempt to offer broader implications relevant to EIP. 

Given research has started to explore sleep disturbances as both distal and proximal 

suicide risk factors, it would be clinically useful to incorporate measures of sleep within 

suicide risk assessments in EIP services. Given the elevated risk of suicide in FEP 

and increasing knowledge of individuals with higher risk within this population (e.g., 

younger age, drug use, previous attempts), regular and thorough suicide risk 

assessment is of considerable importance in early intervention services (Hawton et 

al., 2005). Research suggests 80% patients who completed suicide in Early 

Intervention Services over a 5-year period, had had contact with the service within the 

previous either days (Javed & Das, 2022), indicating the critical role services could 

play in suicide prevention. Modifiable risk factors for suicide, such as sleep 

disturbances, should be routinely assessed amongst suicide risk and safety plans 

could also be reflective of the role of sleep disturbances in suicide risk. For example, 

making safety plans for nights or days characterised by lower than normal sleep 

quality, or higher than normal difficulty staying asleep. Alongside risk assessment and 

safety planning, there is a need for more specially targeted suicide prevention 

strategies in EIP; considering sleep improvement interventions may be part of this.  

To improve service awareness of the role of sleep disturbance in psychosis onset and 

maintenance and its likely relationship with suicidal ideation, there is scope for 

professional development and training delivered by a clinical psychologist in EIP 

teams. The role of clinical psychologists in teams extends beyond a therapeutic role 

and includes supervision, consultation and training (Wood et al., 2019b). Despite this 

assertion, it is noted that clinical psychologists working in MDTs often detail their 

experience of extending psychological knowledge to staff is through ‘chipping in’ in 

MDT meetings rather than specific training (Christofides et al., 2012). Though, findings 

of the aforementioned study noted that clinical psychologists may need more support 

to develop explicit training for staff within their roles.  



 
 

136 
 

This research emphasises the importance of the role of the clinical psychologist in EIP 

services through formulation. Participants in the present study described and reflected 

on the meaning attached to sleep disturbances in the context of psychosis and had 

constructed explanations for their experiences. The incorporation of lifestyle factors 

such as sleep and the implicated psychological processes (e.g., rumination and 

entrapment) into formulations may offer new routes into intervention for individuals in 

EIP care. Further, the role of team formulation facilitated by a psychologist may be 

helpful to extended understanding of the role of lifestyle factors such as sleep in ‘risk 

behaviours’ (such as NSSI and substance use) to team professionals, in order to 

reduce reactive and risk averse strategies, and encourage therapeutic conversation.  

Finally, this research emphasises the need for i) targeted suicide prevention strategies 

in FEP, inclusive of lifestyle factors and relevant demographics, ii) the standardised 

assessment of sleep disturbances and disorders in EIP, and  iii) the treatment of sleep 

disturbances as a modifiable risk factor in psychosis experiences. Assessment and 

diagnosis of comorbid sleep disorders that are considered treatable in their own right 

are needed. Further, standardised assessment of sleep disturbances when raised by 

patients is needed. A tool such as the ISI is accessible and standardised for this use 

as a screening tool.  

Given the contributory role of sleep in the onset and maintenance of psychosis 

(notwithstanding other relevant factors), there is a need for specific sleep intervention 

that is not solely reliant on hypnotic medication. Psychologically informed strategies 

such as ‘worry management in the night’ and sleep hygiene strategies should be made 

available to all staff to introduce the role of sleep in mental health difficulties to 

individuals in EIP care. Beyond this, there is a need for dedicated time, resource, and 

funding towards cognitive-behavioural interventions such as CBT-I (such as training 

nurses, psychologists, or other members of staff in this therapy) to improve the 

disruption that sleep disturbances and disorders cause to an individual’s mental health 

and quality of life.  

Clinicians should be mindful that assessing and targeting entrapment beliefs (whether 

surrounding sleep difficulty, or beliefs towards psychosis experiences more generally) 

could be helpful to modify risk (P. J. Taylor et al., 2011). Further, the role of entrapment 

as a potential explanatory mechanism of the sleep-suicide relationship holds clinical 
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implications; given the potential role of cognitive mechanisms contributing to both 

insomnia (A. G. Harvey & Tang, 2012) and entrapment, these could be targeted in 

psychological intervention.  

4.9. Limitations 

As noted in the journal paper, there are several limitations in the present study that 

are important to consider when interpreting the findings. This section will offer further 

limitations that were not explored in the journal paper. The context of the present 

study was conducted within one NHS Trust in the midlands of England. The funding 

and organisational structure of Early Intervention Services differ across NHS Trusts 

and thus geographical areas of the UK (O’Connell et al., 2022), so it may be that the 

findings in this thesis are in some places reflective of the care in this singular Trust. 

However, despite disparity in service structure (and subsequent availability of certain 

professionals), all services must adhere to the National Clinical Audit for Psychosis, 

which is designed to help improve the care individuals receive in Early Intervention 

Psychosis Services across England and Wales, so the majority of aspects of care 

should be standardised.   

Given research has noted higher risk age groups for suicide (Pelizza et al., 2021), 

and other risk factors for suicide in FEP, it is important to note that participants in this 

study were demographically diverse, which may have impacted findings. However, 

the diversity of experience in reference to the qualitative work was insightful, given 

despite diversity, there was much commonality in experience regarding disrupted 

sleep. Due to the resource of this thesis only English-speaking participants were able 

to be recruited, thus, it is possible that the experiences of some individuals may have 

been missed. Further, the diversity of participants was also evident in measures of 

suicidal ideation and symptomology. For example, the range of PBQ scores was 0-

20, and BSS from 0-7. Whilst there are limitations of the included measures (see 

Section 2), it is also fair to state there was considerably heterogeneity in participants 

current psychological wellbeing and ‘recovery’ stage.  

All participants disclosed having self-reported sleep difficulties, so in some respects 

in can be assumed that the individuals recruited had an interest in sleep 

disturbances and their relationship to other functional outcomes. However, all 

participants noted previous experiences where they had considered sleep as 
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influential in their experiences of psychosis prior to meeting with the researcher, so 

the perceived temporal order of events (e.g., sleep disturbed prior to psychosis) was 

already established.  

Given all participants were currently able to consent to participating and were not 

experiencing acute psychotic symptoms, they were able to reflect on previous 

periods of acute difficulties. It is important to consider that in this context some of the 

qualitative content was retrospective, whereby participants are recalling events from 

weeks to years ago. Regardless of the mode of data collection, reliance on the 

participants recall of past events is unavoidable (Khare & Vedel, 2019). However, 

inaccurate or incomplete recollection, and subsequent recall bias can be problematic 

in health research (Brusco & Watts, 2015). Being unable to recollect a memory in 

absolute entirety is a reported difficulty in longer recall periods and may be 

particularly relevant in this population due to the ubiquity of dissociative 

presentations with psychoses (Longden et al., 2020), and associations between 

dissociation and memory fragmentation (White et al., 2013). However, studies have 

noted that the emotional saliency of events are important in memory recall 

(Ottenstein & Lischetzke, 2020) (particularly negative emotional events such as fear 

and sadness were recalled more accurately), and less frequent events such as 

hospitalisation and specialist interactions in healthcare are more accurately reported 

(Seidl et al., 2016). Thus, although there may be some query about retrospective 

recall in some instances, there is evidence to suggest that memory of such 

experiences should not be highly compromised.  

Finally, a limitation of the current research was that a psychological model, and thus 

psychological formulation, was not used in understanding the role of sleep and 

psychosis in this study. Whilst the qualitative element of the research sought to 

facilitate construction of participant experiences, formulation would allow the 

consideration of individuality of experience and explore the role of psychological 

processes further (Johnstone, 2018). For example, questions raised such as the 

function of NSSI in this group, the role of rumination, and perceived contributors (to 

name a few potential areas of interest) to the onset of sleep disturbance were not 

explored. Additionally, given the role of trauma in the development of psychosis 

(Stanton et al., 2020), it would be important to explore sleep as a ‘trigger’ (and thus 



 
 

139 
 

possible mediator or moderator) in the relationship between disturbed sleep and 

psychosis.  

5. Future Research Directions 

The findings of this thesis indicate areas that may warrant attention for future 

research. Much of the future directions are discussed explicitly in the journal paper, 

so this section will aim to broadly summarise future research directions. 

1. Despite its limited use (Davies et al., 2017), this research has indicated that 

actigraphy is feasible to use with those with FEP to explore distinct aspects of 

sleep over longer periods of time. Thus, adequately powered research 

exploring associations between specific actigraphy measured sleep 

disturbances, psychosis symptoms, and suicidal ideation is warranted. 

2. This research noted a range of disrupted sleep parameters in this participant 

group (such as duration, WASO, and sleep latency). Exploration of distinct 

sleep parameters and their relationship with both symptoms and suicidality 

(particularly ideation and attempt) is warranted. Further, given research noting 

the importance of the timing of nocturnal wakefulness (Perlis, Grandner, 

Chakravorty, et al., 2016; Tubbs et al., 2021, 2022) in the sleep-suicidality 

relationship, studies exploring the duration, timing, and frequency of WASO 

may be useful. 

3. Considerable variability both within and between participants data was 

observed. Given associations with earlier nocturnal wakefulness (Perlis, 

Grandner, Brown, et al., 2016; Tubbs et al., 2021) and suicidality, and sleep 

variability and NSSI, the absence of a consistent sleep schedule may be 

notable in this group and warrants further attention.  

4. Considering sleep disturbances as both a distal and proximal risk factor for 

suicidality in FEP is necessary. Given relationships between insomnia and 

suicidality over longer-term periods in FEP (Ayers et al., 2024; Ketcham et al., 

2024), relationships between discrete sleep parameters (such as duration or 

WASO) over longer periods to consider aspects of sleep as distal risk factors 

for suicidality is needed. Further, methods such as EMA that sample 

momentary measures may be useful to capture daily fluctuations in both sleep 
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and suicidal thoughts in order to inform knowledge of proximal or acute 

predictors of suicidality in FEP. 

5. In the qualitative data, many participants discussed using substances to fall 

and remain asleep. However, many noted they did not achieve better quality 

sleep, thus, implicitly implicating the role of sleep quality in their experiences 

of restful sleep. Considering a measure of sleep quality, such as the 

Pittsburgh Sleep Quality Index (Buysse et al., 1989) may be useful in future 

work. There is some research exploring sleep quality in psychosis (S. Clarke 

et al., 2021; Ered et al., 2018), and in the sleep-suicide relationship more 

broadly (Holdaway et al., 2018; Shepard et al., 2022), yet this area remains 

unexplored in FEP. 

6. The lack of qualitative work in the sleep-psychosis and sleep-suicide 

relationship is notable. Qualitative research facilitates deeper insight into 

plausible relationships (Stores et al., 2023) and adds both context and 

meaning to identified associations. Further, qualitative work allows exploration 

of the psychological processes involved in the sleep-suicide relationship as 

discussed in this work (such as rumination, hopelessness, and entrapment).  

5. Critical Reflection 

6.1. Project development 

Prior to training, I had experience of undertaking both qualitative and quantitative 

research, focused broadly in the area of lifestyle and mental health. As discussed in 

section 2.3, lifestyle factors (such as sleep and physical activity) in the context of 

complex mental health problems is an area I have continued to feel passionate about. 

Though I wanted to continue and develop as a scientist-practitioner, I knew that I 

needed to choose a research project that I would remain passionate about in three 

years work. I wanted to continue to work in an area that felt important to me and would 

allow me to continue to pursue a career in both research and clinical psychology 

following training.  

Two of my previous supervisors, who I now consider friends, continued to indirectly 

encourage and support my research interests in sleep. When on my first-year 

placement, the office was conveniently situated next to the EIP team, and due to my 

interests in psychosis I was supported by my supervisor to shadow and collaborate 
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with EIP. During my shadowing, I noticed so many participants disclosed difficulties 

sleeping, and this was a consistent discussion in MDT meetings. On researching 

further, I was drawn to research describing the proposed relationship between sleep 

and unusual experiences across the psychosis spectrum. From discussions during my 

PhD and with previous colleagues, I had insight into the association between sleep 

and suicide and was drawn to this area of research in psychosis. I was surprised when 

reviewing the literature about the several things, (i) that much of the research used 

single-item measures of sleep, and actigraphy was uncommon; (ii) the lack of ‘voice’ 

in studies, as very few included qualitative research; and (iii) the focus on longer-term 

psychosis, and limited exploration in FEP. 

Working with people who have experienced trauma often involves (safely) exploring 

the past and gives voice to experiences that have often been banished from sharing, 

or have been blocked entirely from the conscious mind. Clinical psychology often 

involves working ‘backwards’ whereby exploration of past experiences allows links to 

be made in the present. I wondered whether understanding a change in phenomena 

such as sleep in the early stages of psychosis would allow for earlier monitoring and 

intervention that may ultimately play a small part in someone’s experience. I felt 

passionate about continuing to research in my area of interest, whilst developing a 

project that gave voice to those who are often unheard. Whilst I have enjoyed writing 

my thesis, there have been considerable challenges along the way. I believe my 

experiences have influenced my approach to research and clinical practice in the 

future, and I will discuss this in the subsequent sections.  

6.2. Methodological Choice 

Throughout the first year of training, my project evolved considerably between protocol 

submission and my application for ethics. Due to the constraints of academia, in my 

previous research I had neglected the role of those with lived experience when 

developing a project. However, the participants I met at the hospital taught me so much 

about ensuring that research projects reflected the needs and wishes of the population 

of interest, and conducting research with, rather than ‘on’ people. Consequently, I 

enjoyed the research panels attended in first year and the engagement with the Trent 

DClinPsy SUCAP members. When I proposed my research (that was initially a 

longitudinal study) with multiple data collection time points, a SUCAP member noted 
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that number of time points may pose a problem with demand and resource for a 

DClinPsy project, but also potentially neglected the qualitative experience. Initially, I 

had proposed multiple, shorter interviews in line with longitudinal time points, however, 

the SUCAP member offered the reflection that this may detract from the depth of 

insight I received. When considering the lack of wider literature regarding sleep and 

suicidality in FEP, and the limited qualitative work in those with psychosis generally, it 

made both pragmatic and academic sense to use a cross-sectional design. 

Considering the quantitative methods involved in this project resulted in considerable 

debate. Whilst the measures in this study are appropriate to address the research 

question (notwithstanding limitations noted in Section 2 and 4.8), their choice was also 

impacted by resource, time, and available training in the timescale and scope of a 

DClinPsy project. Some measures required advanced training, whilst in other cases 

suitable measures had been published following ethical approval. I found balancing 

the expectations of the project I would like to complete with the demands of training 

difficult, and conversations in supervision were so helpful to “reign in” my ideas and 

develop a project that was both academically and practically robust and clinically 

meaningful.  

6.3. Ethics and Recruitment 

The process of ethical approval for this project was one of the most time consuming 

and frustrating parts of the work. The IRAS process was arduous and felt repetitive, 

and I became frustrated with the number of iterations I had to complete with the 

sponsor before being approved for submission. In the subsequent REC review, I was 

reminded of the broad range of professionals involved in approval; for many, the topics 

of both psychosis and suicide raised some concern. In my clinical experience I had 

witnessed the importance of disclosing suicidal thoughts, supported by the knowledge 

that research has noted talking about suicide contributes to alleviated risk (Bryan et 

al., 2018). However, the REC process furthered my understanding of the importance 

of communicating this with those with do not work in mental health professions and 

prompted me to reflect on my rationale and ensure this topic was clinically meaningful 

and ethically sound.  

The recruitment process also did not come without challenge. The two team leaders 

in EIP were incredible at advertising my research in team meetings, service reviews, 
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and in communication with clients. However, only having a day a week to complete 

research activities prompted me to reflect on the importance of time in a research 

context, both to initiate participant contact, but to build relationships and be ‘visible’ in 

the service of interest. My project required EIP professionals to gain consent to be 

contacted by myself from the participant, which felt like an additional demand to add 

to their workload when staffing was already low. In my previous work I had perhaps 

neglected the lived experience of those supporting those with mental health difficulties. 

In this project, the input I received from EIP managers and team members helped 

guide my project and discuss practical considerations that I may otherwise have 

overlooked. I aimed to attend service meetings to advertise my research but 

emphasise the clinical benefit of this work with FEP clients. When being involved with 

research in the future, I will consider allocating time in the process to build relationships 

with service managers and team members. 

Recruitment for this project in some ways was paradoxical. Several participants 

consented to take part and in initial phone calls when discussing the research, 

disclosed they had experienced poor and/or worsening sleep. In three cases, over the 

next week when we were arranging to meet, two participants were admitted to hospital 

due to a deterioration in their mental health, and another experienced heightened 

paranoia and was unable to be seen alone.  A limitation of the work, as discussed, was 

only people ‘well enough’ to consent were able to participate, which excluded those 

who were experiencing acute psychosis, and in some cases acute sleep deprivation. 

This remained a noted challenge in the research, as in many cases, participants 

struggled to trust others and experienced paranoia, thus, relationship building and 

creating safety was an important part of the process. In future, I would like to allocate 

a small proportion of time to be able to engage more meaningfully with participants to 

establish safety whether in the recruitment or data collection process.  

6.4. Data Collection and Analysis 

There is considerably less qualitative work undertaken with those with psychosis than 

other mental health presentations, and attrition statistics from previous studies 

indicated both engagement and adherence to the research process was low in FEP 

and longer-term psychosis. Subsequently, prior to starting the project, I was 

apprehensive about undertaking interviews. However, the qualitative component of 
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this research became arguably the most informative aspect by adding context, 

meaning, and insight into the psychological processes attached to the proposed sleep-

suicide relationship in FEP. 

In contrast with previous research noting limited engagement, all participants were 

enthusiastic about wanting to share their experiences of sleep. In most cases, the 

interview felt natural and conversational, and I discussed the difficulties of 

disentangling my role as a researcher and a clinical psychologist with my supervisor. 

I found myself wanting to further explore the processes and perceived meaning behind 

some of their experiences but was careful to ensure that our discussion remained in 

the boundaries of the research scope, and did not transition to participants ‘stories’. In 

several cases, participants disclosed experiencing abuse and how this related to the 

unusual experiences they had, such as hearing voices. This dynamic was difficult to 

navigate as I wanted to ensure they felt heard and continued to feel safe enough to 

share such personal experiences, but I was conscious that the implicit ‘contract’ of the 

research did not involve such discussion. It was challenging to redirect conversation 

towards what they had previously consented to without feeling dismissive.  

I found the interview schedule very restrictive, and the most meaningful interviews 

were those that felt ‘free flowing’. I enjoyed the qualitative aspect of the work (from 

data collection to analysis) much more enjoyable, which has re-emphasised my 

favoured research methodology for future work. Being able to hear the lived stories 

and construction of experience from participants felt both valuable and informative, 

and I have attempted to ensure that both in this thesis and the journal paper that I 

have emphasised the problems of neglecting qualitative research, and endorsed the 

need for further qualitative work in the sleep-suicide and sleep-psychosis field.  

I think due to the significance that the participants afforded to sleep in their construction 

of psychosis experiences, I felt a sense of pressure to do the data “justice” in analysis. 

I felt that the time-demands of a DClinPsy project were always present and at times I 

felt conflicted between being ‘internally rushed’ to be able to continue with the next 

thesis section, and feeling frustrated as I wanted to complete a slower, iterative 

process. Due to the scope of the research question, there were avenues of exploration 

in the interview and subsequent codes in the analysis process that I had to neglect. 

When coding before, I have noticed a tendency to code everything to ensure 
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everything is captured. This was potentially reflected in my initial findings draft, which 

my supervisor reviewed. We discussed that whilst the theme ‘told a story’, this perhaps 

came at the expense of nuance within this, and it became a difficult balance to ensure 

that the themes presented were inclusive of participant experience but did not become 

descriptive ‘bucket themes.  

When analysing the Actiwatch data, I found the process of visually exploring 

participants sleep and wake patterns really interesting. I began to internally connect 

the stories they had told me the data I could see. For example, participants 4 and 10 

still experienced significant sleep disruption and had described nights where they are 

unable to sleep due to unusual experiences or continual awakenings, which was 

evidenced in the data due to later sleep hours and further awakenings. I would have 

enjoyed an additional formulative aspect to this project (or as a future project) to 

construct an understanding of how and why sleep becomes disturbed what maintains 

this for each individual, to add further meaning to the data. 

Finally, I noticed that at times I withdrew from attending supervision (giving reasons 

such as not having much to discuss because I was ‘getting on with things’). In final 

year, we completed a questionnaire for the FGI module that indicated I have a 

tendency and preference to work alone. This complimented my CAT reformulation 

completed in first year that acknowledged I can fall into a role of shutting people out, 

particularly if there is opportunity for perceived judgement or criticism. I had never felt 

criticised by my supervisor throughout the project, but upon reflection now I wonder if 

at times, due to the external circumstances I was juggling throughout training, that it 

became easier in the short-term to meet semi-regularly for supervision. As the project 

progressed, I was able to discuss my tendency to withdraw more broadly with Laura 

Hancox, and following this made a conscious effort to book in multiple supervisions in 

advance, which in the analysis stage were valuable.  

 

6.5. Writing up 

Having written a PhD thesis, I had initially felt relatively comfortable with the idea of 

writing a DClinPsy thesis due to familiarly with the process. The experience of 

completing a PhD was something I endeavoured to keep to myself throughout training, 

and rarely (if ever, if I could avoid it), did I mention my PhD experiences to anyone on 

training. Research and writing has been something I have enjoyed for a number of 
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years, however, I was naïve in anticipating the volume of work in the time scale of 

training, and balancing placement, other assignments, and my life outside the course 

within this. My PhD experiences felt luxurious in comparison, where the majority of my 

working week consisted of at least some allocated time to write. This contrast was 

initially very difficult, and I felt frustrated and sad at different points of the write up that 

I felt I could not give ‘all’ of myself to the work. Due to caring demands for family 

members in late 23 and early 24, I had hugely neglected the write-up of my thesis and 

was faced with a lot to do in a very short time prior to submission. Though many events 

were unavoidable, and I would not change the time I spent in other places during this 

time, in future work, I will endeavour to allocate even small pockets of time to write. 

A considerable challenge I experienced during the writing process was the ensuring 

consistent use of terminology. In most academic journals, ‘psychosis symptoms’ or 

‘positive symptoms’ are the accepted operationalisation of the broad range of 

experiences those with psychosis experience. I found this challenging, as the 

medicalised view conflicts with my construction of psychosis, and I have a preference 

for the term ‘unusual experiences’.  I found talking about ‘psychotic disorders’ 

particularly challenging, particularly given such experiences are often rooted in 

trauma, poverty, and other adverse personal and social circumstances. I was aware 

in an academic sense there was a need to operationalise things, and it was not 

pragmatic or accepted by many potential journals to use alternative terminology. This 

made me consider the gap between academia and practice at times, and although 

huge efforts have made to continue to close this gap, as a researcher-clinician, this 

was something I struggled with. When talking to participants in the research I aimed 

to use their language. For example, some participants discussed “my episode”, whilst 

others preferred “symptoms” over “unusual experiences”. Ultimately, the experiences 

and preferences are individual, which is what makes for difficulty in using consistent 

terminology in academic papers.  

Whilst insights were gleaned in this study, suggestions such as the incorporation of 

qualitative research to give patient voice is in line with trauma-informed healthcare 

strategies and is not new phenomena. However, problematic and stigmatising 

narratives are still very present around people with psychosis. Perspectives on 

psychosis date back to much earlier work (such as Bentall’s ‘madness explained’ and 

the ‘divided self’ by R.D. Laing) and incorporate perspectives on what would now be 
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understood as dissociation and trauma responses. However, in the public domain, and 

despite increased awareness of more common mental health difficulties, psychosis 

often remains taboo and misunderstood, and we still have a long way to go.  

6.6. Challenges 

Throughout completing this thesis, I encountered a number of personal challenges. 

The unexpected illness and loss of one of the most important people in my life offered 

a challenge that I had not yet experienced and had a huge impact on my well-being 

and subsequent ability to work effectively. I have no doubt that I would have struggled 

to finish my thesis and training generally without the support I have been given from 

the course and my friends. What is notable for me now looking back, is that the loss 

of my nan impacted my investment in this topic when writing up. During her illness, 

and following her death, for months I slept very little, struggling to fall asleep and 

awaking in the early hours, dreading going to bed and the inevitably of waking up. This 

experience compounded my understanding of the influence of ‘trauma’, and the other 

psychological processes contributing to disrupted sleep. Throughout this period, I 

became preoccupied with my own health and the health of others, and upon reflection 

I can see how this cycle became reinforced by the lack of sleep I was experiencing 

and subsequent lack of emotional processing. These reflections in the write up 

provided me with motivation to push through, reminding me of the close connection 

anyone at any time may have to these experiences.  

Another challenge I encountered was developing a project that was clinically 

meaningful in the scope of a DClinPsy project. My project altered a lot throughout the 

first 18 months of training due to resource, time-demands, staffing, and the findings of 

my systematic review. In comparison to some of my friends who were able to recruit 

through social media and/or complete data collection online, I felt an alternative 

challenge such as engaging with already stretched NHS services and the time 

demands that came from attending services, meeting with participants, and 

recollecting the Actiwatch a week later. My supervisor was helpful in making me “reign 

in” my research ideas to something pragmatic, but that was also in line with the 

evidence base so far. Through iteration, I could see that my initial idea was both too 

ambitious and also too big a leap from where the evidence currently existed, and 

supervision allowed me to develop a clinically meaningful project.  
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5.7. Implications for Personal Clinical Practice  

Alongside other aspects of clinical training, completing this research has impacted my 

practice and helped to shape an idea of my working life moving forwards. This work 

has added to my view that working relationships are imperative in mental health 

services for effective engagement with staff and clients. Attending MDT meetings and 

making time to meet people face to face adds value and ‘visibility’ to your role and 

helped facilitate relationships that allowed me to work collaboratively with EIP on this 

project. However, it was challenging to conduct a DClinPsy research project in a 

service without psychologists, and throughout my trips to the office I was continually 

reminded (often verbally!) that the service would benefit from a psychologist. In my 

development, it made me realise that in my initial stages of post qualification that I 

would like to work in a service whereby I am not the sole psychologist, in order to 

continue to build relationships and learn from others more experienced than myself. 

Upon qualifying, I hope to work in a community mental health team with people who 

have experienced longstanding mental health difficulties and complex trauma, and 

may have experiences such as psychosis, dissociative presentations, and relational 

difficulties. I feel passionate about giving individuals voice in this area and providing a 

safe relationship.  

Finally, when completing my PhD, I considered how much I enjoyed talking to 

individuals and constructing meaning in their lives, though throughout training, I 

noticed that I actually enjoyed the process of having assignments and a thesis (not 

including the time restrictions and other difficulties!). These reflections have led me to 

consider a dual role in clinical psychology and academia, and I have started to 

consider ways I may go about this. However, the most important thing I have taken 

from this work is the value of time. Going forwards, I’d like to continue with research 

as an integrated part of my week with time afforded to the process,  

5.8. Dissemination 

I feel that research dissemination is important, especially through channels that will 

allow participants and involved service to hear about the findings. Following the 

submission of this thesis, I am planning to produce an accessible summary of the main 

findings to share with participants, as well as the Early Intervention team that kindly 

supported my project. With my remaining study budget, I am hoping to find an 
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appropriate conference to present this research and will aim to submit this journal for 

publication.  

JP word count: 8900 

Extended word count: 33577 (excluding figures, tables, references, and 

appendices) 

Total word count: 41575 
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Appendix B: Participant Information Sheet 

Participant Information Sheet (PIS) 

(Final version 2.0 : 25/0523) 

IRAS Project ID: 323182 

 

Title of Study: Sleep disturbance, unusual experiences, and suicidal ideation in First 

Episode Pscyhosis 

 

Name of Primary Researcher: Eva Rogers, Trainee Clinical Psychologist  

Local Researcher(s): Dr Mark Gresswell, Programme Director – Trent Doctorate in 

Clinical Psychology; Dr Simon Durrant, Associate Professor and Director of the 

University of Lincoln Sleep and Cognition Laboratory  

 

We would like to invite you to take part in our research study. Before you decide, we 

would like you to understand why the research is being done and what it would involve 

for you. Information about the study is in this information sheet. One of our team will 

go through the information sheet with you and answer any questions you have. Talk 

to others about the study if you wish. Ask us if there is anything that is not clear. You 

can contact us using the information at the bottom.  

 

Why is the study being done? 
My name is Eva and I am a Trainee Clinical Psychologist at the University of 

Nottingham and the NHS. As a trainee clinical psychologist, I am learning to help 

people who may have problems with their mental health. Mental health is how we think 

and feel about things – how we think and feel about things can effect what we do, or 

how we behave. Part of learning to be a clinical psychologist involves doing a research 

study.  

Lots of people who have problems with their mental health notice changes in their 

sleep (sometimes they sleep too much, sleep too little or wake up a lot in the night). 

Sometimes sleep problems can affect how happy and able we are to go about our day, 

and they can also affect how much time we spend thinking about difficult things that 

might have happened to us. I am interested in looking at how sleep problems might 

effect unusual experiences (these can be called psychotic symptoms), and suicidal 

thoughts.  

 

Why have I been invited? 
You are being invited to take part because you are currently receiving support from 

the Early Intervention in Psychosis Team. You have been asked to take part in this 

study because you might be having some unusual experiences and your care co-

ordinator thought you might like to participate. We are hoping 22 people like you will 

take part in our study.   
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Do I have to take part? 
No. It is up to you to decide whether or not to take part.  You can have 24 hours to 

think about it and ask as many questions as you would like. You can say yes or no. If 

you do decide to take part you will be given this information sheet to keep and be 

asked to sign a consent form. If you decide to take part you are still free to stop 

participating at any time and without giving a reason. This would not effect the care 

you receive from the Early Intervention Psychosis team.  

What will happen to me if I take part? 
If you say yes, you do want to take part in the study, this will happen: 

You will meet with the researcher to complete a consent form. This is a written way of 

saying you understand the study and want to take part. You can ask me any questions 

you have. Your care co-ordinator will be at this meeting so you will be able to ask the 

researcher or your care co-ordinator any questions you might have. 

At this meeting you will be shown the sleep watch (this is called an Actigraph) that you 

wear on your wrist. You can ask any questions you would like about this and you can 

try it on to see if it is comfortable. 

If you feel happy to take part in the study, you will be asked to complete the consent 

form. 

After you have completed the consent form, you will then be asked to fill in three 

short questionnaires. They will take about 20 minutes to complete. One is about your 

sleep experiences currently, one is about unusual experiences, and the final one is 

about suicidal thoughts. We are asking you to complete these questionnaires 

because there is lots of research that suggests that our sleep might affect our 

thinking and our feelings.   

After you have finished the questionnaires, I will put the watch on your wrist so it starts 

recording. It only records whether you are moving or not, and cannot tell me where 

you have been or what you have been doing. I will ask that you keep the watch on as 

much as possible, and especially at night when you sleep. You will be asked to wear 

the sleep watch for seven days – we would like you to keep this on all of the time! You 

can take it off when you go in the shower, but it is important that you keep it on as 

much as you can (especially when you are in bed). The watch doesn’t make any noise 

or show any colours, so you shouldn’t notice it too much. 

At the end of the 7 day period, we will arrange another meeting where you come in 

and return the watch. This is so I can download the data and analyse it. I will then 

ask you some questions to understand what you think about sleep, unusual 

experiences and suicidal thoughts, and it will last about 20-30 minutes. I will record 

the interview on a voice recorder. After we have finished the interview I will listen to it 

and write up what you said on a word document. This document will not have your 

name on and nobody will know it is you. The recording of our conversation will be 

stored with the other data from the study and kept in a secure location. 

When the interview is finished, that is the end of our study.  
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Expenses and payments 

You will be given a £10 amazon voucher for taking part in the study. If you usually 

claim travel costs for appointments, you can still do that.  

 

What are the possible disadvantages and risks of taking part?  
You will be asked to wear the sleep watch for seven days at a time. The watch is 

comfortable and you should not notice you are wearing it, but if you do find it 

uncomfortable, or have any questions about it, you can ask the researcher at any time.  

 

One of the questionnaires asks you questions about suicidal thoughts. These 

questions might be difficult to answer if you have had a difficult week. But, lots of 

research has shown that being able to talk about difficult times for us can help us make 

sense of what happened.  

 

If at any point the research team or a member of your usual care team feel you may 

be a risk to yourself or others, appropriate action will be taken. 

 

What are the possible benefits of taking part? 
There is not much information about sleep, unusual experiences, and suicidal thoughts 

in people experiencing First Episode Psychosis. This study might help us understand 

how sleep can effect unusual experiences, and suicidal thoughts.   

 

The information from the sleep watch will tell us how much sleep you are getting, and 

if there are any problems with it. This information is really useful to help us understand 

what sleep looks like for people who are experiencing First Episode Psychosis. The 

information from the questionnaires and interviews may help us understand if your 

sleep is effecting your thoughts and feelings, and will help us understand how you 

experience your sleep to impact your mental health. 

 

This study might help clinical psychologists, and people that work in Early Intervention 

Psychosis teams to know if sleep is important for mental health and how it relates to 

how you are thinking and feeling. This information could be really helpful for services 

to know how to improve care and help other people in the future.  

 

What happens when the research study stops? 
When the study finishes your care with the Early Intervention Psychosis team will 

continue as usual. You will no longer meet with Eva and take part in the study. We 

will keep your contact details for six months after – this is so you can see the data 

from your sleep watch, if you would like to.  

What if there is a problem? 
If you have a problem with the study or anything in the study is worrying you, you call 

tell Eva about it. Eva will try to help you and answer your questions. Eva’s contact 

details are given at the end of this information sheet. If you are still unhappy and you 

want to complain, you can do this by contacting: 

 

Email: PALSandComplaints@nottshc.nhs.uk Tel : 0115 9934542  

mailto:PALSandComplaints@nottshc.nhs.uk
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Write to: PALS and Complaints, Highbury Hospital, Highbury Road, Nottingham, NG6 

9DR 

 

In the event that something does go wrong and you are harmed during the research 

and this is due to someone's mistake, you may be able to take legal action for 

compensation against the University of Nottingham but you may have to pay your legal 

costs. 

 

Will my taking part in the study be kept confidential? 
We will follow ethical and legal practice and all information about you will be handled 

in confidence. 

 

Your data from the sleep watches, questionnaires, and interviews will be confidential. 

This means I will keep it private and it will only be used for the study. If you say 

something that makes me worried for your safety or someone else’s safety, I might 

have to tell someone. This would be to everyone safe, and I would tell you if I was 

going to tell someone. Only your care team, and the research team I am part of will 

know you are in the study. You can decide who else you tell about being in the study.  

 

The information that I collect about you and the research will be kept in a locked place 

at the University of Nottingham. The data from the sleep watch, the questionnaires, 

and the written document of the interviews will be kept on a Onedrive on a computer 

with a password. Only the research team will have access to this information. Under 

UK Data Protection laws the University is the Data Controller (legally responsible for 

the data security) and the Chief Investigator of this study is the Data Custodian 

(manages access to the data). This means we are responsible for looking after your 

information and using it properly. Your rights to access, change or move your 

information are limited as we need to manage your information in specific ways to 

comply with certain laws and for the research to be reliable and accurate. To safeguard 

your rights we will use the minimum personally – identifiable information possible. 

 

You can find out more about how we use your information and to read our privacy 

notice at: 

 

https://www.nottingham.ac.uk/utilities/privacy.aspx.  
 

The data collected for the study will be looked at and stored by authorised persons 

from the University of Nottingham who are organising the research. They may also be 

looked at by authorised people from regulatory organisations to check that the study 

is being carried out correctly. All will have a duty of confidentiality to you as a research 

participant and we will do our best to meet this duty. 

 

Your contact information will be kept by the University of Nottingham for six months 

after the end of the study so that we are able to contact you about the findings of the 

study, unless you let us know you do not want to be contacted. This information will 

be kept separately from the research data collected and only those who need to will 

have access to it.  All other data (research data) will be kept securely for 7 years.  After 
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this time your data will be disposed of securely.  During this time all precautions will 

be taken by all those involved to maintain your confidentiality, only members of the 

research team given permission by the data custodian will have access to your 

personal data. 

 

In accordance with the University of Nottingham’s, the Government’s and our funders’ 

policies we may share our research data with researchers in other Universities and 

organisations, including those in other countries, for research in health and social care. 

Sharing research data is important to allow peer scrutiny, re-use (and therefore 

avoiding duplication of research) and to understand the bigger picture in particular 

areas of research. Data sharing in this way is usually anonymised (so that you could 

not be identified) but if we need to share identifiable information we will seek your 

consent for this and ensure it is secure. You will be made aware then if the data is to 

be shared with countries whose data protection laws differ to those of the UK and how 

we will protect your confidentiality. 

 

What will happen if I don’t want to carry on with the study?  
Your participation is voluntary and you are free to withdraw at any time, without giving 

any reason, and without your legal rights or your mental health care being affected. If 

you withdraw we will no longer collect any information about you or from you but we 

will keep the information about you that we have already obtained as this information 

may have already been used in some analyses and may still be used in the final study 

analyses. You have 24 hours after the last time you wear the watch to decide if you 

would like your data to be included in the report.  

 

Involvement of the General Practitioner/Family doctor (GP)  
Your care co-Ordinator will know that you are taking part in the study. Your participation 

in the study will also be written in your care notes.  

 

What will happen to the results of the research study? 
I will write a report about the study. I will not use your name or personal details in the 

report so no one will know it was you. The report will be given to the University of 

Nottingham as part of my training to be a clinical psychologist, to show them what I 

have done.  

 

The report will be online for other people to see it. This will help people learn what 

sleep is like for people like you – this can help more research be done, and for care 

teams to learn more about how to help people. If you would like a copy of the report, 

you can ask Eva for it when it is completed. If you would like to know about the results 

of the study after, you can ask Eva. 

 

I might speak about the study at a presentation. No one will know you took part in the 

study except your care team and the researchers unless you tell them.  

 

Who is organising and funding the research? 
This research is being organised by the University of Nottingham and is being paid for 

by Health Education England.  
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Who has reviewed the study? 
All research in healthcare is looked at by independent group of people, called a 

Research Ethics Committee, to protect your interests. This study has been reviewed 

and given favourable opinion by [NHS Health Research Committee] Research Ethics 

Committee. 

 

Further information and contact details 
If you want to ask any questions, please contact me using the number of email address 

below. I am always happy to answer your questions. If you contact me, it does not 

mean you have to take part in the study. Thank you for reading this information. 

 

Contact details 

 

Eva Rogers, Trainee clinical psychologist 

Email: Eva.Rogers@nottingham.ac.uk 

Address: Trent Doctorate in Clinical Psychology, Division of Psychiatry and Applied 

Psychology, School of Medicine, University of Nottingham, Wollaton Road, 

Nottingham, NG8 1BB 

Dr Mark Gresswell, Programme Director – Trent Doctorate in Clinical Psychology.  

Email: mgresswell@lincoln.ac.uk 

Telephone: 01522 886820 

Address: Sarah Swift Building, University of Lincoln, 8 Bradford Wharf, Lincoln, LN5 

7AT 

 

Dr Simon Durrant, Senior Lecturer in Psychology and Director of the University of 

Lincoln Sleep Research Centre  

Email: Sidurrant@lincoln.ac.uk 

Telephone: 01522 886985 

Address: Sarah Swift Building, University of Lincoln, 8 Bradford Wharf, Lincoln, LN5 

7AT 

 

 

 

 

 

 

 

 

 

 

 

mailto:Eva.Rogers@nottingham.ac.uk
mailto:mgresswell@lincoln.ac.uk
mailto:Sidurrant@lincoln.ac.uk


 
 

201 
 

Appendix C: Participant Consent Form 

                    
 

CONSENT FORM 

(Final version 2.0: 25/05/23) 

Title of Study: Sleep disturbance, unusual experiences and suicidal ideation in First 
Episode Psychosis 

IRAS Project ID: 323182 

Name of Researcher: Eva Rogers         

Name of Participant: 

1. I confirm that I have read and understand the information sheet version number 
1.0 dated 25/05/23 for the above study and have had the opportunity to ask 
questions. 

2. I understand that my participation is voluntary and that I am free to withdraw at 
any time, without giving any reason, and without my medical care or legal rights 
being affected. I understand that should I withdraw then the information 
collected so far cannot be erased and that this information may still be used in 
the project analysis. 

3. I understand that relevant sections of my medical notes and data collected in 
the study may be looked at by authorised individuals from the University of 
Nottingham, the research group and regulatory authorities where it is relevant 
to my taking part in this study. I give permission for these individuals to have 
access to these records and to collect, store, analyse and publish information 
obtained from my participation in this study. I understand that my personal 
details will be kept confidential. 

4. I understand that the interview will be recorded and that anonymous direct 
quotes from the interview may be used in the study reports.  

5. I understand that my Care Co-ordinator will be made aware I will be taking part in 
the study 

6. I understand that the information collected about me will be used to support 
other research in the future, and may be shared anonymously with other researchers. 

7. I agree to take part in the above study. 

 

______________________ ______________     ____________________ 

Name of Participant   Date          Signature 
 

________________________ ______________     ____________________ 

Name of Person taking consent Date          Signature 

Please initial box 
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Appendix D: Interview Schedule 

Interview schedule 

(Final version 1.0 : date 30.03.23) 

Title of Study: Sleep disturbance, unusual experiences, and suicidal ideation in First 
Episode Psychosis 

 

IRAS Project ID: 323182 

Name of Researcher: Eva Rogers  

Tell me about you how your sleep is currently 

- Duration? amount of time in bed? number of times awakening in the night? 
difficulties falling/staying asleep 
 

How would you describe a good nights sleep? 

- How did you feel when falling asleep? And waking up? 
- What was it that makes it a good night’s sleep? 
- Is there anything that contributes to sleeping well? During the day? Night 

time? 
 

Can you tell me anything that affects your sleep? 

- Is there anything you have tried to improve your sleep? 
 

Do you have any examples where something in your life was affected by your sleep? 

- General mood and anxiety? 
- General mental health? 
- Daily tasks? Social relations? 

 

How would you describe your sleep when you are feeling well? 

- How is your sleep when you are feeling unwell? 
- Preceding psychosis episodes? Preceding periods of suicidal thoughts? 
- During psychosis episodes? During periods of suicidal thoughts? 
- After psychosis episodes? After periods of suicidal thoughts? 

 

Is there anything else you think is important to discuss about your sleep? 
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Appendix E : Example of Coded Transcript 
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Appendix F : Example of Written Summary of Interviews 
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