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ABSTRACT 

There is an exponential growth in lived experience work in the field of mental health, 

education, and research. Those in lived experience roles are people with personal experience 

of services and disabilities that use their experiences to help inform service provision that better 

meets the needs of other service users. The lead researcher has engaged in this type of work 

herself and noted that it made a profound impact on her identity. However, the current 

theoretical framework on identity including social identities and role identities, do not account 

for identities that span service user and service provider, as they are typically considered binary 

and oppositional. Therefore, this thesis aimed to explore and give greater clarity to the identities 

within this sector, how they can work together more effectively, and to better support the 

process of lived experience work.         

 To explore this, Study 1, a systematic review of the literature was conducted to 

understand the identities of lived experience researchers and providers. The EMERGES 

framework was developed, encompassing, Empowerment, Motivation, Empathy of the self and 

others, Recovery model and medical model, Growth and transformation, Exclusion and 

Survivor roots, factors influencing identity. The findings suggested that identity in the field of 

clinical psychology was under researched, providing the rationale to study the collective 

identity of clinical psychology training and its subgroups of Experts by Experience, Expert 

Carers, Trainee Clinical Psychologists and Experts by Qualification in separate focus groups 

in Study 2, to observe how their identities were socially constructed. It was hypothesized that 

the process of identification between trainees and their trainers would be influenced by 

individual differences in mental health and professional identities and personality differences 

which was tested in Study 3, a pilot study. Quantitative methods were used to understand how 

trainee clinical psychologists identified with these trainers. An in-group identification measure 

for trainee clinical psychologists was tested for reliability and validity. The study found three 

factors of cognitive, affective, and evaluative identification. Study 4, a preliminary study, 

gathered findings from across the thesis to understand lived experience researchers’ needs from 

supervision using Q methodology. Three types of lived experience researchers were found, the 

first focused on developing their skills, identity, growth, and empowerment, the second focused 

on understanding their relational and emotional link to the research, and the third focused on 

support to navigate personal and professional identities in practical and emotional ways. 

Together these studies provide insight into the identities in mental health, education, and 

research and ways to forward lived experience work.  
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THESIS OVERVIEW  

This PhD explores the identities in, mental health, education, and research with the aim to use 

this knowledge to connect groups in the sector, reduce ‘Them and Us’ divisions, support 

effective teamworking and promote better meaningful lived experience work. The groups 

within clinical psychology training are explored, including Experts by Experience (Service 

users and Carers), Trainee Clinical Psychologists and Experts by Qualification (Research 

Psychologists and Clinical Psychologists) and Lived experience researchers. Identity 

constructions are understood through how identity is spoken about within these settings by 

these groups. The dynamics in this thesis represent the mechanisms, contexts and directions 

that influence the positions of identity. The PhD researcher is an Expert by Experience herself 

and also an Expert by Qualification and generated the concept for the thesis based on this 

personal experience, with a personal subjective observation that these roles have had a 

profound impact on her identity. There is a shift within the thesis moving from a subjective 

account to the observed, with the PhD researcher aiming to move from introspection towards 

measuring the experience of others through the data. The PhD researcher revisits her own 

identity towards the end of the thesis, recognising how the cumulative wealth of knowledge 

from the research has influenced her own expertise in the lived experience field and how it has 

utility and can be applied in her further work and the work of others in the field.  

Chapter 1 identifies the motivation behind the research through anecdotal reflections. 

It begins by exploring how the research is an extension of the self, following on to discuss the 

importance of acknowledging objectivity and subjectivity and the use of supervision to 

negotiate relations to the research. A brief history of service user involvement is presented in 

Chapter 2. The theoretical basis of identity in Chapter 3 discusses social identity theory, 

identity theory, intersectionality, and liminality in the field. Although, it is argued that these 

theories are not sufficient in explaining the complex nature of lived experience roles. The thesis 

aims to give greater clarity to identities in mental health, education, and research. 

Chapter 4 (study 1) is a systematic review and narrative synthesis of the literature into 

understanding how the identity of lived experience researchers and providers are 

conceptualised in mental health, education, and research settings.  A conceptual framework to 

understand identity construction and formation was developed in the form of the EMERGES 

framework. An acronym for themes that influence identity encompassing, Empowerment and 

enablers, Motivation to integrate, Empathy of the self and others, Recovery model and medical 

model, Growth and transformation, Exclusion and Survivor roots. This is tested within this 
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chapter followed by reflections from a service user advisor of the research. Reflections from 

the PhD student and coproduced recommendations for the utility of the framework can be 

found at the end of the thesis.  

Chapter 5 (study 2) is an empirical qualitative study into understanding how groups in 

clinical psychology construct their identities (Service users, Carers, Trainees and Experts by 

Qualification). This study used focus groups to recreate social identities that these groups work 

within. The study was based on the first part of social identity theory, that of self-categorisation 

where individuals were first asked to self-define themselves into a particular group. This study 

details four focus groups and uses a thematic analysis with social constructionist approach to 

understand how identity is constructed across these groups and there is an exploration of 

whether similar or novel conceptions to the review are found. The empirical study uses a 

critical realist approach and roots the findings in contextual factors and deductively interprets 

the data through the EMERGES framework.  

Chapter 6 (study 3) is a pilot study that adopts and adapts an in-group identification 

measure and assesses its factor structure, reliability, and validity, to measure how trainee 

clinical psychologists, identify with their trainers. This is based on the second part to social 

identity theory, social identification, to understand how individuals come to belong to a group 

and their motivations behind this. Personality measures are used as predictors of cognitive and 

affective identification and these identification measures are used as predictors towards mental 

health and professional identities. The study creates a reliable and valid in-group identification 

measure for use with trainee clinical psychologists.  

Chapter 7, (study 4) a preliminary study brings together learning from empirical studies 

and the systematic review and reflective chapters and develops a Q methodology study 

identifying the priorities for supervision of lived experience researchers that identifies factors 

of lived experience researchers that can support in personalising supervision for lived 

experience researchers.  

Chapter 8 is a reflective chapter including entries by the PhD researcher and service 

user advisor to the thesis of their relation to the findings and is a way to support immersion in 

the research, offering additional insights into their own expertise as lived experience 

researchers.  

Chapter 9 is the discussion and concluding chapter that brings together the learning 

from each chapter and synthesises this in relation to the findings of the systematic review and  

identifies recommendations from across the thesis. This chapter attempts to address the 

importance of identity consciousness and exploration.  
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CHAPTER ONE 

 

WHO AM I?  

UNDERSTANDING THE IDENTITY  

OF THE RESEARCHER 

 

“The best way to find yourself is to lose yourself in the service of others.” 

  

~ Mahatma Gandhi 
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1.1. How the research is a reflection and extension of the self  

 

As the author of this PhD research, I am a lived experience researcher with Psychosis 

and I also work as an Expert by Experience, using and applying lived experiences and 

professional experiences to my work, which I observed shaped my identity. This research aims 

to apply the observation that lived experience roles are formative to identity and as the 

researcher, I am hoping to observe this in the real world. Throughout the thesis I will draw on 

personal reflections to underpin the research questions and which will be understood through 

the theoretical evidence base of Identity to contextualise these experiences. Social Identity 

theory (Tajfel & Turner, 1979), Identity theory (Stryker, 1980), Liminality (Turner & 

Abrahams, 1969) and Intersectionality (Crenshaw, 1989) will be used to understand the identity 

of lived experience researchers and providers and consider whether these are cohesive in 

capturing this population, or whether additions to the theoretical evidence base is required to 

adequately explain these identities. 

 As the researcher, I have significant experience of being a member of a service user 

group of two clinical psychology programmes. Through this experience, I developed a strong 

group membership and a personal identity as someone with a lived experience of mental illness. 

The group’s membership encouraged and fostered such an identity and enabled my voice to 

grow stronger and more powerful in communicating this identity to others within and outside 

of the clinical field, to raise awareness of mental health and challenge stigma. I also became a 

mental health activist as a result. Within my role as a service user representative, I taught a 

teaching session to clinical psychology trainees, regarding my lived experiences and identity, 

on the course where I shared my personal story and experience of psychosis and psychological 

and psychiatric treatment. The teaching that I delivered about my personal experiences, 

allowed me to make sense of my experiences and gain control of them through the way I spoke 

of and the narrative I understood them through. Through the process of being involved in 

service user involvement work I noted the impact and changes to my identity. It was important 

to me to understand this further and to see if other people’s identities are impacted through this 

work and context. 

The role of belonging to a service user group enabled a strong service user identity, but 

also encouraged a connection with other service users. However, at the same time influenced 

a barrier towards connecting with service providers and healthcare professionals with no direct 

experience of mental distress.  For example, I was at a conference where a speaker, who was a 

clinical psychologist, was talking about Psychosis, but it left me doubting their expertise, due 
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to the lack of personal experience of mental distress. Although, when the speaker said their 

family member had experience of psychosis, the story and experience began to resonate and 

connect more. This was attributed to the notion that it came from a place of direct experience 

and personal expertise. This experience inspired the idea that lived experience and professional 

attributes may differ in their emotive qualities and may resonate differently with trainee clinical 

psychologists, depending on their own mental health and professional identities and who they 

subjectively perceive as experts, those with experience or those with qualifications. It also 

made me aware that individuals can hold multiple identities that are triggered to manifest 

dependent on and specific to context. 

In my experience, the very nature of service user reference groups encourages 

identification with the lived experience identity and influences an acceptance of and strength 

of this identity. It is also evident through my experiences that belonging to a group and the 

centrality and saliency of this identity is strengthened when in a minority where I feel a need 

to use my voice to represent my in-group minority in which I belong, such as representing and 

advocating for ethnic minorities. This suggests that in-group status may also influence the 

acceptance of stigmatised identities through belonging and feeling a part of a group.  

I also work as a Service user Advisor for the National Clinical Audit of Psychosis to 

ensure the service user voice is represented and embedded within the design and outcomes of 

the research, working with key stakeholders such as the National Health Service (NHS) 

England and The Royal College of Psychiatrists. Therefore, I am aware how roles and 

occupation can result in the development of a professionalised service user identity. This 

professionalised identity may be perceived differently to the raw and emotive content of a 

service user speaking from personal experience. However, these distinct roles may have 

different purposes, and as the researcher, I have experience of both roles.  

As a former mental health nurse, I identified with service users due to the dominance 

of my own lived experience identity. However, the culture of the occupational role of being a 

mental health nurse encouraged a professional identity as a practitioner. This consequently 

encouraged a rejection of my lived experience identity within training as it was thought to act 

as a barrier between understanding other patients’ unique experiences and separating them 

from my own experiences.  These experiences suggested the idea that professional personas 

and sharing of lived experiences may be more useful in certain contexts.  

I therefore have multiple identities such as a service user identity, a professional identity 

and an activist researcher identity. These different identities are triggered and manifest 

themselves differently depending on the context. This research triggers a combination of these 
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Professional 

Service user 

 

Researcher 

Activist 

  

different identities to emerge that can be used to guide and inform the research. However, it is 

also clear to me that some aspects of my identity are more salient and central to my self-concept 

than others and this may also unintentionally affect and inform the research conducted in this 

PhD thesis.  

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1.1. A visual representation of the researcher’s multiple identities  

Figure 1.1 visualises the different identities the researcher holds as a PhD researcher. The 

different identities become more salient dependent on triggers in personal or professional 

contexts. The identities can exist independently, simultaneously and in different combinations. 

 

Therefore, the idea for this PhD research stems from a collection of these observations 

regarding my own identity, group membership and relation to others outside of that. These 

personal observations of the self in relation to others will help inform the research. However, I 

am aware that these personal identities may bias the work and therefore, where possible, theory 

and research will underpin and guide the research. The research is therefore a reflection of and 

an extension of my own personal experiences and I seek to validate and generalise these 

experiences to others and observe them in the real world. 

 

1.2. Separating the self from the research – the supervisory process  

The supervisory process was about supporting me as the researcher to contemplate the 

research and to support me to see my research from other perspectives as well as my own. The 

fundamental learning from this process has been to step outside of the research and allow it to 
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emerge and be observed from an unbiased viewpoint and to be able to perceive and interpret 

the emergence of data in a way that reflects reality. This has been a challenge for me as the 

subject matter of the thesis is an extension of my own experiences and tied strongly to my own 

identity. Therefore, learning how to separate the self from the research has been a challenge. 

However, there are advantages in having direct expertise related to the subject matter that may 

give insight into novel research ideas. Though, there are setbacks to allowing personal 

experience to guide and inform the research, as it can unintentionally create more bias in 

creation and interpretation of it. 

 Associating the research as a part of my own identity has made it more challenging for 

me to accept critique and feedback regarding the research, as all feedback has felt like a direct 

criticism of me as the researcher. Therefore, there were key advantages to learning to separate 

the self from the research and to become more of an objective researcher.  Being able to observe 

the research from the outside is essential in being able to interpret data from a bottom-up 

perspective, rather than a top-down perspective, and this allows for the research to be more 

sensitive, reliable and valid in interpreting the data. It also inhibits me, as the researcher, from 

interpreting the findings through my own personally held schemas. 

 Being an objective researcher is key in interpreting data to accurately represent findings 

that occur in the real world. However, it could be said that when interpreting data all researchers 

bring something of themselves and their experiences into it, suggesting all research is 

subjective. Therefore, it could be said that all research is biased in some respect, but there is 

value in identifying those biases and acknowledging their existence when conducting and 

interpreting data. 

 Being involved as a service user in research consultations of trainees’ research in my 

previous experience provided me with knowledge of what is expected of service users who are 

involved in research. However, it did not offer me insight into what it is like to be the researcher 

working with the service user. To some extent, whilst working with supervisors it felt as though 

as the researcher, I was back in my role as a service user involved in research and that the 

supervisors were actually coproducing their research with me as a service user group member.  

 In reality, my supervisors were treating me like I had expertise in service user 

involvement. However, from my perspective, they wanted to foster a researcher identity as 

opposed to a service user researcher identity. Being a researcher is a clear, and discrete role 

that encompasses an objective truth to emerge. However, being a service user researcher is 

more complex, as again, it brings personal experience into the mix, which may actually 

unintentionally act as a barrier to effectively conduct research. 
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 The service user involvement within the research acted like a mirror that reflected the 

dynamics of the supervisory process. As a researcher I had to act as the academic researcher, 

and act like my supervisors and coproduce with other service users. I had to now fit into the 

researcher identity whilst working with service users and carers that informed the research and 

supported its coproduction. This was difficult to do, as working from a service user led 

perspective requires relinquishing power and allowing others to direct and inform the research. 

However, I felt this was more difficult to do as a service user researcher where I felt the research 

should to some extent reflect my own experiences of the field too. The service user researcher 

identity is still a valid and important perspective to hold, but within the research, it was 

important to find a balance between my different held identities, as the researcher who is also 

a service user, service user researcher and researcher. This conflict of knowing when to draw 

on these different identities was a great challenge. A method used to reduce the bias and 

encourage the researcher to be more objective has therefore been to make use of a service user 

advisor to offer a perspective on the design and analysis of the research. 

 

1.3. Social positionality in relation to the research  

 

Despite feeling connected to the target research groups, my positionality relating to the 

research is an interesting position to be in as it almost lies outside of the periphery and 

boundaries of each trainer in clinical psychology (Expert by Experience (EBEs), Trainee 

Clinical Psychologists and Experts by Qualification (EBQs) including Clinical Psychologists 

and Research Psychologists), which should theoretically support me in being objective. The 

research is regarding identities involved in clinical psychology training including EBEs, 

Carers, Trainees and EBQs. Having been a service user and involved as a trainer in clinical 

psychology my identity is therefore strongly tied to my research area and I feel like the research 

is an extension of the self and it is difficult to separate the self from the research.   

 My PhD identity is somewhat of an outsider in each group I am connected to, for 

example the Expert by Experience group I am linked to potentially do not regard me as an 

Expert by Experience as I largely speak about the PhD research to them. I therefore feel that 

maybe my identity as an Expert by Experience may not be as visible there and this makes me 

feel disconnected from the group and affects my sense of belonging and moves me further 

away from the service user identity, which feels incongruent towards my personal identity. 

Another aspect of my research is about understanding the identities of Clinical 

Psychologists. Three of my supervisors are Clinical Psychologists and another supervisor is a 
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Research Psychologist, all of which teach on the Clinical Psychology doctorate. This is another 

dichotomy as they are linked to Clinical Psychology training, and again I do not feel connected 

to this as my role is as a PhD student in research psychology. This perspective may be 

influenced to some extent by the rhetoric and discourse from some Clinical Psychologists and 

their view of those with PhDs in psychology and their claim to be experts. It also to some extent 

undermines the PhD experience and challenges the expertise of the PhD regarding the domain 

of clinical psychology, as an expert that does not belong to the profession. Therefore, 

navigating the many identities involved in clinical psychology has been an interesting process, 

as well as negotiating, managing, and understanding where my own identity fits within this. 

My research is therefore important in terms of finding the mechanisms that better 

connect different groups and identities, so individuals feel like they belong to a social identity. 

My research will therefore hopefully be the missing piece that will provide insight into the key 

mechanisms that allow people to relate and connect with one another and better learn from 

each other. Moving through the PhD I am hoping I will get a better understanding of my unique 

position and identity and how I fit into the role and the wider world of mental health, education, 

and research. 

To understand my own social identities and the extent to which these apply to the 

research was important to measure in some way, so I created a social identity map of the 

different target groups I am researching and how I relate to these. Figure 1.2 shows the social 

identity mapping I performed, using a colour-graded system to represent high to low 

identification with these target groups. I find this exercise useful in allowing me to 

acknowledge my unique position within the research. As you can see, I identify more with 

EBEs and to some extent, Trainee Psychologists and EBQs, having trained and worked as a 

mental health professional previously. My connection or understanding of the identity of Carers 

is more limited and may therefore indicate this is an area I may require more guidance on. 

However, despite being better connected to EBEs, this may bias my perspective in some way, 

in that my experience may not generalise to all EBEs. The colour gradients may be an indicator 

of bias and subjectivity and/or objectivity. 

What connects these different target groups is that they all work in clinical psychology 

and my experience of being both mental health nurse and EBE gives me insight into the idea 

that lived experience and mental health experiences are present in all these groups, but the 

extent to which they are expected, acknowledged, or stigmatised may differ dependent on the 

social identity you belong to and the requirements of the occupational role. Therefore, this is a 

focus of the research, in determining the extent to which these social identities are constructed 
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of lived experience or professional identities. The graded shades of colour indicate levels of 

social identification with the target groups being researched and illustrates parallels between 

researcher and target group but also indicates areas of bias where further insight is necessary. 

Acknowledging your own insights and biases towards the research being conducted is essential 

in moving from subjectivity to objectivity. 

 

 

 

 

 

 

 

 

 

Figure 1.2: Identity mapping against research groups 

Figure 1.2. shows the identification of the different identities I am researching and the dark to 

light colour gradients represent the extent to which I identify with the research populations. 

 

Research suggests that it is essential for researchers to map their own identities in 

relation to the research they are conducting, however this has not been applied to service user 

researchers who are researching an area related to their own personal expertise. The social 

identity mapping tools also are quite complex, and this colour graded system is relatively 

simple and easy to grasp. The social identity mapping of the researcher’s own identities against 

the research groups they are working with has also not been visualised using this system before. 

The types of social identity mapping tools available are also complex in nature and this system 

is more user friendly and easy to understand. The social identity mapping tools also have not 

used the stages of social identity theory to inform the visual representation of the social identity 

map, and this is where this social identity mapping differs and is unique. Understanding relation 

to the research and support strategies for service user researchers to perform their roles is 

another focus of the research, as bringing lived experience to a professional context is likely to 

leave the service user researcher vulnerable and thereby require tailored support. 
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CHAPTER TWO 

 

A BRIEF HISTORY  

OF  

SERVICE USER INVOLVEMENT 

 

“...from being dangerous and irrational to being considered equal partners 

with health professionals, creates an unresolved tension that has existed 

through the ages.” 

 

~ Rush, 2004 
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2.1. Background 

 
 Historically, healthcare service providers have been seen as healing professionals that 

ameliorate the illnesses of their patients. However, these service providers also have the 

potential to cause harm (Boisvert & Faust, 2002). Service users and survivors of the mental 

health care system have historically suffered iatrogenic harm such as coercion, and abuse at 

the hands of healthcare providers, which arguably continues to this date. Patients and service 

users have, in the past, been seen as morally degenerate (Rush, 1812). This meant society 

thought service users suffered with mental illness due to their lack of faith in God and their 

questionable morality, and potential possession by the devil. The morally degenerate were 

thought as needing to be controlled and treated, with no space for their involvement in decision 

making regarding their treatment. These individuals were incapacitated in Bedlam in the UK, 

now known as Bethlam Hospital, and locked and chained up, being viewed by the public in 

freak shows (Rush, 1812). 

Later, with the advent of the Enlightenment period, the perspective shifted towards the 

mentally ill being perceived as having a moral weakness. This occurred in light of progress of 

psychiatry as a profession, in parallel to the growth of the medical field in general, due to the 

emergence of diagnostic labels and medical interventions (Pinel, 1818). This moral weakness 

was attributed to more medical aetiologies (Verplaetse, 2009) and medical professionals sought 

to understand the experience of suffering through rationality and psychopathology (Thomas & 

Bracken, 2004).  Psychiatry received more prominence at this time and arguably solidified the 

idea of mental illness, through diagnostic categories, and the distinct roles of the mental health 

patient and that of the mental health professional. At this time, there were more humane ways 

of treating patients and they went from needing to be shackled in madhouses, to being treated 

in asylums with the purpose to protect themselves and be segregated from society in the late 

18th century. Although this was still perceived by some, as a form of control and power over 

the patient (Foucault, 1967) even if this treatment was more compassionate than being locked 

up in Bedlam hospital. Despite a shift in the way patients with mental illness were perceived, 

they still had little control over their care because they themselves were perceived as being out 

of control of their own minds (Rush, 2004). 

The biomedical model was a prevalent ideology, in the UK mental health system, 

whereby the medical professional was seen as the one with greater knowledge and power, and 

the patient as someone needing their help. This meant that there were clear power imbalances 

and role identities being constructed of the patient and professional relationship (Bleakley et 



CHAPTER 2.                             A BRIEF HISTORY OF SERVICE USER INVOLVEMENT 

 11 
 

al., 2011). Sick role theory argued that patients could adopt the sick role and therefore society 

bought into the idea that these individuals were not responsible for taking care of their illnesses, 

but instead the healthcare provider should perform this role. This had implications for who had 

power regarding the care of these patients and the decision-making process and consequently 

reduced the amount of control patients had over their own healthcare (Parsons, 1951), which 

can be seen to have longer term consequences to the patient and provider roles in the mental 

health system. 

The medical model continues to permeate the UK mental health system through 

continued undercurrents of power imbalances between patients and providers. The strength of 

this positionality, however, began to change in later years. The recovery movement arose from 

the survivor movement in America around the 1970s and permeated Western individualistic 

countries. This was premised on anecdotal evidence from service users and survivors, and 

medical evidence that suggested that those with mental illnesses could recover, and/or that they 

could live fulfilling lives despite having symptoms (Davidson, 2016). It meant that patients 

could be seen as moving beyond being understood through their symptoms and the diagnostic 

constructs they may be understood through (Jacob, 2015). The movement supported those with 

healthcare disabilities to advocate for greater control over their care by service providers. The 

recovery movement enabled medical professionals to better listen to those who had lived with 

mental illness from a position of recovery and use these experiences to inform their care 

(Davidson, 2016). The history of service user involvement dates back to the early 1960s within 

Europe, Canada and USA, that emerged in direct conflict and reactionary opposition to 

psychiatry and the biomedical model (Chamberlain., 1990). The idea of de-institutionalization 

and the influence of philosophical and political movements at the time were responsible for a 

shift towards greater service user involvement (Pilgrim & Waldron, 1998). The consumerist 

approach and the democratic approaches that dominated at the time were both, in part, 

responsible for the development of the service user involvement movement (Noorani, 2013). 

The stakeholder model, otherwise known as the consumerist model, is based on market led 

approaches, where the idea is that a service should be informed through the consumers’ needs 

(Croft & Beresford, 1988). The process of service user involvement was seen as a form of 

quality improvement for services. In the context of mental health institutions this meant gaining 

feedback from service users in response to care provision. Services could then re-evaluate their 

methods of care and treatment based on this feedback. There was a changing attitude towards 

service users, who could be people to learn from, who held expertise on their health conditions 

or disabilities and who could help inform their care, services and policy. Minogue et al., (2009) 
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identified how supporters of service user involvement felt that service users brought a different 

expertise to other professionals. Service users started being seen as experts by experience, 

which is the grounding and roots of service user involvement. The concept of service user 

involvement in the literature is associated with greater person-centred care (empathy, 

congruence and non-judgemental attitudes), increased control over decision making, advocacy, 

a rejection of the medical model and better partnership working between the service user and 

professional and motivations to learn from the service user through feedback (Millar et al., 

2016). 

Over the past two decades, service user involvement in healthcare has been made a 

requirement in government policy making. The department of health declared that there should 

be service user involvement in every aspect of a patients’ care and decision making (DOH, 

1999, 2000, 2001). The paper ‘No decision About Me, Without Me’ (Coulter & Collins, 2011), 

was also central to supporting the rights of patients and involving them in their health care. 

Recently, service user involvement was made a mandatory requirement in all healthcare 

professions training in the UK regulated by the Health & Care Professioans Council (HCPC), 

in domains such as social work and clinical psychology training (HCPC, 2018) with the aim 

that this would support healthcare trainee professionals to be more attune to the needs of service 

users and how to support them in a person-centred way. Examples of service user involvement 

comes through the Group of Trainers in Clinical Psychology Involvement group, which are 

service user and carer representatives from across each clinical psychology training course in 

the UK. Similarly patient and carer representatives within the Royal College of Psychiatrists 

contribute to the training of psychiatrists and other medical professionals. Although creating 

and having these exclusive roles of service user and carers within these organisations as 

representatives of their experiences reinforces the idea the service user and the healthcare 

provider are two distinct exclusive roles, and are considered as dichotomous identities, that has 

further implications regarding where lived experience and professional knowledge comes from. 

In contrast to the consumerist approach, the democratic approach is rooted in the idea 

that everyone should have equal rights and there should be a redistribution of power between 

all involved in healthcare services (Beresford, 2002).  The service user and survivor movement 

occurred in opposition to the anti-psychiatry movement, briefly outlined by (Wallcraft & 

Bryant, 2003). The movement was challenging towards inequalities of service users and 

survivors and was associated with their empowerment within the mental health system. There 

was a motivation to strive for greater rights and control over their mental health care and 

decisions. Although, survivors of the mental health system within grassroots organisations 
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were motivated to move beyond this and achieve further control over their care and service 

provision, through emancipation. This required moving away from the limits that involvement 

within professions such as Psychiatry and Psychology confined and imposed on them and 

through the anti-psychiatry movement, move towards citizen control and more user led 

initiatives (Felton & Stickley, 2004). Today, this can be seen through the grassroots sector with 

organisations such as Mad Covid, Hearing Voices Network, National Survivor User Network 

and McPin Foundation that support user led work, independent of the psychiatric or 

psychological institutions and promote and advocate for their own rights and the rights of other 

service users and survivors.  

Through the contexts in which service users or survivors perform their lived experience 

roles, in combination with their historical experience of mental health treatment, are likely to 

inform the way they conceptualise and come to understand their own mental health experiences. 

For example, those who are survivors are more likely to be anti-psychiatry and prefer more 

humanistic approaches to care, having had to survive the mental health system (Adame, 2011; 

Richards et al., 2016). There is also great variation and nuance within and between service 

users and survivors in terms of their approaches to service user involvement and the conceptual 

models that drive their work (Wallcraft et al., 2009). Some believe in the social disability model, 

some in the chemical imbalance theory, some in the recovery model, and some believe in 

trauma-informed care. Others focus on the impact of the social inequalities responsible for 

mental illness. These perspectives may inform and have a bearing on whether service users and 

carers choose to work for psychiatry, psychology or independent user led initiatives and grass 

roots organisations. However, organisations such as Hearing Voices Network do not ascribe to 

a particular ideology and are more inclusive in nature and diversity of thought. 

Currently, there is no real common shared language for what is meant by service user 

involvement, with reference to terms such as coproduction, engagement, participation, and 

involvement that are commonly used (Faulkner & Thompson, 2021). Today, reference to 

service user involvement may refer to several types of integration of lived experience at any 

one time, with no real consensus on what each term means. This may account for the large 

variation in approaches to integrating lived experience. Such variation can be problematic for 

all involved as expectations of the service providers, the service users and researchers may not 

be met. Some models of patient and public engagement have been created to help explain and 

give clarity to the different types of involvement that occur, such as the International 

Association for Public Participation (IAP2, 2018) This model suggests service user 

involvement is conducted in the following ways: inform, consult, involve, collaborate and 



CHAPTER 2.                             A BRIEF HISTORY OF SERVICE USER INVOLVEMENT 

 14 
 

empower. Daya’s (2021) ladder of participation also identifies more nuance in the way lived 

experience is integrated and there are certain levels that begin with exclude, following on to 

coerce, educate, inform, consult, engage, co-design, coproduction, consumer-led and consumer 

owned. Arnstein’s, (1969) ladder of citizen participation moves between eight points on the 

ladder, beginning with manipulation and therapy which both count as non-participatory, 

through to informing, consulting, placation which are forms of participatory involvement 

which may be perceived to be more tokenistic. The top of the ladder is made up of working in 

partnership, delegation and citizen control. These models of integrating lived experience are 

hierarchical and linear in nature and suggest that the field of service user involvement work, 

and the way it is conducted, is still structured similarly to this day. The models suggest that 

integration of lived experience should aspire to achieve the greatest heights and the higher these 

models are ascended is perceived to be the most ideal way of integrating lived experience. 

Similarly descending the ladder of participation leads to less control by the service user and 

more power for the service provider. However, there is little knowledge of the impact of these 

varying degrees of lived experience integration on the individual in terms of their identity and 

satisfaction with these types of involvement and limited understanding of the positive or 

negative effect this has on the institution or organisation in which this occurs. The contexts in 

which this involvement occurs may also be limiting and disabling, depending on the agendas 

and motives of the institution or organisation and how much control is relinquished and power 

shared with service users. This variation in type of lived experience integrated into services 

may also be impacted by differences between consumerist and democratic ways of working. 

Conceptually the service users who work for mental health institutions to support the 

learning and training of healthcare professionals are far removed from the service users and 

survivors of Bedlam. They have moved beyond the role of a service user and are empowered 

by healthcare professionals to use their expertise to make a difference to services. However, it 

is the healthcare professionals who are empowering service users through giving them the 

opportunity for involvement, and thereby inadvertently still exerting a form of control over 

them. This maintains the power of healthcare professionals and institutions, who control the 

agenda and responses to involvement.  In contrast,  service user and survivors within grass 

roots organisations work towards more emancipatory practices and are less confined by the 

agenda of service providers and work in a more user-led way with greater autonomy (Felton & 

Stickley, 2004).  

Across democratic and consumerist organisations, service users and survivors are 

considered professionalised, competent and articulate and so their authenticity and 
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representativeness of being a service user with healthcare needs can be doubted due to a 

movement away from the stereotype of what it historically meant to typify a patient. These 

Expert by Experience roles sit in conflict with the perceived attributes and typical 

characteristics of service users or patients (Andreassen et al., 2014). Therefore, there is 

sometimes resistance to learning from the service user, in an institution that is built on treating 

them or oppressing them. The service user involvement context sits in opposition to the 

historical notion of what it means to be a service user. The idea of service user and professional 

are often perceived as dichotomous, infused with the influence of their histories and the 

meanings and burden their roles as service users carry (Hodge, 2005). 

 Mental health professionals with lived experience have also influenced the service user 

movement as insiders in the system. Those with lived experience may be more motivated to 

perform roles that support others with lived experience (Newcomb et al., 2017). Healthcare 

professions integrating their own lived experiences into their training and clinical work has 

also become more commonplace. The British Psychological Society, (BPS, 2020) has 

published  guidance on how trainee psychologists can integrate their lived experiences of 

mental illness into their work. Many mental health professionals now speak openly about their 

own lived experience alongside their professional roles (Adame, 2011; Fox, 2016; Richards et 

al., 2016). However, historically, the roots of service user involvement in research can be traced 

back to those with lived experience who were motivated to conduct research on topics related 

to their own experiences which was the beginning of lived experience research (Wallcraft & 

Nettle, 2009). This has implications for challenging the exclusivity of service user and 

professional domains, promoting an integration of lived experience into the professional 

spheres and identities that span across patient, provider and researcher roles. 

 The context of the research reported in this PhD relates to  the identities that exist within 

the context of clinical psychology training and mental health, education, and research in the 

UK. Felton & Stickley, (2004) suggest that institutional contexts, that are consumerist in nature, 

may provide limits to the type and style of service user involvement that exists within them 

and may confine involvement based on their own agendas, which may negatively impact those 

who are involved. The research will therefore look at a snapshot of professional and service 

user identities within this context, that is limited to a a particular point on the ladder of 

participation, within which the context of mental health, education and research is situated.  

Historically, the mental health system has caused harm to service users, but this may 

be reconciled and repaired through effective service user involvement. Through the integration 

of lived experience into the field may have implications for reducing power imbalances 
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between patients and providers and consequently humanise the field. It can also go some way 

in helping reduce the barriers and exclusivity of these roles, providing insight into how to learn 

from the lived experience of patients and providers or those who are both. The recent 

movement to integrate lived experience may shift the identities that exist within mental health, 

education, and research. Understanding these identities and how they can work together more 

effectively in the training of healthcare professionals is a focus of this thesis. 

The form of control and power that lay with healthcare providers historically, but also 

to this date, may be re-distributed and made more ethical through the service user involvement 

movement, with healthcare services becoming more person-centred. Service user involvement 

aims to ensure that the needs, rights, and wishes of the service user are embedded at every point 

within healthcare, training, research and policy making. This may ensure that the forms of 

control, oppression and harm done by mental health institutions to service users and survivors 

in the past are not recycled in the form of lived experience work in the field of clinical 

psychology training and mental health, education and research settings. A focus of this PhD 

research will be to understand how service user involvement in this context impacts the service 

user and the institution and how they can be further supported to reduce any further harm that 

the institution may cause. A key focus is to establish methods to understand current experiences 

and to reduce any harm and better connect those who work in these mental health institutions 

with greater humanity. 

 

2.2. A personal reflection on the context of consumerist lived experience work 

 This PhD research seeks to explore and understand how lived experience researchers 

and provider identities are impacted by their roles. These are some personal reflections being 

a service user researcher. From the beginning I designed the research for the PhD alongside 

my supervisors but very much wanted it to be user led (i.e., informed by my own experience) 

to see if others were also impacted similarly or differently and observe this in the real world. It 

was difficult because the research is based in a consumerist model of service user involvement 

which is limited to the context of mental health training, at a particular point on the ladder of 

participation. The nature of this context and what it means to be a researcher and the 

expectations of performing the PhD role meant I needed to inform the work through other 

service users in order to effectively engage in service user involvement, rather than through a  

user led approach. This sat in direct conflict with my motivations, so I had to grapple with 

relinquishing some of my own experiences and being led by the experiences of others. The 

research therefore goes from a personal perspective to observing other identities. Although, 
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along the way it has felt like I have been confined into such a role, where I seek a level of 

emancipation and further control. I have, in some respects kept moving between degrees of 

autonomy and control throughout the process. 

            I was pushing for more democratic rights as a user led researcher whilst confined by 

constraints of consumerist involvement and the push for me to separate my own lived 

experience and strengthen my researcher identity and allow the service user advisor to be in 

the service user role in this research. It has been difficult because I am not only a service user 

but a researcher and within this research striving to be both. There needs to be greater clarity 

to the identity of service user researchers so others know how to work with them and 

understand them better and their needs and wishes to integrate lived experiences and the extent 

to which this should occur. This may mean that existing methods of research may not be 

compatible with lived experience work. For example NIHR set out that all research should 

have a degree of lived experience involvement, but it does not clarify how this can also qualify 

and come through researchers leading with their own lived experience. Ideas of where certain 

knowledge comes from, such as the service user perspective, is perceived in traditional research 

settings as  limited to those in lived experience roles, rather than being extended to researchers 

and professionals also with lived experience. Thereby, resulting in many conflicts in lived 

experience work when navigating the mental health research sphere as someone spanning both 

professional and lived experience identities.  

            I find that sometimes my closeness to the research means my objectivity in relation to 

the data and field of research is queried and that my lived experience adds bias and subjectivity 

to the research process. It can be difficult when your integrity as a researcher is questioned 

because you are a service user, working in a user led way and you are viewed through this lens. 

I think personally service user researchers bring a lot of value and expertise to the table through 

integrating both the personal and professional identities that they hold. 

It is typically more satisfactory to have clarity in terms of roles and identities, as 

highlighted by Stryker (1980). It is complicated when you are both professional and service 

user; it is easier to be either/or. The process of negotiating identity of service user researchers 

requires more thought and reflections to make the process less painful. The process should not 

repeat or recycle the trauma researchers have experienced in care as service users, within the 

work they do in research or clinical work. Services have a habit of reverting back to the medical 

model even within service user involvement work. This thesis hopes to give greater clarity to 

lived experience researcher and provider roles and how their identities are impacted within the 

context of consumerist involvement work in mental health, education and research. 
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“What we know matters, but who we are matters more.” 

 

~Brené Brown 
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3.1. Background 

 

Identity is a socially constructed concept and historically has many definitions and 

explanations of what it constitutes of (Stryker, 1980; Tajfel & Turner, 1979; Turner & 

Abrahams, 1969). It can be constructed through the roles, groups or characteristics that 

uniquely identify us (Burke & Stets, 2009). The existence and definition of identity are 

contested, and this influences conceptual understanding, and consequently, its empirical 

measurement. Due to varying perspectives and theoretical positions of the concept adds to the 

variability in the methodology used to measure it and thereby impacts the variability in factor 

structures that explain the structure of identity (Postmes et al., 2013; Leach et al., 2008; 

Karasawa, 1991). It is therefore important to have a clear definition of identity and the 

positionality of this research.  

It is important to understand how identity is already constructed and whether the thesis 

offers new or different insights into conceptualisations of identity. There are four main 

theoretical models of identity, which originate predominantly from Social Psychology: Social 

Identity theory (Tajfel & Turner, 1979), Identity theory (Stryker, 1980), Liminality (Turner & 

Abrahams, 1969) and Intersectionality (Crenshaw, 1989) which provide a cohesive basis from 

which to understand identity, considering both inter and intragroup relations and their effects 

on the formation of an identity. 

Collectively these theories will be evaluated in their ability to explain identities within 

clinical psychology training and those engaged in lived experience work. An exploration of the 

identities of those within mental health, education and research has predominantly focussed on 

the formation of professional identities. However, roles that simultaneously require integration 

of lived experience in the professional domains are a recent development and therefore a 

relatively under-researched area. It is necessary to assess whether these theoretical frameworks 

cohesively explain the impact of lived experience and professional roles and the different social 

identities and role identities within clinical psychology, including service users, carers, trainee 

psychologists and research and clinical psychologists or whether a new and novel theoretical 

understanding is necessary. Clarity regarding identity is essential to support individuals to 

understand themselves, but also each other and therefore to support being able to effectively 

work together and learn from each other. Therefore, the focus of the thesis is to give greater 

clarity to the identities within mental health, education, and research and to use this knowledge 

to support those in the sector to work together more effectively. 
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3.1.1. Identity theory  

Identity theory has its roots in and was developed and built on the symbolic 

interactionist theory (Stryker, 1980). Identity theory relies on a society that is structured in 

terms of roles that represent a structured society. Firstly, the individual classifies themselves 

in relation to their roles in society, such as Expert by Experience, Carer, Trainee Clinical 

Psychologist or Clinical Psychologist. This is termed identification in Identity theory (Turner 

et al., 1987). This leads to the formation of an identity. Individuals within society are 

understood through their roles and this carries attributions and meaning associated with them, 

impacting how they are perceived, but that also guides their own behaviours to fit with these 

expectations (Stryker, 1980). For example, roles such as Clinical Psychologist or Service user, 

carry certain meanings, and affect how these individuals think of each other and themselves 

and their perceived roles in society. Examples of this include how the Clinical Psychologist 

role is perceived to have more power, they are perceived to be helpers and are influenced to 

work within the boundaries of their professional role. The service user, in contrast, may have 

the perceived expectation of being the one who is receiving the help, their identities perceived 

as stigmatised, and how they hold less power. These labels and roles may affect and guide 

interactions and understanding of these groups and promote interactions to be based on these 

expectations. The interactions between people in different roles serve to accentuate differences 

between other roles, to preserve the meanings, clarity, and distinctiveness of their role (Thoits 

& Virshup, 1997). This may have implications for the polarity in how service users and mental 

health professionals are perceived. Clear distinct roles are likely to influence more certainty 

and more satisfaction with one’s own role, relating to contentment and a sense of belonging to 

that role. This suggests that roles that lack clarity are less satisfactory to those that perform 

them. This may have implications for those who are both patient and provider. Identity theory 

suggests very strongly that there are clear parameters and boundaries to role identities, but this 

does not adequately account for the unique constructions of identity formation of lived 

experience researchers and providers that hold less clarity, supporting the focus of this thesis 

in aiming to better define these identities. 

Identity theory also posits that we can belong to multiple roles, for example, a service 

user can also be an Expert by Experience and/or Service provider, depending on the context, 

but can switch between roles based on whom they are interacting with. Although, the theory 

does not account for roles which are less clear and discrete in nature, where for example 

multiple identities are conveyed through one role, such as the Expert by Experience that 
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occupies both the service user and professional role. To some extent, it is accounted for through 

the idea of a lack of clarity of the role that is dissatisfactory, but the theory does not seek to 

address the formation of the role or identity that is less clear and discrete in nature. Roles that 

span multiple roles and identities are more difficult to understand by others and so this justifies 

an exploration of roles such as lived experience researcher and provider roles to better 

understand and therefore begin to better define these unique roles and identities. 

Through separating individuals into their unique roles within society, and by removing 

them from being able to interact with others from different roles may enhance our 

understanding of that specific role and enable its effective measurement. This may be useful in 

understanding the roles of service users, carers, trainee clinical psychologists and clinical 

psychologists as discrete identities. However, through removing the interactions with those 

from different groups may negatively impact the clarity or meanings associated with these roles 

which are reinforced through social interactions according to Identity theory and impact 

understanding of their roles that are guided by a structured society (Stryker, 1980). It would 

therefore be useful within this thesis to understand these role identities, that exist independent 

but also dependently of each other and whether we are able to observe and measure these role 

identities effectively. There have been limited empirical measurement of role identities through 

identity theory as it is difficult to quantify and observe directly. However, this may be captured 

more effectively through qualitative inquiry and the process of labelling individuals as 

performing certain roles and their identification with that role. 

  

3.1.2. Liminality  

 Whilst it is clear identities are formed through self-defining or categorising the personal 

self as belonging to a social group or role, these identity theories are definite in their 

characteristics of identity formation. However, they do not account for “in between” states or 

where there is lack of clarity between one identity and another. Turner & Abrahams, (1969) 

identified the concept of Liminality. It is a way to describe the transitional states in which 

individuals are ‘neither here nor there...betwixt and between the positions’ (Turner et al, 1969; 

p. 95). Within an organisational setting, liminality is commonly understood as ‘a position of 

ambiguity and uncertainty’ (Beech, 2011,  p. 287). This concept of identity describes a space 

in between one identity and another and this has been used to describe the role of peer workers, 

who are in between a service user and a professional role (Simpson et al., 2018) and peer 

researcher, describing ambivalent and transgressive identities (Faulkner & Thompson, 2021).  
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 This theory may be useful in its application to understanding the roles of lived 

experience researchers and providers, in general, who may fall somewhere in between mental 

health and professional identities. However, the field of Liminality is currently an under 

researched area and warrants further exploration as it may be able to explain the identity 

constructions of service users that are also professionals, and the many identities within clinical 

psychology that also have lived experience. Therefore, there appears to be usefulness in 

applying this theoretical framework to this body of work. This will be investigated further in 

the thesis to understand its explanatory power as a theory from which to understand the impact 

of less clear and ambiguous identities. However, Liminality as a theory and its relevance to 

lived experience researchers and providers is problematic as it suggests individuals are between 

identities and may be considered to undermine the complexity of the identity of those in these 

roles, as it suggests an absence of identity.  

 

3.1.3. Intersectionality   

 Whilst accounting for multiple personal roles and social identities, Social Identity 

theory and Identity theory do not explain the emotional impact of holding these identities at 

the same time. The idea of belonging to multiple identities is referred to in much of the identity 

literature including both Social Identity theory (Tajfel & Turner, 1979) and Identity theory 

(Stryker, 1980). However, Crenshaw (1989) goes further in understanding the interaction of 

these different identities, identified through the concept of intersectionality. This concept refers 

to the overlapping and intersecting identities of an individual such as race, gender, class, 

ethnicity, sexuality, and other personal characteristics. It is the combined experience of these 

multiple identities and where they intersect in relation to existing hierarchies that compound 

the experience of discrimination or prejudice. For example, different identities may hold 

different levels of power, emotion, or stigma, that collectively impact and burden the individual. 

The Social Graces framework was developed by Burnham, (1993) that identifies the many 

characteristics of individuals that differ that can impact through the process of intersectionality. 

However, this does not include mental health experiences. The personal identities of both 

mental health and professional identities may be influenced by intersectional influences and 

further exacerbate marginalisation and stigma of service user providers who are both patient 

and professional. For example, the mental health identity is likely to be considered more 

burdensome, emotional, and stigmatised. Whereas the Professional identity is likely to be 

considered more powerful, with the perceived expectation that it is distinct and independent of 

the mental health identity. These roles may therefore span multiple identities that are not 
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accounted for by the Social Graces framework and may burden those with these roles that 

interact through the process of intersectionality. Building on the concept of intersectionality, 

Fricker, (2007) identifies the idea of epistemic and hermeneutical injustice whereby individuals’ 

testimonies and knowledge produced from them are questioned and doubted due to judgements 

regarding the multiple identities they belong to and where they intersect within the hierarchy. 

This concept may support in understanding the challenges Experts by Experience face in their 

roles as teachers and people to learn from, when they are viewed through the lens of being a 

service user and the associated stigma that belonging to that role brings. This then influences 

how others view and perceive them, and the value placed on knowledge that can be gained 

from them when in their roles as Experts by Experience. 

 

3.1.4. Social Identity theory  

Social identity theory arose as an explanation of intergroup conflict that developed a 

theoretical basis from which to understand how identity is constructed through the groups we 

belong to (Tajfel & Turner, 1979). Social Identity theory has three stages, self-categorisation, 

social identification, and social comparison. It suggests that the groups we belong to contribute 

to our identities and how we think about ourselves and others. For example, belonging to a 

profession, an ethnic group, or a specific gender can be considered social identities and 

influence how we think of ourselves and the members within the group, through feeling as 

though we belong to these groups. Within the context of this PhD these social groups could be 

Experts by Experience and Experts by Qualification or the wider social identity of Clinical 

Psychology training. Following self-categorisation, also termed self-definition, with groups, 

results in group membership where individuals evaluate whether they think and feel they 

belong to the in-group, termed social identification. Social identities are reinforced through the 

individual making social comparisons between in groups and out groups. Favourable 

comparisons are generally made regarding groups we identify with, the in-group, and 

unfavourable comparisons with the out-group. These positive and negative social comparisons 

between groups are termed positive distinctiveness and reinforces the identification with the 

social identity. The individual tends to feel more similar to their in-group and different to the 

out-group in terms of values, beliefs, attitudes and experiences (Hogg & Abrams, 1988). For 

example, Experts by Experience within clinical psychology may find themselves in opposition 

to professions such as Psychiatry. Tse et al., (2012) suggest that service user involvement 

provides the right environment to lead to changes in identity. This theory may explain the 
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differences between lived experience researchers and providers and the other people they work 

with and highlights how ‘Them and Us’ divisions are created and maintained. 

Social identities have the potential to be either positive or negative. The self-esteem 

hypothesis suggests that when social identities are positive, they make the individual feel more 

positive, and this then further reinforces their identification with the in-group. When social 

identities are negative, the self-esteem hypothesis suggests group members shift their 

perceptions and scales from which they perceive the group to be able to make more favourable 

comparisons and further unfavourable comparisons towards the out-group. This again then 

further reinforces identification with the in-group. Group members tend to take on the beliefs, 

values and behaviours of their social group that happens unconsciously through adopting group 

norms and behaviour. Therefore, the concept of social identity may not always be visible as a 

construct and therefore may be more difficult to observe and empirically measure. The 

influence of unconscious processes and deindividuation suggests there is a lack of control or 

autonomy over how individuals are affected by their social identities and removes the idea of 

choice or control. This suggests the institutions in which individuals work such as experts by 

experience, carers, trainee clinical psychologists and experts by qualification are confined and 

influenced by the wider beliefs and values of Clinical Psychology or Psychiatry. 

Social identity theory also suggests that we can hold and belong to multiple groups or 

identities at the same time. Additionally, there is evidence to suggest that, despite negative 

feelings attached to belonging to a Social identity, that may for instance be stigmatised 

(Kachanoff et al., 2016) such as a service user identity, it is likely to have perceived benefits 

due to the self-esteem hypothesis, which posits the more social identities we belong to, the 

better we feel about ourselves (Stets & Burke, 2014). However, Social identity theory does not 

adequately explain the challenges of belonging to conflicting identities at the same time. 

Therefore, the theory may not adequately explain the unique roles and social groups of lived 

experience researchers and providers or experts by experience.  

 

3.1.5. Self-Categorisation theory  

Self- categorisation theory (Turner & Onorato, 1999) is an extension of social identity 

theory and shares some of the same theoretical basis, partly due to the collaboration between 

some of the same authors. Self-categorisation theory suggests that there are distinctions 

between social identity and personal identity and that these identities guide the way we think 

about ourselves. These different types of identity can exist at the same time and can also vary. 
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Therefore, Personal and Social identities are not two separate ends of a continuum but that they 

co-exist and can influence and guide cognition, behaviour, values, and attitudes at the same 

time. These different processes of depersonalisation (adopting a social identity) or 

personalisation (adopting a personal identity) are context dependent and triggered by cues and 

stimuli in the environment that activate these different identities (Trepte & Loy, 2017). When 

depersonalisation occurs, the individual understands themselves through the Social Identity as 

opposed to their self-concept. This process means that the individual’s beliefs and behaviours 

are motivated through the group’s identity rather than motivated by their own individual needs. 

This process means the individual takes on the identity of the social group that determines their 

values and behaviours. Whereas personalisation is where the individual draws on their personal 

identities to guide their understanding or behaviour. These different personal and social 

identities may explain the individual identities of service user, carer, trainee and professional 

and their wider social identity of clinical psychology. 

 

 3.1.6. Social Identification  

Social identification is a process that may influence an individual to think and feel like 

they belong to the group through cognitive and affective processes. It is important to explore 

what processes influence an individual to identify with a group and how this occurs. Haslam 

et al., (2009) suggest that Social identity is changeable depending on identification with other 

groups. Therefore, the level of identification increases the permeability of in-groups and out-

groups, and this may lead to changes to group membership.   

Mechanisms that have been identified to encourage a sense of belonging and social 

identification with a group by various researchers identify cognitive and affective mechanisms 

that encourages identification to occur (Johnson, Morgeson & Hekman, 2012). It is found that 

these factors are the motivations and drivers behind identification to reduce the uncertainty 

hypothesis and to enhance self-esteem. Affective and Cognitive factors have been shown to be 

related to the Social identity approach but also within Identity theory, and so there are grounds 

to explore the influence of these factors within the identity formation of groups in clinical 

psychology training and lived experience work further. 

Research by Armenta et al., (2017) into the permeability of group boundaries explores 

how individuals belonging to one social identity permeate the boundaries of another and the 

causes and explanation for this. They find that movement between groups occurs for different 

reasons including motivations to change status. The perception of an increased level of 

permeability of a group is likely to reduce the amount an individual self-defines within that 
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social identity as there is a lack of clear boundaries or parameters to the group. When groups 

are considered less permeable there is a stronger social identity and identification associated 

with them (Ellemers et al., 1990). Status seeking is also likely to influence a motivation to 

move between one group and another. The researchers find that these are, in part, causes of 

movement between the in-group and the out-group. This suggests that movement between 

groups is dependent on the permeability of the group, a lack of clarity of one’s own social 

identity and motivation to increase status by belonging to another social identity. This may 

have power is describing the process of service users who are also mental health professionals 

and the extent to which they identify with these respective social identities based on clarity and 

status. The status and clarity that comes from the wider clinical psychology identity may 

influence a sense of belonging for experts by experience, carers, trainees, and psychologists 

and buffer the impact of any stigmatised identities. 

Social identity theory is therefore deemed to focus more on inter-group relations 

whereas Identity theory is more focussed on intra-group relations. The difference between 

social identity theory and identity theory is that within social identity theory an in-group 

identity encourages a homogeneity of perception and behaviour within their own groups and 

encourage differences between out groups and facilitates belonging to the in group. However, 

this differs from Identity theory where perceptions of meanings attached to individuals with 

distinct roles encourage the individuals to differentiate the self from the other to preserve a 

unique identity. Therefore, if the researcher is interested in connecting groups and roles it 

seems more relevant to collectively draw on the explanatory power of the existing identity 

theoretical base. However, there is limited quantitative literature on role identities, whereas 

social identification has extensively been researched through this methodology (Leach et al, 

2008) suggesting a multiple methods approach may be useful in understanding the identity 

constructions of groups and identities within mental health, education and research, and 

different approaches in measuring both role and social identities in this thesis.  

 

3.2. Limitations of the theoretical basis of identity  

The application of these theoretical bases for identity (Tajfel & Turner, 1979; Stryker, 

1980; Turner & Abrahams, 1969; Crenshaw, 1989) leads to a prediction that involvement of 

individuals as Experts by Experience, Carers, Trainees and Experts by Qualification within 

mental health, education and research is likely to be formative to their identity constructions. 
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 These aforementioned theories are applicable to understanding identity that is drawn 

from belonging to a group, a role, and somewhere in between and the collective burden of 

multiple identities. However, the theories fail to address how identity may be constructed when 

membership to roles and/or groups hold differing levels of power and meaning, such as mental 

health professionals with lived experience, or service users that work as experts by experience. 

Intersectionality can explain this to some extent, but the unique identities that exist of 

simultaneously occupying identities of mental health and professional roles warrants further 

exploration and a clearer understanding of the unique identities of these individuals, specific 

to the mental health sector. It will give greater clarity of identity to those in these roles, and 

additionally provide greater certainty to the meanings and expectations individuals can expect 

from those in these roles. These roles that span multiple identities that consist of mental health 

and professional identities are not adequately understood through the current theoretical 

frameworks, and therefore further research to understand identity constructions in these groups 

and roles is essential. With the advent and motivation to speak about lived experiences within 

practitioner roles and parallel to this service user who are experts by experience means there is 

a need to examine how these roles and identities of these individuals are impacted. 

 

3.3. Further research  

Social Identity theory suggests that there are in-groups and out groups that enhance the 

differences perceived between groups and enhances the similarities within-groups. By 

distinguishing groups in this way, it enhances the sense of belonging to a particular group that 

encourages a sense of Identity construction. This separation of in-group and out-group allows 

an Identity to form. However, identities are usually formed in opposition or reaction to a 

counter identity or group. Therefore, the idea of identity is constructed in a relational and social 

way and both Identity theory and Social Identity theory account for this. However, identities 

tend to create barriers with others and are formed in conflict and opposition to others. However, 

the theoretical basis does not account for identities that are made up of conflicting and 

oppositional positions. Within the context of mental health training, it is important to 

understand how individual roles and social identities can function as a whole, drawing on their 

personal and social identities. Therefore, it would be essential to understand how the in-groups 

can connect with the out group to encourage unity for groups that make up the collective 

identity within, for example, clinical psychology training. This may have implications for 

Identity construction and Social Identity and how in-groups can connect with out-groups. The 

dimensions relating to social identification may hold the answer in being able to connect out 
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groups with one another, despite its only application relating to in-group identification. It 

would therefore be important to consider the components it would take to connect out-groups 

so that individuals can better relate to one another and learn from each other. This would have 

useful utility and application to understanding how to reduce them and us divisions, and better 

connect groups in clinical psychology training to work more effectively together and function 

as one. 

Affective and cognitive states are considered essential for in-group identification. In 

addition, similarly these components may also function to separate and divide out groups from 

one another. Social identification is therefore considered a mechanism that could potentially 

reduce them and us divisions and exploring the role of emotion and cognitive mechanisms to 

achieve this are essential.  

 

3.3.1. Application to Clinical Psychology groups  

Tse et al., (2012) suggest that service user involvement provides the right climate to 

lead to changes in Social Identity. Therefore, there are likely to be identity changes to groups 

within Clinical Psychology. Through the idea of social identification, it is hypothesised the 

efficacy of Expert by Experience (EBE) involvement may depend on the resonance and 

identification of the Clinical psychology trainees with the EBE, likewise effective Expert by 

Qualification (EBQ) teaching may be more effective when the clinical psychology trainee 

identifies more with their profession. Haslam et al., (2009) also explore how social identity 

impacts health and wellbeing in the clinical psychology and health domain. Hill, (2021) also 

explore the identity of service users and carers in clinical psychology training.  However, there 

are limited studies that apply social identity to clinical psychology training. This application of 

these theoretical frameworks can give insight into how groups within clinical psychology can 

be understood and function in a healthier way. Belonging to the in-group is perceived to be 

better for wellbeing (Stets & Burke, 2014). However, there are multiple social identities that 

make up the identity of clinical psychology training. Therefore, it is important to understand 

how different groups within this context, can function as one collective group and connect 

through this social identity or even understanding whether identification with their own in-

groups such as service users, carers, trainees or psychologists may be better for the wellbeing 

of these groups, or whether a collective identity as clinical psychology is better for wellbeing. 

This may be dependent on status of the groups and the permeability and clarity of these roles 

(Kachanoff et al., 2016). Through reducing the them and us divisions between these groups, 
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may make the identity of clinical psychology much clearer and distinct, but may also have an 

impact on these individual groups working more effectively as one collective identity. 

There has been limited research exploring Social Identity and social identification 

within the clinical psychology literature. It is therefore important to measure within Clinical 

Psychology whether there are social identities and role identities within the many groups that 

are involved in clinical psychology training. Given that social identities are likely to influence 

values, attitudes, behaviour and learning, and role identities influence interactions and 

expectations, it would be important to assess whether these influence identities that exist 

between the many groups involved in clinical psychology training. It is important to understand 

whether identification between trainees and their trainers, influences their learning and clinical 

practice in any way to understand how lived experience supports the training of mental health 

professionals. It would also support in establishing how to support trainees to better connect 

with their trainers. Further to this, it would be important to see if insight from identity 

constructions can better connect in-groups and out-groups and identify how these groups can 

work more effectively together. 

Nario-Redmond et al., (2004) suggests some individuals are more inclined to identify 

with their social identities than others. For example, those from ethnic minority groups are 

more likely to identify with their Social Identity than individuals from ethnic majorities. It is 

imperative to assess whether groups who are more vulnerable and from minority backgrounds 

within clinical psychology training (service users and carers) have a greater tendency to self-

define themselves as part of a Social Identity compared to groups within clinical psychology 

who have a higher status (Clinical Psychologists) as the theoretical evidence base suggests.  

The application of the social identity approach has had a limited application to the field 

of clinical psychology training which might be because social psychology and clinical 

psychology fields have progressed in parallel to one another with limited interdisciplinary work. 

They have each focussed on different research priorities and methodologies. For example, 

social psychology research has largely remained focused on population level data (Leach et al., 

2008), but has also shifted to helping understand organisational identities (Johnson, Morgeson 

& Hekman, 2012). Although, its application to the organisational identity of clinical 

psychology training and those who perform roles in it such as experts by experience, carers, 

trainee clinical psychologists and clinical psychologists is limited and has not been explored as 

a collective identity. Therefore, the application of social identity to these groups and context 

would be novel and provide a unique insight into the dynamics of such groups through an 

interdisciplinary lens.  
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3.3.2. Next steps   

 The following systematic review explores the identity conceptualisation of lived 

experience researchers and providers in mental health, education, and research. Following this, 

empirical studies are presented, ordered according to the dynamics of social identity theory. 

The first will attempt to explore the self-definition and categorisation of social identities within 

clinical psychology training to understand if there are ‘Them and Us’ divisions and how groups 

within the profession construct both their personal and social identities. The second study will 

be a pilot study aiming to understand the social identification factors that enable trainees to 

identify with their trainers within clinical psychology training. This pilot study will aim to 

explore how trainee clinical psychologists identify with their trainers, whether cognitively or 

affectively or identify additional forms of identification, and whether this is determined by 

individual differences in personality or mental health or professional identities. The research 

will aim to develop a social identification measure that will be assessed for reliability and 

validity to be used with trainee clinical psychologists, to assess how they identify with their 

trainers and determine the factor structure that motivates this. The final study will be 

preliminary research inspired by the final stage of social identity theory, that of social 

comparison, where there will be an attempt to bring learning together from each study to help 

create a supervisory guide for lived experience researchers and providers to explore their 

identity and relation to their work and the people they work with.  

  

 

 

3.3.3. The aims of the thesis 

:  

• To understand the identity of lived experience researchers and groups in clinical 

psychology training through multiple methods. 

 

• To identify recommendations to support groups in clinical psychology training to work 

together more effectively and reduce them and us divisions. 

 

• To identify the needs of those with lived experience working in mental health, 

education, and research settings and how to support them.  

 



  

 

 

CHAPTER FOUR 

 

UNDERSTANDING THE IDENTITY OF LIVED EXPERIENCE 

RESEARCHERS AND PROVIDERS  

A SYSTEMATIC NARRATIVE REVIEW 

 

“My fractured self was pieced together in my pursuit of my newly formed 

service user identity... I once had only a tiny seed of hope, now this has 

blossomed giving me a new sense of identity, purpose and direction.”  

 

 ~ Alison Bryant, Service user Advisor 
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UNDERSTANDING THE IDENTITY OF LIVED EXPERIENCE RESEARCHERS 

AND PROVIDERS: A SYSTEMATIC NARRATIVE REVIEW 

 

Abstract 

Identity is how we understand ourselves and others through the roles or social groups we 

occupy. This review focusses on lived experience researchers and providers and the impact of 

these roles on identity. Performing roles simultaneously embodying professional and lived 

experiences contributes towards a lack of clarity to identity. This is not adequately explained 

by the theoretical evidence base for identity. This systematic review and narrative synthesis 

aimed to provide a conceptual framework to understand how identity of lived experience 

researchers and providers is conceptualised. A search strategy was entered into EBSCO to 

access Academic search complete, CINAHL, MEDLINE, PsycINFO, Psych Articles, and 

Connected papers. Thirteen qualitative papers were eligible and synthesised, resulting in a 

conceptual framework. Five themes explained identity positions: Professional, Service user, 

Integrated, Unintegrated and Liminal. The EMERGES framework, an original conception of 

this review, found themes of: Enablers and Empowerment, Motivation, Empathy of the self 

and others, Recovery model and medical model, Growth and transformation, Exclusion and 

Survivor roots contributed to lived experience researcher and provider identities. The 

EMERGES framework offers a novel way to understand the identities of lived experience 

researchers and providers, helping support effective team working in mental health, education 

and research settings. 
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4.1. Introduction 

There is a movement to integrate lived experience into professional domains with many 

mental health professionals now speaking out about their own mental health experiences 

(Adame, 2011; Fox, 2016;  Richards et al., 2016). Service user and carer involvement is a 

mandatory requirement for all Health Care Professions Council (HCPC) regulated healthcare 

training programmes in the UK, including, clinical psychology and social work. It was 

introduced after a commissioned review by HCPC into the benefits, facilitators, and barriers to 

service user involvement from healthcare contexts (Chambers & Hickey, 2012). The sector 

finds service user involvement is integral to the effective training of healthcare professionals 

according to the British Psychological Society (BPS) (Sheldon & Harding, 2010). 

 The involvement of lived experience researchers occurs in universities, through 

professional bodies such as the BPS’s Group of Trainers in Clinical Psychology (GTICP) 

involvement group and patient and carer representatives within the Royal College of 

Psychiatrists (RCPsych). The BPS’s Division of Clinical Psychology (BPS, 2020) also released 

guidance on valuing the lived experience of trainee psychologists and how to integrate it into 

their work. Whilst healthcare professions’ training and service improvement is informed 

through service user feedback akin to consumer and market-led approaches (Noorani, 2013), 

disability activism is more concerned with emancipatory outcomes, achieving greater citizen 

control and rights for disabled people and survivors, led by democratic models (Beresford & 

Campbell, 2004). 

 There is increasingly more participatory involvement in research and policy 

development within healthcare. In the UK, the National Institute of Health research (NIHR, 

2019) provides guidance and mandates the process of involvement in research. Externally other 

research organisations in the UK such as McPin Foundation, National Survivor User Network 

(NSUN), Survivor Researcher Network (SRN) and Shaping Our Lives (SOL), to name a few, 

integrate and value lived experience. Due to the exponential growth in lived experience work, 

understanding how this work impacts people in these roles is essential. 

Integration of lived experience in healthcare educational settings is achieved through 

the expert by experience role, where they act as “critical friends.” Their involvement provides 

trainee healthcare professionals with insight into the challenges and experiences service users 

and carers have whilst navigating their mental or physical disability and of using services 

(Sheldon & Harding, 2010). The expert by experience role contradicts the traditional role of 
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the service user and positions them as experts and people to learn from, as opposed to contexts 

where they are perceived as passive recipients of care (Fox, 2016). However, this contradictory 

positioning can be complex, leading to poorly understood identity constructions of lived 

experience researchers, and providers. Hodge, (2005) identifies limits to patient and provider 

roles that are dichotomous and assimilated into experiential and professional knowledge bases 

exclusively. The identity of the lived experience researcher and provider do not clearly fit into 

these exclusive categories. The process of lived experience involvement may therefore give 

rise to novel formations of identity, requiring greater lucidity.   

Benefits to integrating lived experience in mental health education and research results 

in empowerment (Omeni et al., 2014), improved empathetic responses from healthcare 

professionals, influencing mental health institutions to be person centred (BPS, 2010) and 

supports the learning of healthcare professionals (Schreur et al., 2015). Oliver et al., (2019) 

describes the benefits of service user involvement but highlight the negative aspects of this 

work, including practical and personal risks to those engaged in this work. Resistance to the 

integration of lived experience by some service providers occurs through exclusion and 

tokenistic involvement (Cameron et al., 2019), and queries over fitness to practice (de 

Ruysscher et al., 2019; Simpson et al., 2018; Wilson et al., 2018; Newcomb et al., 2017). In 

addition, sometimes there are queries regarding the representativeness and authenticity of 

service users who are considered too professionalised (Andreassen et al., 2014). These roles 

can cause emotional burden to those that perform them (Faulkner & Thompson, 2021). 

Further barriers to meaningful integration of lived experience can occur for several 

reasons. Service providers may want to maintain positions of power, they may lack experience 

in this type of work, or involvement may be at odds with the models within which they work, 

such as the medical or recovery model. Service providers may lack funding for these roles or 

may have negative views on the benefits of lived experience, or even may vary in their 

subjective conceptual understanding of what it means to integrate lived experience (Tambuyzer 

et al., 2014;  Bee et al., 2015). 

These illustrations of risk to the lived experience researcher or provider, suggest the 

role may be unsafe and cause harm. Richards et al., (2016) reported that the mental health 

sector is not yet ready or safe regarding integration of lived experiences. It is essential, and of 

great ethical necessity, that service providers do not cause harm to service users in these 
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contexts. These roles, in which there is integration of lived experience in professional spaces, 

is likely to impact identity, an under researched area. 

 

4.2. The theoretical basis of Identity 

 Research on identity of healthcare professionals has tended to focus on the development 

of professional identities in, for example, medical students (Goldie, 2012; Cruess et al., 2015), 

nurses (Johnson et al., 2012), clinical psychology trainees (McElhinney, 2008) and social 

workers (Wiles, 2017). This research identifies the importance of clarity regarding identity, 

resulting in better team working, wellbeing, and resilience. Additionally, experiences of mental 

illness, such as Psychosis, also influence changes in identity (Conneely et al., 2021). Mental 

illness and disability are the basis for undertaking lived experience researcher and provider 

roles and so it is essential to understand how these roles might further influence identity. 

Identity theories suggest identities are formed via group membership (Tajfel & Turner, 

1979) or the roles we occupy (Stryker, 1980), and intersectional (Crenshaw, 1989) and liminal 

processes (Turner & Abrahams, 1969).  For example, Social Identity theory (Tajfel & Turner, 

1979) can be used to explain the service user identity, who may self-define with an expert by 

experience group as their in-group, and from which they begin to share similar values, beliefs, 

and behaviours. They identify differences between themselves and others. Experts by 

experience in clinical psychology may find themselves in opposition to psychiatry. Tse et al., 

(2012) find service user involvement provides the right context to lead to changes in identity. 

Social Identity theory suggests identities are formed in opposition to other social identities. 

However, the theory does not account for simultaneously occupying the oppositional positions 

of lived experience and professional identities.  

Identity theory (Stryker, 1980) suggests identity is drawn through the roles we occupy 

in a structured society. Individuals attribute meaning and expectations to these roles through 

interactions with others. We seek to preserve the clarity of one’s own role, resulting in more 

certainty and satisfaction with our own identities (Thoits & Virshup, 1997). The role of the 

lived experience researcher and provider, that spans both patient and professional, results in 

contradictory meanings which are likely to be unsatisfactory, due to a lack of clarity. This 

suggests a complexity to these roles that identity theory cannot account for.  

Liminality (Turner & Abrahams, 1969) better accounts for ‘in between states.’ 

Liminality is understood as “a position of ambiguity and uncertainty” (Beech, 2011; p. 287). 



CHAPTER 4.             A SYSTEMATIC NARRATIVE REVIEW: UNDERSTANDING THE 

IDENTITY OF LIVED EXPERIENCE RESEARCHERS AND PROVIDERS 

 36 
 

The concept describes the role of peer workers and peer researchers (Simpson et al., 2018; 

Faulkner & Thompson, 2021). Liminality may be useful in explaining lived experience roles. 

Although, the concept undermines the complexity of the lived experience researcher or 

providers’ identity due to the suggestion of an absence of identity. 

Intersectionality, (Crenshaw, 1989) refers to the intersecting personal elements of an 

individual such as race, gender, class, ethnicity, sexuality, and others, that in conjunction with 

each other, compound the experience of discrimination. Mental health identities and 

professional identities may also be influenced by intersectionality, suggesting the role may be 

burdensome. Additionally, Liminality (Turner & Abrahams, 1969) may also be burdensome, 

and interact and impact identity, similarly to the process of intersectionality.  

The theories do not explain the identity of lived experience researchers and providers. 

Considering lived experience researcher and provider roles are increasingly common, a better 

understanding of how these roles impact identity is required. This will support others to better 

understand those in these roles, encourage better team working and identify influencing factors 

relating to the formation of identity. 

Systematic reviews have focussed on service user involvement, the process of 

involvement and, but to a lesser extent, on the impact of involvement on learning and clinical 

skills (Repper & Breeze, 2007; Terry, 2012; Happell et al., 2014; Townend et al., 2008). A 

systematic review and conceptual framework of recovery of mental health patients has been 

conducted (Leamy et al., 2011), a conceptual understanding of identity changes in psychosis 

(Conneely et al., 2021), and a literature review into service user involvement and identity 

(Emery, 2015). However, currently there is limited research into identity formation of lived 

experience researchers and providers and no systematic review that provides a synthesis and 

conceptual framework of factors relating to identity development of lived experience 

researchers and providers in mental health, education, or research. 

 

The aim of the review is to identify how identity has been conceptualised in relation to lived 

experience researchers and providers in mental health, education, and research settings.  
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4.3. Methodology  

4.3.1. Conditions or domain being studied 

The systematic review explored lived experience researchers and providers and how their 

identities were impacted by these roles in mental health, education, and research.  

 

4.3.2. Positionality and Reflexivity         

 The review was conducted by VG, PhD researcher, and PF, LG, BG, Clinical 

psychologists, and CE, research psychologist. VG is also an expert by experience for two 

involvement groups for clinical psychology programmes and is a service user advisor to 

national research projects related to her own individual experiences. The research team see this 

as a strength but are aware of the potential biases each of their own experiences may cause in 

relation to the design and analysis of the research. This was mitigated by themes and findings 

of this review being discussed as a team. The review held pragmatism as its epistemology to 

understand findings and collate studies that differed in methodologies and philosophical 

perspectives. SA and RQ were independent PhD students each with their own lived experience 

and academic knowledge contributing to quality appraisal alongside VG. Service user advisor 

AB also brought her own lived experience to help assess validity of the findings. 

 

4.3.3. Search strategy 

 

Table 4.1. A search strategy to identify relevant articles 

 

 

The search strategy was co-created as a team, including the service user advisor, and with a 

university librarian, detailed in Table 4.1. The search terms were identified from existing 

literature where VG identified the terms that lived experience researchers and providers were 

referred to in each study, in addition to consulting with experts in the area to inform the search 

1. Service user involvement OR Service user participation OR Service user engagement OR Service user 

advisors OR Expert by experience involvement OR Expert by experience participation OR Expert by 

experience engagement OR Expert by experience advisors OR Patient involvement OR Patient and Public 

Involvement OR Patient and Public participation OR Patient and Public engagement OR Patient and Public 

advisors OR Service user and Carer involvement OR Carer involvement OR Carer participation OR Carer 

advisors OR Coproduction OR Collaboration OR Peer worker OR Peer support OR Peer researchers  OR 

Peer engagement OR Peer participation OR Peer involvement Or Survivor researcher OR Survivor 

participation OR Survivor involvement OR Survivor engagement  

2. Clinical psycholog* OR Social work OR Mental health nurs* OR Research OR Service provider OR Mental 

health professional 

3. Training OR Education OR Mental health education 

4.  Identity OR Mental health identity OR Service user Identity OR Recovery Identity OR Illness Identity OR 

Dual Identity OR Becoming OR Identity construct 

This search strategy was put in place with and/or terms as follows: 1 and 2 and 3 and 4. 
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strategy. The search strategy was inputted into the University of Liverpool database, on 21st 

November 2021 and rechecked on 17th May 2022 using EBSCO to access journals from 

Academic search complete, CINAHL, MEDLINE, PsycINFO, Psych Articles, and University 

of Liverpool Catalogue was used for this. These databases were identified as most relevant to 

the sector. Hand searching of references from papers was conducted. Connected papers website 

was used to search for related papers, this helped support the identification of further articles 

that may not have been captured by the search strategy. Figure 4.1 reports the selection 

procedure.  

 VG initially assessed eligibility of studies. Where there were queries over eligibility the 

supervisory team were consulted, PF, CE, LG, and BG. 

Table 4.2. Eligibility and Inclusion and Exclusion criteria  

The SPIDER tool for qualitative research (Cooke et al, 2012) was used to screen the 

eligibility of articles included in the review. This methodology is commonly used in qualitative 

syntheses. The review only included articles focused on the identity of those who performed 

lived experience researcher and provider roles in the context of mental health, training, and 

research settings and not for example in medical settings. Only participants of adult age were 

included. The grey literature, whilst offering rich insight into the subjective experience of those 

in lived experience roles, was not included as this has not undergone typical academic peer 

review and so the themes and findings from the grey literature may not accurately reflect the 

experience of those in lived experience roles. It was thought necessary to provide detailed 

exclusion criteria highlighting how ethnic, political, national, racial, LGBT, gender and social 

class and psychoanalytical models of identity development should be excluded, as these are 

captured by the search strategy. The detailed SPIDER criteria support replication of the review 

in the future. 

  

Inclusion criteria 

 

Exclusion criteria 

 

S 
Sample 

Population of sample were lived experience 

researchers and providers (defined as those 

with mental or physical disability). Mental or 

physical disability are not specified. 

 

Participants aged 18 years old and above 
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4.3.4. Data items extracted 

 The characteristics of the studies, type of study, method used, sample size, participant 

demographics, research aims, and findings were extracted. More specifically, effects and 

impact of lived experience researchers and providers’ work on identity were extracted through 

preliminary summaries and themes extracted of each study.  

4.3.5. Synthesis methods  

 The review followed the PRISMA protocol for conducting systematic reviews (Page et 

al., 2021) to apply a systematic approach to the conduct of the review. The modified version 

  

Lived experience researcher and providers who 

may also be referred to as experts by 

experience, peer researchers, co-researchers, 

lived experience researchers, service user 

researchers, disability researchers, survivor 

researchers and/or practitioners with lived 

experience including mental health 

professionals with mental or physical 

disabilities and also peer support workers and 

peer workers. 

 

In the context of mental health, education and 

research. 

 

Lived experience researchers and providers in the context of 

physical healthcare conditions and contexts outside of mental 

health, education and research. Medical students and medical 

doctors. 

 

PI 
 

Phenomenon of Interest 

The study had to explore the effect lived 

experience researcher and provider roles on 

identity 

 

Studies that did not focus on the effect of lived experience 

roles on identity. Studies on identity in relation to aspects of 

identity such as LGBT, gender, social class and ethnicity, 

national and political. Studies that used Erikson’s model of 

identity development and Freud’s Id, Ego and Superego 

theory.  

 

D 
 

Design 

Qualitative interviews, not limited by design, 

methodology or philosophical epistemology 

 

 

 

 

E 
 

Evaluation 

Conceptualisation of identity, causes, effects, 

related factors, sample size, year published, 

methodologies, philosophical epistemology, 

key findings and study location. 

 

Published in the English language but not 

limited by country of origin. 

 

 

 

 

R 
 

Research type Peer reviewed studies 

Qualitative empirical studies Published 

between January 2000 and May 2022 

 

 

Purely theoretical or conceptual papers  
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of Popay et al., (2006) stages of developing a conceptual framework was applied to the 

synthesis. This has been used successfully in developing a conceptual framework in the context 

of mental health and recovery (Leamy et al, 2011), psychosis and identity changes (Conneely 

et al, 2020) and post-traumatic growth and psychosis (Ng et al, 2021), using the same 3 stages 

used in this review. The stages were 1) Develop a preliminary synthesis of findings, 2) Explore 

relationships in the data within and between studies and 3) Assess the robustness of the 

synthesis.  

4.3.6. Stage 1 Preliminary synthesis        

 This stage involved tabulation and a thematic analysis of the identity of lived 

experience researchers and providers. An overview of the characteristics and themes of each 

study is detailed in Table 4.3. This preliminary synthesis informed the development of a coding 

framework and each article within the review inductively coded to identify additional themes, 

using NVIVO. 

4.3.7. Stage 2 Exploring relationships within the studies  

 The studies were assessed for similarities and differences to identify emerging themes 

that explain identity. The studies in the three different settings, mental health, education, and 

research, for example, mental health professionals with lived experience, peer workers, lived 

experience researchers, and experts by experience, were analysed sequentially in this order. 

They were analysed separately and the results were compared and synthesised to see if the 

research areas held different or similar conceptualisations of identity, and these supported in 

translating the initial synthesis into a conceptual framework.  

 

4.3.8. Stage 3 Certainty assessment: Checking the robustness of the synthesis  

 Quality appraisal was conducted using Joanna Briggs Institute (JBI) critical appraisal 

tool (Lockwood et al., 2015). This was considered appropriate as the tool asked whether 

researchers of articles in the review considered their relation to the research. There was also a 

consideration of both the author’s theoretical, and cultural perspectives that were identified 

through this tool. This was deemed relevant and important to the nature of this review in 

understanding whether authors considered their positionality and their own impact on the 

research process. Quality appraisal was conducted by three independent researchers, VG, SA 

and RQ, using the same procedure and variation discussed until consensus reached. The 

reviewers were each PhD researchers and two of these reviewers with lived experience. To 
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understand the robustness of the synthesis service user advisors (1), lived experience 

researchers (3), and academic mental health professionals (3) were consulted to see whether 

the conceptual framework fitted with the way they understood their identities as lived 

experience researchers and providers. This involved asking them the question, ‘Does this fit 

with how you understand your experiences as a lived experience researcher/provider?” The 

purpose of this was to check the validity of the conceptual framework. This is evidenced 

through a reflective account by Service user Advisor, AB.  

 

4.4. Results.  

The following details the results of the review, including the selection process, preliminary 

synthesis, quality appraisal and the translation of the findings into a conceptual framework.  

 

Figure 4.1: PRISMA Flow diagram of selection process 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Records identified from*: 
Databases EBSCO, Academic search 
complete, CINAHL, MEDLINE, 
PSYCInfo, PsychArticles, Open 
dissertations, Full texts with 
references from 2000 - 2021 (n = 
2039) 
 
Additional databased on connected 
papers and Google scholar (n= 10) 
 

Records removed before 
screening: 

Duplicate records removed (n 
= 584 ) 
 

Records screened 
(n = 1465) 

Records excluded 
(n = 1427) 

Reports assessed for eligibility 
(n = 38) Reports excluded: n = 25 

Different population or context 
(n = 13) 
No mention of identity (n = 5) 
Theoretical or conceptual 
papers with no empirical studies 
(n = 7) 

Studies included in review 
(n = 13) 
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First Author 

(Year) 

Aims Study population Method Summary of findings and core themes relating to identity 

Adame (2011) 

USA 

 

To explore the 

implications of being a 

survivor and mental 

health professional and 

the impact on identity 

5 participant 

interviews of 

therapists who 

are also 

survivors. 

Age not 

reported. 

Gender not 

reported. 

Ethnicity not 

reported. 

Type of mental 

illness not 

reported. 

Holistic content 

analysis. 

 

Themes identified the foundational nature of the survivor identity. 

Risks and benefits of self disclosure of lived experience were 

identified. They find they have a greater understanding of their 

patients but also identify a risk of overidentification. Us and Them 
divisions were found between survivors and professionals. 

Differences between  psychiatric and psychological models was 

also discussed.   

Newcomb et al 

(2017) 

Australia 

 

To explore how social 

work and human 
services students with 

service user experience 

integrate their lived 

experience in training. 

20 

Undergraduate 
Social work and 

Human services 

students who 

had accessed 

services. 

Age not 

reported. 

Gender not 

reported. 

Ethnicity not 

reported  

Type of mental 

illness not 

reported. 

Inductive thematic 

analysis 

Five key themes; motivation to enter social work and human 

services due to personal experience as a service user and  a 
motivation to help others like themselves. There was also the idea 

of positive role modelling and supporting others in ways they have 

been supported. The idea of being unfit to practice stopped 

disclosures. Both service user and service provider identities were 

not easily integrated.  

Richards et al 

(2016) 

UK 

To explore identity of 

mental health 

professionals with 

mental health service 

user experience  

10 participants 

who were 

mental health 

professionals 

with experience 
of being a 

service user.  

 

Age not 

reported. 

5 male and 

5 female. 

 

7 White British, 

2 Asian, 1 South 

African. 

Type of mental 

illness: 

depression, 

suicidal ideation, 

paranoia, 
schizophrenia, 

Bipolar disorder, 

Psychosis, 

Anxiety and 

Bulimia. 

Discourse analysis  

A social 

constructionist 

epistemology  

Themes found included separate unintegrated and integrated 

identities of “Professional” and “Patient.” Discourse on 

Professional identity attributed power, knowledge, and expertise 

whereas Patient identities were perceived as stigmatised, 

influencing a lack of disclosure. Integrated identities led to a new 
sense of self. Integration of mental health patient identities and 

professional identities gave new skills and power. 

Simpson et al 

(2018) 

UK 

 

To explore the 

occupational and liminal 

identities of peer support 

workers 

8 Peer support 

workers and 13 

Service users  

Age range 

between 20 

and 55 years 

old 

5 male and 

3 female 

peer 

support 

workers 

8 male and 

5 female 

service 

users 

White Irish, 

White other, 

Bangladeshi, 

Black 

Caribbean, 
White British, 

White other, 

Black British, 

Black African, 
Mixed, 

Black/British 

African and 

Black European 

Service user 

mental illnesses 

reported but not 

peer support 

workers 

Depression, 

Paranoid 

Schizophrenia, 

Psychosis, 
Unknown, 

Schizoaffective 

disorder 

Thematic analysis 

with deductive 

application of 

Liminality theory 

The analysis revealed lived experience influenced service users to 

better connect with peer support workers who were like them and 

understood them and who were able to model recovery. The role 

supported in fostering a new identity and motivation to move past 

the service user identity. Occupational training and learning new 
skills legitimised occupational identity. Relationships with peers 

had positive effects and likened to a friendship but were also 

confusing. Peer worker identities were somewhere in between 

service user and professional, leading to liminal identities. 

Table 4.3. Stage 1 A preliminary synthesis 



CHAPTER 4.             A SYSTEMATIC NARRATIVE REVIEW: UNDERSTANDING THE IDENTITY OF LIVED EXPERIENCE RESEARCHERS 

AND PROVIDERS 

 43 
 

Wilson et al 

(2018) 

Canada 

 

To identify challenges of 

peer workers and 

provide 
recommendations based 

on emerging themes of 

identity 

11 peer workers 

and 6 

informants were 

interviewed. 

Peer workers 

who are 

previous drug 

users supporting 
drug users in 

harm reduction.  

At least 18 

years of age  

4 Male 

informants 

and 2 
female 

informants 

4 male and 

7 female 

Peer 

workers  

Ethnicity not 

reported. 

Previous or 

current drug 

users, but other 
mental or physical 

disabilities not 

reported 

Grounded theory 

analysis and 

symbolic 
interactionist 

analysis.  

The drug user and peer worker identities were perceived as distinct. 

The identities of peer workers relied on the idea that they were in 

recovery and no longer using drugs, impacting disclosure and health 
seeking behaviour. The second theme was that of Triggering, where 

the role often made it difficult for the peer worker to remain well. 

There was pressure to perform, and they held themselves to a certain 

expectation they perceived a peer worker should be held to. The role 

also meant that they were stuck with the stigmatising drug user label 

in their peer working roles.  

Toikko (2016) 

Finland 

 

To understand the 

learning process behind 

becoming an Expert by 

Experience. 

12 participants 

Mental health 

service users 
that become 

experts by 

experience  

Age range 28 

- 57 years old. 

Gender of 

participants 

unclear. 

Ethnicity not 

reported. 

Type of mental 

illness not 

reported. 

Thematic analysis Four different themes. 1. Creating distance from experience: This 

meant having distance from the emotion of mental health 

experiences through storytelling. 2. Sharing experiences with peers 
and friends: this process describes how listening to the stories of 

others and sharing experiences facilitated recovery 3. Combining 

experiences with existing competences and skills learned through 

previous professional roles or personal experiences were formative 

to identity. 4. The roles also led to developing an orientation to the 

future. 

Jones et al (2020) 

Finland 

 

To explore the identities 

of service users who 

become Experts by 

experience. 

13 participants, 

Service users 

and/or Carers 

that are Experts 
by experience. 

11 of which has 

mental illness. 

Age range 23 

- 62 years old 

Gender not 

reported. 

Ethnicity not 

reported. 

Type of mental 

illness: Bipolar 

disorder, 

Schizophrenia, 
Psychosis and 

Depression. 

Thematic analysis Being an expert by experience helped to reframe lived experience 

through constructing and sharing stories, creating distance from it. 

Illness experiences were sources of motivation to change their 

narrative to recovery with opportunities for self-discovery and 
personal development. The illness identity was constructed as being 

in the past and recovered identities in the present. Professional 

identities were constructed through learning new skills and 

combining them with existing skills to elevate their status. Social 

connections and collective shared grievances motivated politicised 

identities. 

Hutchinson et al 

(2013) 

UK 

 

To describe the identities 

of service user 
researchers and the 

effects on identity. 

6 Co-

researchers 
interviewing 30 

services users. 

Mental health 

service users 

and co-
researchers that 

are also mental 

health service 

users. 

Age range 30 

- over 65 

years old 

5 Female 

and 1 Male 

Ethnicity not 

reported. 

Type of mental 

illness: Bipolar 
Disorder, 

Depression, 

Anxiety Disorder, 

Postnatal 

Depression and 

Eating disorder. 

Interpretive 

Phenomenological 

analysis 

 

Two themes were found within the research of co-researchers 

connecting with the service users’ stories. There was an idea of 
unrestricting lives and reciprocity. This theme represents 

connections with others and feeling belief in themselves through 

belief from others in you. Hearing others’ stories enabled 

empathetic connections. The second theme was reframing the 

illness narrative, where the process of hearing other people’s stories 
of mental distress humanised the people behind the diagnosis. The 

medical model made individuals feel inferior but involvement as co-

researchers empowered them. 
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Cameron et al 

(2019) 

UK 

 

To understand the 

impact of service user 

involvement on identity.  

22 disabled 

individuals who 

are service user 

researchers 

 

Age range  

Under 40 to 

70 years old 

12 women, 

9 men and 

1 

nonbinary. 

Ethnicity not 

reported 

Type of 

impairment: sight 

loss, being deaf, 
acquired brain 

injury, cognitive 

impairment, 

learning 

disability, mental 
illness, non-

epileptic seizures, 

multiple sclerosis, 

cerebral palsy, 

mobility 
impairment, 

wheelchair users 

and Carers 

Thematic analysis Involvement as experts by experience was found to give them more 

power but was sometimes tokenistic. The same individuals when 

perceived as service users held different levels of power, respect, 
and value. Good outcomes and meaningful involvement lead to 

empowerment, purpose, feeling valued, and validated, gaining new 

skills, knowledge, and social connection. However, service 

providers unintentionally oppress experts by experience through 

reverting back to medical model approach that diminishes identity 

and power of experts by experience.  

De Ruysscher et 

al (2019) 

Belgium 

 

To understand the 

recovery process of a 
patient who becomes a 

peer worker. 

1 Peer worker 

and expert by 

experience 

 

Age not 

reported. 

Gender 1 

male peer 
worker and 

1 female 

academic 

researcher. 

Ethnicity not 

reported. 

Type of mental 

illness: Paranoid 
delusional 

psychosis, drug 

addiction 

Bricolage method 

with a thematic 

analysis 

 

Four themes found including 1) Life rebuilding encompassing ideas 

of living a meaningful life with responsibilities such as having a job, 
hobbies. Social circles were seen as essential in rebuilding life 

because of stigma and discrimination, 2) The patient identity was 

seen as salient when undergoing treatment and stigmatised. 3) 

Continuity of care, and person-centred care were essential to 

effective service provision and recovery. 4)  The role of drugs theme 
explained that it was difficult to disclose and seek help when 

relapsing due to the expectations of the peer worker role and stigma 

of drug use. 

Faulkner & 

Thompson (2020) 

UK 

 

                                     

To identify the 

emotional impact of 
lived experience work, 

effects on identity and 

challenges and benefits 

and methods to support 

these researchers.  

10 lived 

experience 

researchers 

 

Age not 

reported 

Four male 

and 6 

female. 

Ethnicity, 8 

White, 2 South 

Asian. 

People with lived 

experience at 

various levels and 
stages in their 

roles.  One had a 

physical 

disability. 

Thematic analysis Themes found the idea of negotiating identities of lived experience 

researcher in their roles and showed there was emotional burden and 

labour associated with embodying lived experience roles and they 
found experiences of alienation and exclusion in research and how 

they had to navigate the bureaucracy of the systems and they 

identify support strategies within their key findings.  
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Hill, Tickle & 

DeBoos (2021) 

UK 

 

                                     

To explore personal 

effects of involvement as 
service users and carer 

representatives within 

clinical psychology 

training 

 

14 service user 

and carer 

representatives 

Ages 25-79 

years old 

6 Male 

8 Female 

Ethnicity White 

British, British, 

Asian British, 
British Indian, 

Mixed, Italian, 

German Syrian 

Type of mental 

illness or 

disability not 
reported but type 

of services 

accessed reported 

Thematic analysis 

with critical 

realist approach 
and deductive 

application of 

psychological 

theory 

5 themes including Theme 1: Environment determines sense of 

safety including the influence of supportive relationships in the team 

and by staff. Theme 2 was about “meeting challenges” and feeling 
empowerment and a sense of belief in the self. Theme 3 was about 

gaining a sense of purpose through being listened to and making a 

difference. Theme 4 was about “The person you see now is not the 

person I was,” and Theme 5 was about “breaking the glass ceiling” 

and a sense that involvement was controlled by staff. 

Cooke, Daiches & 

Hickey (2015) 

UK 

                                     

To explore the narratives 

of experts by experience 

of people with 

personality disorders 

delivering training 

 

8 Experts by 

Experience 

Age ranges 

from 25-65 

years old 

8 Female Ethnicity were 

all White 

Borderline 

personality 

disorder 

Narrative 

analytical 

framework and 

holistic analysis 

Social 
constructionist 

approach 

Themes found were termed chapters. Chapter 1 detailed the 

“screaming in a milk bottle” theme identifying acute experiences 

prior to becoming an expert by experience where their needs were 

not always visible or heard. They were also excluded from life 

changing decisions regarding treatment and diagnosis. Chapter 2 
was a turning point where they understood their experiences 

because of problems with services and not themselves. Chapter 3 

was about taking up the expert by experience role and how it turned 

experiences into something positive. Chapter 4 also discusses the 

emergence of the professional identity where they gain more power 
and value. Chapter 5 talked about impact on the self and others 

resulting in self-worth, and self-esteem. 
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Table 4.4. Mode responses to quality appraisal 

 

 

 

JBI Quality appraisal checklist 

for qualitative research 

Adame 

(2011) 

Newcomb 

et al (2017) 

Richards et 

al (2016) 

Simpson et 

al (2018) 

Wilson et al 

(2018) 

 

Toikko 

(2016) 

 

Jones et al 

(2020) 

 

Hutchinson 

et al (2013) 

 

Cameron et 

al (2019) 

DeRuysscher 

et al (2019) 

Faulkner 

& 

Thompson 

(2020) 

Hill et al 

(2021) 

Cooke et al 

(2015) 

1. Is there congruity between 

the stated philosophical 

perspective and the research 

methodology?   

    

 

       

2. Is there congruity between 
the research methodology and 

the research question or 

objectives? 

             

3. Is there congruity between 

the research methodology and 
the methods used to collect 

data?             

 

4. Is there congruity between 

the research methodology and 

the representation and analysis 
of data? 

             

5. Is there congruity between 

the research methodology and 

the interpretation of results? 

             

6. Is there a statement locating 
the researcher culturally or 

theoretically? 

 

 

           

7. Is the influence of the 

researcher on the research, and 
vice versa addressed? 

 

 

 

 

 

 

    

   

8. Are participants and their 

voices adequately represented? 
            

 

9. Is the research ethical and 

according to criteria for recent 
studies and is there evidence of 

ethical approval by an 

appropriate body? 

  

          

 

10. Do the conclusions drawn 
in the research flow from the 

analysis or interpretation of the 

data? 
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Of the 1465 articles screened, thirteen articles met the inclusion criteria, as shown in Figure 

4.1. These were published between 2011 and 2022 and originated from USA, Australia, UK, 

Canada, Finland, and Belgium, and sample size of the studies ranged from 1 to 46 participants. 

These studies explored the identities of mental health professionals who were also survivors or 

service users (Adame, 2011; Richards et al., 2016); the identities of peer workers (Simpson et 

al., 2018; Wilson et al., 2018; de Ruysscher et al., 2019) social work students (Newcomb et al., 

2017) service user researchers, experts by experience and co-researchers and peer researchers 

(Toikko, 2016; Jones & Pietilä, 2020; Hutchinson & Lovell, 2013; Cameron et al., 2019; 

Faulkner & Thompson, 2021; Cooke et al., 2015) and service user and carer representatives 

(Hill, 2021). All studies were qualitative but varied in methodology, epistemology, and 

analysis and so a pragmatic approach was used to synthesise different approaches. One of the 

studies was part of a randomised controlled trial and another part of a pilot study and all, 

empirical qualitative studies. A synthesis of the findings follows, followed by a translation of 

these findings into a conceptual framework. 

 

4.4.1. Quality appraisal 

 The Joanna Briggs Institute (JBI) (Lockwood et al., 2015), quality appraisal tool for 

qualitative research was used to assess the quality of each paper using 10 items that were scored 

as yes, unclear, and no regarding quality. Three independent researchers assessed the 13 papers. 

Following discussion over differences in ratings, consensus was reached. Fleiss’ Kappa 

interrater agreement was moderate, k = .485, p<.001. Kappa agreement for ratings of No, k 

= .769, p <.001, Yes, k = .554, p <.001 and Unclear, k = .184, p < .001. The mode quality 

appraisal ratings can be seen in table 4.4. Ethical approval was not stated in some studies 

(Adame, 2011; Newcomb et al., 2017; Cameron et al., 2019). There was some bias in the 

recruitment process in 1 study (Adame, 2011). Each of the studies lacked diversity in their 

sample regarding ethnicity and gender. 8 studies did not report demographics on ethnicity 

(Adame, 2011; Newcomb et al., 2017 ; Wilson et al., 2018; Toikko, 2016; Jones & Pietilä, 

2020; Hutchinson & Lovell, 2013; Cameron et al., 2019; de Ruysscher et al., 2019). 3 studies 

did not report gender (Adame, 2011; Newcomb et al., 2017; Jones & Pietilä, 2020) and 1 study 

reported this ambiguously (Toikko, 2016) and Cooke et al., (2015) included a sample of only 

white females. Age was not reported in 5 studies (Adame, 2011; Newcomb et al., 2017; 

Richards et al., 2016; de Ruysscher et al., 2019; Faulkner & Thompson, 2021) and 1 study 

reported that participants were of adult age but no descriptive statistics were included (Wilson 
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et al., 2018). Each of the studies varied in philosophical approaches and methodologies. There 

were also limited statements identifying the researchers’ own positionality in relation to the 

research, either theoretically or culturally, (Newcomb et al., 2017; Faulkner & Thompson, 

2021) and it was unclear in 3 studies (Simpson et al., 2018; Wilson et al., 2018; Toikko, 2016) 

and very limited acknowledgement of the researcher’s impact on both the research and vice 

versa, which was not identified in 4 studies (Newcomb et al., 2017; Simpson et al., 2018; 

Faulkner & Thompson, 2021; Toikko, 2016). Different lived experience researcher and 

provider roles were treated as a homogenous group within 2 studies (Adame, 2011; Richards 

et al., 2016). All but one study allowed for heterogeneity regarding type of lived experience of 

mental or physical disability. Cooke et al., (2015) only included people with a personality 

disorder diagnosis. 2 studies were heavily theoretically driven without the researchers 

acknowledging the deductive approach they used and its influence on findings (Simpson et al., 

2018; Hill, 2021).  

 

4.4.2. Stage 2: Exploring the relationships within the studies 

Through the process of stage 1, synthesising studies of lived experience researchers and 

providers in mental health, education, and research, involving summarising, tabulating and 

critically appraising. Five main themes of identity positions were identified and seven themes 

relating to identity development. The following section explores these themes and their 

similarities and differences across the studies. Table 4.5 details each theme and how the studies 

contribute to the development of the framework. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



CHAPTER 4.             A SYSTEMATIC NARRATIVE REVIEW: UNDERSTANDING THE 

IDENTITY OF LIVED EXPERIENCE RESEARCHERS AND PROVIDERS 

 49 
 

Table 4.5. A Translation of findings into a conceptual framework 

Positions of identity 

and causal factors 

Studies and their original conceptions 

Professional Newcomb et al (2017) Positive/Negative role modelling; Richards et al (2016); Simpson (2018) 

Occupational training. Wilson (2018) Peer worker. Toikko (2016) Combining experiences with 

existing competences. Jones (2020) Competences and skills. Use of existing skills in 

involvement work (Hill et al, 2021). (Cooke et al, 2015) 

Service user Richards et al (2016) Wilson (2018) Drug user. Cameron et al (2019) disability identity locates 

problem in individual, activists reframe this to society not meeting their needs and being the 

reason for impairment. Cooke et al (2015) 

Integrated Richards et al (2016) Personhood; Adame (2011) Benefits of disclosure: Newcomb et al (2017) 

Personal experiences help professional identity. Embodied experiences (Faulkner & Thompson, 

2020)  

Unintegrated Richards et al (2016) Adame (2011) Risks of disclosure; Newcomb et al (2017) Disclosure 

difficulties, Not easily integrated. Reluctance to share lived experience (Cooke et al, 2015) 

Toikko (2016) Creating distance from experience. Alienation (Faulkner & Thompson, 2020) 

Liminality Simpson (2018) Liminality of PSWs. Faulkner &Thompson, 2020) 

 

Empowerment Simpson (2018) Occupational training leads to competence, empowerment, skills, knowledge.  

Toikko (2016) Developing an orientation to the future and politicised identities.  Jones (2020) 

politicised identities through shared grievances and collective identity. Hutchinson & Lovell 

(2013) Reframing of illness, sharing experiences and listening to each other’s stories enabled 

and empowered co-researchers to be less critical of the self and normalise experiences of 

distress. Cameron et al (2019) Good outcomes of involvement lead to empowerment, purpose, 

value, skills, and knowledge. DeRuysscher et al (2019) Life rebuilding. Disempowering 

through the system and bureaucracy but enablers through personal, collective, work, and system 

level strategies (Faulkner & Thompson, 2020) Hill et al (feeling listened to, valued and with 

purpose and making a difference. Cooke et al (2015) impact on self and others. 

Motivation Newcomb et al (2017) Simpson (2018) Model recovery and inspire others.  Toikko (2016) 

Motivation to share experience and reduce stigma/raise awareness.  Jones (2020) Motivation to 

move from illness identity to a positive one. Cooke et al (2015) Taking up the trainer role - It 

just all took off. 

Empathy of the self 

and others 

Simpson (2018) (Identity and relationships, connection with peers); Wilson (2018) Drug talk 

can be triggering. Toikko (2016) Sharing experiences with peers and friends.  Jones (2020) 

Sharing of experiences leads to common shared experiences and politicised identities. 

Hutchinson & Lovell (2013) Unrestricting lives and Reciprocity - connections with others 

affirmative experiences and belief in others and the self, hearing others’ stories enabled 

empathic connections and normalised experiences of distress. Cameron et al (2019) find that 

social connections are a result of involvement. Hill et al (2021) being understood by trainees 

and feeling connected to each other as survivors. “Band of brothers” (Cooke et al, 2015) 

Recovery 

model/Medical 

model 

Adame (2011) Differences between psychological and psychiatric models; Richards et al 

(2016) Jones (2020) Cameron et al (2019) service providers do harm when reverting to the 

medical model lens and resulting in diminished identities. Decisions, diagnoses being made for 

them in secrecy (Cooke et al, 2015) 

Growth and 

Transformation 

Richards et al (2016) Personhood; Jones (2020) Becoming an EBE changed illness identity to a 

more positive one. Hutchinson & Lovell (2013) process of hearing others’ stories humanised 

the experience of distress and transformed and reframed service user identities. Hill et al (2021) 

I am not the same person I was. Emergence of professional identity linked to value and power 

(Cooke et al, 2015) 

Exclusion/Stigma 

and Discrimination 

Richards et al (2016) Unintegrated; Adame (2011) Us and Them divisions; Newcomb et al 

(2017) Disclosure difficulties. Simpson (2018) Identity and relationships (PSWs Excluded by 

other professionals). Wilson (2018) Barriers to accessing services when relapsing as a PSW, 

Difficult to move beyond Drug user identity to professional opportunities.  Jones (2020) 

Cameron et al (2019) service providers choose who is listened to and who has power. 

Alienation and exclusion of diversity in white spaces (Faulkner & Thompson, 2020). Hill et al 

(2021) breaking the glass ceiling. Information, diagnosis of personality disorder not shared 

(Cooke et al, 2015) 

Survivor roots Richards et al (2016) Adame (2011) Foundational nature of survivor identity. Jones (2020) 

Cameron et al (2019) Screaming in a milk bottle (Cooke et al, 2015). 
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4.4.3. The Positions of Identity 

Five identity positions became apparent; each of these is described below. The lived experience 

researcher or provider moved between these different positions.  

 

4.4.3.1. Service user and Survivor identities 

 Service user and survivor identities were common across all studies. The data identified 

service users, survivors, drug users and experts by experience. These identities were separate 

to the service provider and held less power, control, and respect. Cameron et al., (2019) 

reported that services perceived the service user or disabled person as the one with a problem. 

Their identities are also perceived as “limiting” (Newcomb et al., 2017, p 2). de Ruysscher et 

al., (2019) also found that service users were defined and overshadowed by their service user 

identities. Service user involvement work provided the opportunity to transform these identities 

and move beyond the stigma associated with it to more positive identities not rooted in deficit 

(Hutchinson & Lovell, 2013) The idea of role reversal, where the service user became the 

provider through the expert by experience role, changed the power differentials and enabled 

service users to be seen as people to learn from (Toikko, 2016). 

 

4.4.3.2. Professional Identity 

 Across the 13 studies the professional identity of lived experience researchers and 

providers was constructed. This consisted of having skills and competences to effectively carry 

out these roles (Cameron et al., 2019) and motivation to combine existing competences from 

personal lives into professional roles (Toikko, 2016). Richards et al., (2016) found those with 

professional identities were seen as knowledgeable, and competent, with more power than 

those with just service user identities. Peer workers were focused on developing professional 

identities which were legitimized through training (Simpson et al., 2018) and appropriate titles 

(Jones & Pietilä, 2020). There were allowed and disallowed characteristics, such as it “not 

being acceptable to become angry” (Richards et al., 2016, p 6), “having everything together” 

and “never having a bad day” (Wilson et al., 2018, p363). Jones & Pietilä, (2020) reported, 

being an expert by experience required that one must communicate articulately and clearly. 

Cooke et al., (2015) find that the development of a professional identity shifted service users 

to feel as though they have greater value and power. Within these studies it was reported that 

service user researchers and providers were more likely to want to convey their expertise as 
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people with knowledge who were skilled at their jobs to detract from their stigmatised service 

user identities. 

 

4.4.3.3. Integrated identities 

 Integrated identities were discussed within the research as individuals holding service 

user and professional identities simultaneously, and this was problematic and conflicting for 

the individual. There were differently held beliefs of whether integration was useful or not. 

Richards et al., (2016) found within an “integrated” identity, participants drew on all their 

identities to inform their practice, but this was rarer than the unintegrated identity as it was 

more difficult to accomplish. Newcomb et al., (2017) found when academics shared their lived 

experience in professional contexts it reduced stigma and provided student healthcare providers 

with examples of how to integrate their own lived experiences. However, Adame (2011) found 

integrating lived experience excluded them from being accepted by colleagues within the 

profession and by other survivors of the mental health system. The idea of integration was 

spoken of as embodiment but was emotionally burdensome in peer researchers (Faulkner & 

Thompson, 2021). 

 

4.4.3.4. Unintegrated 

 This theme addressed the issue of being unable to hold identities of service user and 

professional simultaneously. Richards et al., (2016) reported the “mad man versus someone 

who got a reputation for being highly professional they’re worlds apart unfortunately.” 

(Richards et al., 2016, p7). Service user and professional identities were understood as separate 

and either good or bad. Adame (2011) found that, despite mental health professionals having 

personal experience of mental illness they were likely to keep that hidden. Cooke et al., (2015) 

also find that being perceived as the one with lived experience in the room was conflicting, 

leading to a reluctance in wanting to share. Newcomb et al., (2017) reported this was due to 

stigma and fear over queries over fitness to practice. This fear stopped some peer workers from 

seeking help when they relapsed (Wilson et al., 2018). Cameron et al., (2019) also identified 

the conflicting positions experts by experience occupy, where in one context they are sources 

of knowledge, and other contexts as consumers of care. The service user representative role 

required service users to share their stories but with an expectation to separate the emotion 

from storytelling, to create distance from the service user identity to support learning from 
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experience that could be tolerated by healthcare professionals (Toikko, 2016; Faulkner & 

Thompson, 2021; Jones & Pietilä, 2020). 

 

4.4.3.5. Liminality/Ambivalence 

 The concept of liminality (Turner & Abrahams, 1969) posed by Simpson et al., (2018) 

described the experiences of peer workers who occupy a space in between being a service user 

and professional. The role ambiguity through occupying in between identities meant that it was 

difficult for peer workers to understand how they should interact with the people they support 

and the teams they work in. There was a lack of understanding whether they were friends or 

peers or a different dynamic. This had consequences for how others perceived them, and 

unclear expectations of the role and services they provided. This identity ambiguity led to 

differences in respect and power associated with these roles. This posed similar dilemmas to 

the lived experience researcher holding ambivalent identities (Faulkner & Thompson, 2021). 

 

4.4.4. The EMERGES framework 

The data in the studies informed the EMERGES framework that were found to be themes 

relating to identity development, encompassing: Empowerment, Motivation, Empathy of the 

self and others, Recovery model and medical model, Growth and transformation, Exclusion 

and Survivor roots. The framework is illustrated in Figure 4.2. This is presented in reverse and 

ascending order starting from survivor roots through to enablers and empowerment replicating 

the journey that the current research suggests lived experience researchers and providers go 

through to develop their emerging identities. 

 

4.4.4.1. Survivor roots 

 Adame, (2011) found the survivor identity were the roots and drivers of their need to 

work in the system. “The survivor part of me is what gets me out of bed each morning, and 

thinks that what I’m doing is important, and meaningful, and really needed…Like this 

background motor, I guess. It’s its own string of conviction, this motor, this energy that’s all 

in the background.” (Adame, 2011, p327). Jones & Pietilä, (2020) found that participants were 

likely to draw on their acute struggles of lived experience in their roles. Toikko, (2016) 

identified how having lived experience of mental distress was the foundation to becoming an 

expert by experience. A parallel identity to that of survivor roots was that of disability roots, 



CHAPTER 4.             A SYSTEMATIC NARRATIVE REVIEW: UNDERSTANDING THE 

IDENTITY OF LIVED EXPERIENCE RESEARCHERS AND PROVIDERS 

 53 
 

and this was the source of motivation to challenge and disrupt the system which is disabling 

(Cameron et al., 2019).  

 

4.4.4.2. Exclusion/Stigma and Discrimination by services 

 This theme covered how lived experience researchers and providers felt they must hide 

their lived experience due to queries over competence and fitness to practice (Adame, 2011; 

Newcomb et al., 2017). Service providers also chose who they listened to, and involvement 

could be tokenistic, recycling oppression lived experience researchers and providers 

experienced in contexts where they were service users (Cameron et al., 2019). Certain voices 

were excluded that were more chaotic and less professionalised (Jones & Pietilä, 2020).  Cooke 

et al., (2015) also identify how the label of personality disorder is shaming and stigmatising, 

and diagnostic practices operated in an inclandestine way excluding their involvement. 

Exclusion and alienation of those from minority ethnic backgrounds within these spaces was 

also discussed (Faulkner & Thompson, 2021). Hill, (2021) also related service user and carer 

involvement to a need to “break the glass ceiling” as staff were seen to hold the power and 

control the agenda. 

 

4.4.4.3. Growth and Transformation                                                                                                 

 This theme encompassed experts by experience and co-researchers discussing effects 

of involvement leading to a metaphorical growth and transformation. “Seeing everybody still 

‘fighting for it’...the enthusiasm is more than ever... these are different people to the ones three 

years ago, I’ve been able to watch my teammates blossom!” (Hutchinson & Lovell, 2013, 

p646). Richards et al., (2016) found the impact of these roles resulted in positively framed 

identities, facilitating recovery. It enabled individuals to have alternative, additional identities 

where the service user identity did not overshadow them. “So, it’s not the most central thing 

anymore, that you’re a mental health patient, but rather that you are a lot more as well.” 

(Toikko, 2016, p303). Hill, (2021, p 9) also found the theme of, “The person you see now is 

not the person I was.” This growth and transformation was related to the emergence of a 

professional identity, moving further away from the service user identity (Cooke et al., 2015). 

 

4.4.4.4. Recovery model versus medical model 

 This theme found the recovery model was a facilitator in changing mental health 

identities to be seen as recovered. However, both the recovery model and medical model could 



CHAPTER 4.             A SYSTEMATIC NARRATIVE REVIEW: UNDERSTANDING THE 

IDENTITY OF LIVED EXPERIENCE RESEARCHERS AND PROVIDERS 

 54 
 

both empower and disempower. Across the studies identities of lived experience researchers 

and providers were rooted in and influenced by these models. Despite models such as the social 

model of disability not locating the problem within the service user, the lens in which service 

providers worked “gets shifted back to medical model approach” (Cameron et al., 2019, p 

1323) influencing identities to be seen as disordered.  Richards et al., (2016, p 10) found that 

those who drew on a “personal recovery” had more positively framed identities because it 

placed less emphasis on being “stuck”. Adame, (2011) identified an alternative discourse 

regarding the medical model, some service users found it helpful, and when the provider 

challenged the service users’ alignment with the medical model, or of diagnosis, it was 

invalidating to how service users understood themselves and their experiences. Cooke et al., 

(2015) felt the process of diagnosis was disempowering but became empowering once service 

users understood that the damage that came from diagnosis came from service providers. Hill, 

(2021) also found that relations between service users and carers within involvement groups 

required a management of power dynamics. 

 

4.4.4.5. Empathy of the self and others 

 This theme covered how the experience of being a lived experience researcher and 

provider led to an understanding of the self and others. Service user representatives found 

sharing stories of personal experiences turned them into common shared experiences of 

distress, enhancing empathy and reducing stigma. The PSW discussed the importance of being 

‘one of them’ and able to ‘get it.’ (Simpson et al., 2018, p 665). Richards et al., (2016) and 

Newcomb et al., (2017) also found that personal experiences of distress enabled better 

understanding of those they worked with. Providing a social domain in which individuals 

shared their experiences as co-researchers meant they felt, understood, and better understood 

others (Hutchinson & Lovell, 2013; Jones & Pietilä, 2020; Toikko, 2016; Hill, 2021). In 

relation to each other they also felt like they had similar experiences and a sense of “group 

survivorship.” (Hill, 2021, p 6). Richards et al., (2016, p 9) also identify a similar group identity 

through the idea of a shared “personhood.” Cooke et al., (2015, p 239), also identified how 

experts by experience found it useful to connect and work with others who are similar like a 

“band of brothers.” Adame, (2011) found empathy of the self and others was impacted by 

overidentification, blocking a therapist’s understanding of those they support. This meant that 

these roles sometimes supported or hindered understanding the self and others. 
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4.4.4.6. Motivation to integrate 

 Adame, (2011) and Newcomb et al., (2017) identify that lived experience providers 

were motivated to make a difference to others, due to their own lived experiences and wanted 

to prevent others experiencing the same injustices of the system. Positive experiences of 

services were motivators for becoming lived experience researchers or providers and modelling 

this experience in their own practice. Additionally, motivations to apply professional 

knowledge to better understand their own experiences was important (Richards et al., 2016). 

Cameron et al., (2019) found a motivator to continue in the work as a service user representative 

was to purposely disrupt the power dynamics in these contexts. There was a need to move 

beyond the service user identity (Hutchinson & Lovell, 2013) and change their own narratives 

to more positively framed senses of self with a purpose in life. Faulkner & Thompson, (2021) 

also identified that it was not simply enough to be working as lived experience researchers but 

to actively be integrating their lived experience into their work. Cooke et al., (2015, p 239) also 

find that expert by experience roles were motivated in making use of past struggles “It almost 

comes worthwhile because you can almost see you’re doing something with it.” 

 

4.4.4.7. Enablers and Empowerment 

 The lived experience researcher and provider role enabled moving beyond the service 

user identity (Hutchinson & Lovell, 2013). This was influenced by learning and combining 

new and existing skills (Simpson et al., 2018; Wilson et al., 2018; Cameron et al., 2019; Jones 

& Pietilä, 2020; Toikko, 2016; Hill, 2021), and contexts situated in the recovery model, gave 

hope (Richards et al., 2016). Toikko, (2016, p 303) found that through being an expert by 

experience led to an orientation towards the future. They were empowered after involvement 

(Jones & Pietilä, 2020) and through being listened to, heard, and meaningfully involved 

(Cameron et al., 2019) It also gave meaning and purpose through “planting a seed” (Cooke et 

al., 2015, p 240). Hill, (2021) also found that meeting challenges, resulted in self-belief by 

having control over decision-making. Activism, social change, politicised identities, and 

positive identities were developed because of these roles and were thought to facilitate recovery 

(Hill, 2021; Adame, 2011; Jones & Pietilä, 2020; Cameron et al., 2019; Cooke et al., 2015). 

However, some providers maintained there were fewer opportunities for those with drug user 

identities that were disempowered in their roles due to stigma and the permanence of a service 

user identity (Wilson et al., 2018). 
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Figure 4.2. A visual representation and summary of findings in the review 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4.5.1. Stage 3: Checking the robustness of the synthesis: Reflections by Alison Bryant, 

Service user Advisor “I am in awe of the EMERGES framework and thoroughly relate to the 

themes and how my experience is integrated into those themes.” 

 

The robustness of the synthesis was checked by each member of the research team (VG, PF, 

LG, BG & CE) and researchers at McPin Foundation (RT & TM). AB, service user advisor 

uses the EMERGES framework to reflect on her lived experiences and evidences its utility as 

a reflective tool. An extended reflective piece by AB describing her involvement in clinical 

psychology training as an expert by experience is provided in Chapter 8. 
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experience. Clinical psychology, and specifically mindfulness, has helped me to survive and be 

able to acknowledge that I have survived, and is now deeply meshed as part of my lived identity. 

 

Exclusion/Stigma and Discrimination: I know holding my lived mental health experience and 

identity as being valuable to others (let alone myself) has been a hard road to travel. At times, 

my own perception of stigma, initiated feelings of exclusion, but also, I acknowledge that I have 

‘lost’, through smoke and mirrors, some of my history and identity when I realised this was 

neither valued nor accepted, if not absolutely rejected. When the presence of imposter 

syndrome arises regarding my identity whilst working alongside academic or professional 

identities with no lived experience, I try to comfort myself that this is to be expected and to 

work towards reducing my feelings of exclusion. 

 

Growth and Transformation: I and my family know how much my identity has been shaped 

by my involvement as a service user/provider. Both self-stigma and societal stigma have been 

a lens through which I have viewed my lived experience of mental health, this view having now 

been reframed in the context of my service user involvement. These experiences validate me 

and acknowledge my voice is heard. My knowledge sharing has empowered me so much, to the 

extent that sometimes I consciously listen to my voice that was once so subdued with a sense of 

surprise and ownership previously lacking. 

 

Recovery model versus medical model: My clinical psychologist, in presenting me with the 

then novel concept that my experiences would be valued by others, was instrumental in me 

taking on the role of service user/provider. My initial involvement was at times bewildering, 

often surprising, but allowed my identity to develop bit by bit over time. My recovery from 

psychosis has been reinforced through my service user identity and involvement, but I am all 

too aware that there are periods when my mental health is less stable, and my service user 

involvement may be seen as less productive or useful. This presents me with an insurmountable 

hurdle to achieving full involvement unless, in the future, the “goal posts” are shifted with 

mental health adjustments to better support service user providers. 

 

Empathy of the Self and others: My service user involvement was a seed planted by my 

clinical psychologist that related to part of my identity which had always been at the forefront, 

and a heartfelt wish that others never had to go through the experiences in life and in managing 

mental health that I had done. Being able to demonstrate as a service user provider to those in 
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training the reality of my lived experience helps shape them as practitioners. Sharing with 

other service users, identifying with them and offering support and solidarity through the 

challenges of shared lived identity is very empowering.  

 

Motivation: For many years, my sense of self and identity had been eroded by the effort of 

constantly battling my mental health and despair at the impact on my quality of life and that of 

my family. My ability to be confident, to interact socially, my sense of self-esteem and sense of 

purpose had become lost in the struggle to become well. My most recent contact with services 

was a key factor in my recovery, and the incentive generated because of the therapeutic alliance 

with my clinical psychologist to help others was an overwhelming driver in my journey to 

recovery and new identity. My fractured self was pieced together in my pursuit of my newly 

formed service user identity. 

 

Enablers and Empowerment: I had over time lost sight of skills or abilities I had held as part 

of other identities. Becoming a service user/provider allowed me to revisit those identities, to 

tease out what would sit alongside my mental health lived experience, to empower other service 

users, health professionals, trainees and ultimately myself. I now have a new perspective on 

my experiences gleaned from this new vantage point. I once had only a tiny seed of hope, now 

this has blossomed giving me a new sense of identity, purpose and direction.” 

 

4.6. Discussion 

The review aimed to understand how the process of working as lived experience 

researchers and providers in mental health, education and research settings impacted identity 

and to develop a conceptual framework. The framework identifies five different positions of 

identity: Service user, Professional, Integrated, Unintegrated and Liminal identities and details 

themes of the EMERGES framework consisting of Enablers and Empowerment, Motivation, 

Empathy of the self and others, Recovery Model and Medical Model, Growth and 

transformation, Exclusion (Stigma and Discrimination) and Survivor roots. The EMERGES 

framework is a novel conception and has common themes of emotion and power running 

throughout, with some overlap between themes.  
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4.6.1. The Positions of Identity  

 The service user position is characterised as being disordered, limiting and considers 

the individual as the one with the problem. This is consistent with research in mental health 

settings, where illness identities are detrimental to hope and recovery, resulting in poorer 

mental health (Yanos et al., 2010). The lived experience researcher or provider is expected to 

control their emotions and keep a distance from their illness, detracting from diversity and 

representativeness of service users who are chaotic or suffer with severe mental illnesses, 

influencing the type of identities within these roles (Beresford & Campbell, 1994). The service 

user has to switch between positions, for example, having to move between service user and 

expert by experience, where there are different levels of power, and control in decision making, 

requiring negotiation (Fox, 2016).  

 Professional identity was reinforced through training and labels used to describe them, 

giving them the skills and competences to work in their roles. This is consistent with, the 

Academy of Medical Royal Colleges, (2020) that identify skills and knowledge to perform a 

professional role are key to developing a professional identity. Mayer & McKenzie, (2017) 

also find professional identities of experts by experience are influenced through interactions 

with experts by qualification and through performing these roles. 

 The Integrated identity was characterised by sharing lived experience both in research 

and clinical practice. Beames et al., (2021) find the integration of lived experience in all stages 

of research supports meaningful research and outcomes. Arroll & Allen, (2015) find self-

disclosure results in greater therapeutic rapport and empathy. However, Bray, (2019) identifies 

the risks of self-disclosure and how it de-centres the service user. Alternatively, the peer 

support worker role requires them to work with patients through a shared experience of distress, 

but they do not necessarily need to disclose as there is already a visibility of lived experience. 

Sharing of lived experience by professionals is likely to de-stigmatise the idea of mental illness 

(Corrigan & Watson, 2002; Thornicroft et al., 2016). Integrating lived experience in 

professional roles is related to being an authentic version of the self. Research into authenticity 

suggests that when we are authentic it is better for our health and wellbeing (Grijak, 2017) 

providing support for the benefits of lived experience roles.  

 The Unintegrated identity of the service user and professional identified how these 

identities were conflicting and could not be held simultaneously. Research suggests that 

experiential knowledge comes predominantly from the expert by experience, suggesting 

learning about experiential knowledge cannot come from mental health professionals. 

Additionally, professional knowledge is better assimilated when it comes from healthcare 
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professionals as opposed to those with lived experiences (Hodge, 2005). This is explained by 

epistemic and hermeneutical injustice which poses limits on where knowledge is learned from 

(Fricker, 2007). Lived experience researchers and providers are also required to separate 

emotion and maintain professionalism in their roles. They must convey “affective intensity, 

while not spilling over into uncontrolled illness” (Näslund et al., 2020: p10). Researchers and 

professionals with lived experience are also impacted by stigma in the profession of lived 

experience that may determine whether they integrate lived experience in their research or 

clinical work. 

 The process of liminality described the identity of peer workers and researchers 

(Simpson et al., 2018; Faulkner & Thompson, 2021). Wu et al., (2020) suggest that Liminal 

spaces negatively impact the mental health of individuals occupying this space. Warner & 

Gabe, (2004) identify how mental health social workers find it difficult to work with mental 

health patients who occupy liminal spaces as they are difficult to understand and support. This 

can also translate to the way lived experience researchers and providers are understood and 

worked with in clinical practice and research, by colleagues. This knowledge can support 

service providers and colleagues to better understand those with liminal identities and enable 

better team working. It also identifies how these roles have an emotional burden on those 

performing them. 

 

4.6.2. The EMERGES Framework  

Outlined below are the seven core elements of the EMERGES Framework.  Each element is 

considered in relation to the evidence base and how lived experience researchers or providers 

can be better understood and worked with in mental health, research, and educational settings. 

 

Survivor roots 

 This theme found becoming a lived experience researcher or provider was rooted in the 

history of being a survivor or service user of the mental/health system. The experience of 

trauma or iatrogenic harm from services can influence changes to identity. Through the process 

of having positive or negative experiences of services may be formative to self-identifying as 

a service user or survivor differently. Wallcraft et al., (2003) identify the diversity of 

perspectives within and between service users and survivors but identify shared motivations to 

improve the mental health system. The intersectional influence of lived experience and 
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professional aspects to the role (Crenshaw, 1989) means that this researcher or provider has 

more complex needs and requires greater support. 

 

Exclusion/Stigma and Discrimination by services 

 Stigma and discrimination were shown to negatively impact disclosure of lived 

experience and health seeking behaviour and this is seen in wider contexts (Martin, 2010; 

Brown & Basil, 2010). The review team’s own observations find service user involvement is 

typically made up of white service users and is unrepresentative of the population which may 

be symptomatic of exclusion in the mental health system. There are also them and us divisions 

between lived experience researchers and providers and those they work with. For example, 

knowledge of stigmatised diagnostic labels, such as personality disorder, affects how experts 

by qualification perceive and work with them (Clark et al., 2015). There are also divisions 

between different lived experience researchers and providers, for example, experts by 

experience and mental health professionals with lived experience, meaning different lived 

experience researchers and providers do not belong to the same identity.  

 

Growth and transformation 

 The review found a consistent theme of growth and transformation. This links to a 

broader body of evidence within literature on how service users or survivors of mental or 

physical disability experience post traumatic growth (Tedeschi & Calhoun, 1996). 

Theoretically driven research metaphorically likens the effects of service user involvement to 

growth and transformation (Tse et al., 2012) and research finds the expert by experience role 

results in transformative effects (McCoy & Aronoff, 1994; Onken & Slaten, 2000). Some lived 

experience researchers and providers also have a romanticised perspective and find 

transformative effects in identity following the experience of psychosis (Conneely et al., 2021).  

Schneider et al., (2019) find non-white people and those with serious forms of distress are more 

likely to experience greater post-traumatic growth, suggesting the trajectory of growth and 

transformation of lived experience researchers and providers may be variable.  

 

Recovery model and medical model 

 The wider literature identified the recovery model was more likely to lead to feeling 

more hopeful and move individuals further from the service user identity (Buckley-Walker et 

al., 2010). The recovery model arguably has a negative side that promotes a certain journey for 
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service users, modelling ideas about competence, expertise and health outcomes that reduce 

the ideal service user to someone that is recovered (Harper & Speed, 2014.). This limits the 

type of individual in lived experience researcher and provider roles, reducing 

representativeness and authenticity of service users. The recovery model ironically detracts 

from the service user identity. In contrast, the medical model reinforces the service user 

identity, positioning the service user as in need of help, as ill or disordered (Beresford et al., 

2010). The context and models in which individuals are situated in can influence the way 

individuals conceptualise their own experiences. This aligns with social constructionism 

epistemology (Berger & Luckmann, 1991). The recovery model, medical model and social 

disability model are pervasive in the sector and explain findings in the review and how lived 

experience researchers and providers’ differently construct their identities based on the models 

they identify with. 

 

Empathy of the self and others 

 This theme found how sharing experiences within a social domain were used to connect 

with and understand others. The social identity of the lived experience researcher and provider 

role provided a sense of belonging to an in-group where we share similar values, beliefs, and 

experiences, supporting the formation of a social identity (Tajfel & Turner, 1979). The 

historical exclusion of this group of people in society means the role enables them to have a 

sense of belonging. Hawkins, (1999) suggests a desire to tell others about our own experiences 

becomes a desire to help others and this is a motivating factor in integrating lived experience. 

The process of lived experience researcher and provider identities may mean they better 

understand the people they research or work with and make them better person-centred 

practitioners (Rogers, 1959). However, issues relating to transference and countertransference 

can negatively impact understanding others through the projection of one’s own lived 

experiences.  

 

Motivation to integrate 

 This review identifies the idea of motivation to integrate lived experience and 

professional identities and hold them simultaneously. This motivation aligns with wider mental 

health contexts, for example, the division of Clinical psychology (BPS, 2020) released 

guidance on how trainee psychologists can integrate their lived experience into their work and 

training. This suggests the lived experience researcher or provider and mental health training 
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are in alignment regarding motivations to integrate lived experience. This is likely influenced 

by changes in policy by the Department of Health (DOH, 1999, 2000, 2001) and the service 

user movement (Chambers & Hickey, 2012) 

 

Empowerment and Enablers 

 The review found the idea of empowerment through lived experience researcher and 

provider work and this may occur through a social justice motivation (Huse, 2020). Through 

lived experience researcher and provider roles that are politically motivated, formed of activists 

and advocates means they are moving away from individual motivations to make a difference 

to a collective motivation to make a difference for others like themselves. This may be 

governed by social identities (Tajfel & Turner, 1979). Belonging to a social identity is likely 

to result in the health and wellbeing of members in the group, strengthening the group and 

empowering it and advocating for it. This can be explained through the social cure phenomenon 

in social identity theory (Jetten et al., 2012). Further to this, reaction against out-groups 

provides a motivation to disrupt and challenge other social identities such as Psychiatry or 

Psychology.  

 

4.6.3. Links to other frameworks 

The EMERGES framework conceptualises the identities of lived experience 

researchers and providers and builds on previous frameworks in other contexts, offering a novel 

way to understand identity. There are parallels with findings from the CHIME framework, 

which is made up of themes of Connectedness, Hope, Identity, Meaning, Empowerment 

(Leamy et al., 2011). Although the CHIME framework is critiqued as being overly optimistic 

and positive, and other researchers argue it does not account for difficulties that service users 

experience, advocating for an addition of D to the CHIME framework representing difficulties 

(Stuart et al., 2017)). In contrast, the EMERGES framework explicitly highlights the exclusion 

lived experience researchers and providers experience which is undermined by the 

retrospective addition of the D in CHIME-D framework. There is also overlap with Emery, 

(2015) literature review of service user involvement, finding themes of empowerment, 

recovery, and identity, giving validity to this review. Ng et al., (2021) find in their conceptual 

review of psychosis and growth and transformation the acronym of PROSPER, Personal 

identity and strength, Receiving support, Opportunities and possibilities, Strategies for coping, 

Perspective shift, Emotional experience, and Relationships. The EMERGES framework 
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encompasses similar themes to these frameworks but specific to lived experience researchers 

and provider identities, offering a novel and accessible way to understand them. 

 

4.6.4. Strengths of the review and framework 

The review identifies the novel EMERGES framework which can be used as a reflective 

tool and has practical applications both within research and clinical settings with the 

heterogeneous population of lived experience researchers and providers. The framework was 

co-created with a multi-disciplinary team, including lived experience researchers and 

providers, at every level within the review, adding to the robustness and validity of the findings 

and additionally, peer reviewed by researchers at McPin Foundation. Quality appraisal was 

also carried out independently by three different PhD Psychology students, with different 

expertise in lived experience and research methods. The methodologies within the studies were 

informed by a wide range of philosophical approaches that contributed to this synthesis. The 

research questions and aims of the studies differed slightly and so their synthesis may not 

represent each individual study’s findings cohesively, but instead the review identifies common 

themes across all. These are informed through a range of perspectives and philosophical 

underpinnings that supports the robustness of the synthesis. The framework has also been 

reviewed by researchers in other settings who suggest its value and application in mental health 

settings more generally, evidencing its versatility and wide-reaching impact. 

 

4.6.5. Limitations of the review  

It is acknowledged the review did not explore the grey literature, or literature on 

ethnicity, LGBT, and gender identity and this may have cast further insight into identity 

formation, but this was not a focus of the review. Most studies within this review failed to 

discuss the lack of diversity within lived experience researcher and provider roles. Only one 

paper (Faulkner & Thompson, 2021) addresses this issue explicitly, but this study’s sample 

size was mostly white, meaning it is difficult to draw meaning from such conclusions. The 

reviewed studies highlight how the field is limited to lived experience researchers and providers 

who can communicate their experiences and manage their emotions with competence and 

professionalism. This excludes those with severe mental or physical disabilities and those with 

learning disabilities. The carer voice and their work as experts by experience or providers is 

also largely missing from the studies included within this review, only, Hill, (2021) included 

carers within their study. A proportion of the studies within the review are complex and 
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academic in nature and may be difficult for lay people to understand, suggesting that the people 

who can benefit from the research may not, due to lack of accessibility. This meant that the 

review team were mindful of those who would benefit from reading the review and were 

motivated in communicating this in an accessible way. It is also acknowledged the field of 

lived experience work is referred to in a diverse set of ways nationally and internationally and 

so the search strategy may not have captured all research in the area. There is also a lack of 

literature exploring the effects of lived experience researchers and provider roles on identity, 

evidenced through only thirteen papers in this review, and so there is a recommendation for 

adding to the evidence base. 

 

4.6.6. Conclusion 

This review gives greater clarity to the identities of lived experience researchers and 

providers in mental health, education, and research, that are sometimes not understood by 

themselves or the people they work with. The EMERGES framework can be used as a reflective 

tool to better understand those is these roles and support effective team working. The review 

highlights how lived experience researcher and provider roles are performed by individuals 

with certain characteristics such as those who are professional, articulate and those who can 

separate and integrate, when appropriate, their lived experiences. However, people who do not 

have these characteristics and people from ethnic minority backgrounds, in addition to those 

with severe and enduring chronic mental, physical, and learning disabilities, are often excluded 

from these roles. Furthermore, it is evident that carer involvement in these roles is also 

underrepresented. Through the integration of more underserved communities in lived 

experience roles can lead to a depth of experience that can be drawn upon, leading to growth 

and transformation in the sector. However, the integration of lived experience within these 

contexts is limited, due to stigma and discrimination, limiting self-disclosure and health-

seeking behaviours due to the professionalisation of these roles. Therefore, those working with 

lived experience researchers and providers need to be aware of their support needs which can 

be guided by the practical application of the EMERGES framework. There is also a need to 

integrate lived experience to be authentic and to promote social justice in the mental health 

system. Through the process of sharing lived experiences supports others to listen and learn 

from them and supports greater empathy of one’s own distress and that of others.  

Through the process of performing these roles and through moving through the stages 

of the EMERGES framework leads to identity development. In some cases, the stigma of 
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mental illness, and/or disability permanently marks the identity of lived experience researchers 

and providers, affecting their prospects and the lens through which they are viewed. However, 

the general trend among the literature highlights how lived experience researcher and provider 

roles moves them beyond the service user identity. This consequently transforms those with 

stigmatised identities to enabling and empowered identities, facilitating recovery. 
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5.1. Introduction 

This chapter builds on the methodologies and findings of studies in Chapter 4. It aims 

to understand the identities that are constructed specifically in clinical psychology training, as 

this is an under researched area. Insight from this current study can enable a better 

understanding of groups in this context and support them to work together more effectively. 

Key contributors to UK Clinical Psychology training are research psychologists and 

clinical/academic psychologists. These staff have the relevant qualifications and training to 

perform these roles and are referred to in this chapter as Experts by Qualification (EBQ). Other 

equally important contributors are service users and carers, that are experts in their lived 

experience of disability and of services, who are referred to as Experts by Experience (EBEs: 

service users and expert carers). Both EBQ and EBE trainers select, teach, and evaluate UK 

trainee clinical psychologists’ clinical and research skills. Involvement of both types of trainers 

has the purpose of enhancing trainees’ learning that is perceived to be beneficial by both staff 

and service users (Sheldon & Harding, 2010). EBQ involvement in clinical psychology training 

has historically been the standard with the expectation that this will effectively train clinical 

psychologists to support their clinical, academic and research training. However, led by 

changes in policy (Department of Health, DOH, 1999, 2000, 2001), over the past two decades 

there has been significant momentum to additionally incorporate EBE involvement in the 

training of healthcare professionals. This is now a mandatory requirement for all Health Care 

Professions Council (HCPC) approved training courses, including clinical psychology. This 

change occurred through shifts in dominant narratives, moving away from the medical model 

towards more consumer led movements (Chambers & Hickey, 2012). The British 

Psychological Society, (2020) also documents the value of lived experience within clinical 

psychology training specifically. 

 

5.1.1. Experts by Qualification (EBQ) and Trainee Clinical Psychologists 

 Trainee clinical psychologists have been shown to develop their professional identities 

through the performance of their roles and through interacting and working with EBQs (Ashby 

et al., 2016). EBQs and trainee clinical psychologists have personal and professional identities 

(Higson & Allan, 2019) which can be integrated or unintegrated (Richards et al., 2016). There 

is no formal expectation for trainee clinical psychologists to bring their personal lived 

experiences to their professional roles, although, some EBQs with lived experience of 

mental/health conditions actively choose to integrate this into their work (Richards et al., 2016; 

Adame, 2011; Fox, 2016; Simpson et al., 2018; Newcomb et al., 2017; Wilson et al., 2018). 
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Fox, (2016) who is a social work academic and service user, talks about their identity spanning 

both professional and lived experience and how this is a balancing act requiring negotiation, 

alluding to the challenges and barriers that arise through navigating these two identities 

simultaneously. A recent guidance document by the Division of Clinical Psychology (BPS, 

2020) shows its support and value of lived experience within the profession and training of 

clinical psychologists. This movement to integrate lived experience in the field is likely to shift 

the visibility of lived experience in clinical psychology training going forward, thereby 

impacting the types of identities found in the profession, warranting further exploration. 

 

5.1.2. Experts by Experience (EBEs) (Service Users and Carers) 

 EBE involvement supports the service user and carer perspective of lived experience of 

disability and of healthcare services. EBE involvement enables trainee clinical psychologists 

to be more person centred (BPS, 2010), positively enhances their learning and clinical skills 

(Sheldon & Harding, 2010; Clarke & Holttum, 2013; Schreur et al., 2015) improves 

communication skills and empathy (Repper & Breeze, 2007), and promotes critical approaches 

to thinking (Harper et al., 2003). The process of EBE involvement in clinical psychology is 

shown to empower EBEs and positively impact both recovery and identity (Emery, 2015; Hill, 

2021). This is supported by research on EBEs in other professional domains such as 

participatory action research and disability activism (Hutchinson & Lovell, 2013; Toikko, 

2016; Jones & Pietilä, 2020; Cameron et al., 2019). Research suggests that adopting an EBE 

role encourages professional and politicised identities, moving EBEs further away from their 

stigmatised service user identities (Hutchinson & Lovell, 2013; Toikko, 2016; Jones & Pietilä, 

2020). There are, however, challenges relating to undertaking EBE roles. For example, some 

EBEs have been accused of being too professionalised, and their authenticity as patients has 

been questioned (Andreassen et al., 2014). The EBE role sometimes prevents individuals from 

disclosing or seeking support for their health difficulties due to the perceived expectations of 

what it means to be an EBE. For example, if the role is premised on the EBE being in recovery, 

they are able to effectively reflect on past lived experiences rather than draw on their current 

experiences in these roles (Wilson et al., 2018; de Ruysscher et al., 2019; Toikko, 2016), 

potentially impacting the diversity and types of people found within EBE groups. 

 

5.1.3. Theoretical basis of identity  

The extant theoretical basis of identity suggests the groups to which individuals belong 

lead them to see more similarities with their in-group and more differences with others, 
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establishing the boundaries between one identity and another (Tajfel & Turner, 1979). Roles 

that individuals occupy and perform in a structured society are also formative to identity. These 

identities are reinforced through interactions and relationships with others that operate in a way 

that is consistent with the meanings attributed to the roles they perform (Stryker, 1980), such 

as EBE, trainee, carer and EBQ. Further details on these theories relating to identity are 

discussed in Chapter 3. 

Tse et al., (2012) suggest that service user involvement is likely to lead to changes in 

social identity. Changes in identity are also likely to affect carers (Hughes et al., 2013; 

Andrasson et al., 2017). Healthcare professionals have been shown to have both professional 

and service user identities (Moorhead, 2019; Richards et al., 2016; Adame, 2011; Newcomb et 

al., 2017; Wilson et al., 2018; Simpson et al., 2018; de Ruysscher et al., 2019). This includes 

trainee clinical psychologists’ identities spanning learner and practitioner (Woodward, 2014) 

and identities of clinical psychologists spanning practitioner and researcher identities (Garfield, 

1966). Ashforth & Mael, (1989) identify how organisational identification in organisations that 

are made up of multiple identities occurs through factors such as the prestige, status, and the 

distinctiveness of a social identity. Individuals can be seen to work towards maintaining their 

social identity and engage in behaviours that reinforce this. This may also be seen in the context 

of clinical psychology training. 

The systematic narrative review in Chapter 4 found that identities of lived experience 

researchers or providers, including the role of EBE and mental health professionals with lived 

experience, consisted of professional, service user, integrated, unintegrated and liminal 

identities. These positions of identity were influenced by themes of the EMERGES framework: 

Empowerment, Motivation to integrate, Empathy of the self and others, Recovery model and 

medical model, Growth and transformation, Exclusion. and Survivor roots. However, the 

studies included had methodological flaws, bias, and lack of diversity. There was a paucity of 

research on carers and only one study in the review was from the domain of clinical psychology 

training. This suggested a need to extend research in this field and further explore these areas. 

This therefore provided the rationale to understand the collective group identity of clinical 

psychology training as a profession, which was novel in its application of the social identity 

approach. 

 

5.1.4. Labels as constructions of identities in clinical psychology 

Labels carry meanings, with the power to impart and reduce privilege, power, and 

stigma (McLaughlin, 2009). This is seen through the effect of diagnostic mental health 
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categories (Martinez et al., 2011). Labels are also responsible for how patients are treated 

(Dobransky, 2011). Some have highlighted the negative impact labels can have on those in the 

mental health sector, encouraging a motivation to reconstruct psychiatric labels that are less 

harmful (Ben-Zeev et al., 2010). Re-examining the labels used to describe groups in clinical 

psychology training is necessary to better understand the meanings and responses labels elicit 

and enable identification of labels that do less harm to individuals that work in this context. 

Labels used to describe those who work from a lived experience perspective within 

clinical psychology training usually span, but are not limited to, service user representative, 

expert by experience, and patient representative. Certain labels are thought to help restore the 

power imbalance between EBE and EBQ and destigmatise the perception of the EBE roles, 

that historically has been unequal and oppressive towards the EBE. Reframing the service user 

as an EBE, as someone who is an expert in their lived experience and of services has the 

potential to shift the power so that EBEs are viewed as people to learn from (Fox, 2011). 

The involvement of carers within EBE groups is another important identity and group 

to explore. The label of “Carer” gained legal status in 1995 as part of the Carers Act (Bytheway 

& Johnson, 1998) supporting carers to have greater rights and for others to understand their 

role in relation to both the people they support and to service providers. Carers’ expertise gives 

them insight into the experience of caring for someone with a mental illness. They hold 

valuable knowledge that can support trainee clinical psychologists, and other healthcare 

professionals to better understand the difficulties that individuals with mental/health problems 

face (McIntosh, 2018) and offer unique insights into their health that may not otherwise be 

observed. Carers are referred to in their roles as unpaid carers, informal carers, or EBEs that 

may be formative to their identity and the power and respect they are given.  

 

5.1.5. Moving away from Empiricism towards Social Constructionism   

 The idea of empiricism is essentialist in nature, suggesting that there is an observable 

and objective truth that can be empirically measured. This sits in contrast and direct conflict 

with the social constructionist approach of inquiry, that posits that there is no real world, and 

this cannot directly be observed (Burr, 2003). Our perception of truth is based on the social and 

cultural world that has been created, on which we base our understanding. The symbolic nature 

of language, that when deciphered through this analysis can reveal our social constructions and 

the meaning of the realities in which we exist (Shotter, 1993). For example, the pre-existing 

rhetoric and discourse related to class, ethnicity, gender, and dominant psychological 

perspectives within the field of clinical psychology may influence identity constructions within 
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and between groups in clinical psychology. Everyone's experience or the sense and meaning 

they attribute to a certain reality is unique and rooted in their unique experiences (Abes et al., 

2007) which might apply to groups in clinical psychology training that led them to be a part of 

this profession. The social constructionist approach suggests there are multiple realities, and 

these different realities and experiences compete for legitimacy through the interactions we 

have with others (Fairhurst & Grant, 2010). Focus group methodology enables participants to 

interact with one another and the researcher, and this dynamic may have influenced the way 

knowledge is constructed. A social constructionist approach to analysing the research is useful 

and justified in the pursuit of how knowledge of identity is constructed, and a critical realist 

ontology was applied to understand what perceptions of reality this knowledge of identity 

construction derived from. 

5.1.6. Research aims and questions 

The primary aim of this study was to understand identities within UK clinical 

psychology training, to explore how identities are socially constructed by groups in clinical 

psychology training of EBEs (service users and carers), trainee clinical psychologists and 

EBQs (research staff and clinical psychologists). To achieve this, participants were asked to 

self-define into the social group they belonged to within clinical psychology training. Focus 

group methodology was used to discern the influence of labels, social identities, and roles on 

identity. The aim was to understand the identity constructions and relationships between EBEs, 

carers, trainees and EBQs within clinical psychology training.  

Cooke et al., (2015) suggest that service users and carers are qualitatively different, so 

within this study they were studied in separate focus groups. The study sought to explain 

whether groups in clinical psychology training constructed their identities similarly or 

differently. It aimed to provide recommendations for how these different groups are labelled, 

give greater clarity to these identities, and offer an understanding of the purpose of these 

different roles and whether labels used to describe them reinforce the meanings of their roles. 

It also aimed to provide insight to support these groups to work together more effectively as 

separate groups in clinical psychology training, in addition to working more effectively under 

the wider umbrella of the organisational identity of clinical psychology training. 

 

5.2. Methodology 

5.2.1. Design 
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 Four focus groups were carried out to explore the identity of EBEs (Service users), 

Carers, EBQs (Clinical/Academic Psychologists and Research Psychologists) and trainee 

clinical psychologists. These groups were mutually exclusive based on how the participants 

self-defined in relation to their roles in clinical psychology training in the UK. The different 

focus groups artificially created a space specific to each social identity. Each focus group lasted 

approximately 90 minutes. 

 

5.2.2. Inclusion/Exclusion criteria 

Participants had to self-define as EBEs (service users), EBEs (Carers), Trainee Clinical 

Psychologists or EBQs (research staff or clinical psychologists) within clinical psychology 

training. They were not limited by gender, ethnicity, sexuality, or disability but were required 

to be 18 years or older. It was acknowledged that some individuals may hold multiple identities, 

such as a trainee being an EBE and a clinical psychologist being a Carer, but the participants’ 

eligibility for joining a focus group was primarily based on their role within clinical psychology 

training. Where there were dual identities such as an EBE also being a Carer, they were given 

the choice to choose which focus group they would like to participate in, based on the identity 

that was most salient to them at the time. 

 

5.2.3. Recruitment and sampling        

 Purposive sampling was used to identify participants who met the inclusion criteria. 

Participants were recruited through advertisements on Twitter and emails sent to all UK 

Doctorate Clinical Psychology programme directors and course specific email addresses. 

Recruitment advertisements were also sent via an email to the BPS’s Group of Trainers in 

Clinical Psychology (GTiCP) network. GTiCP is a network of Doctorate in Clinical 

Psychology training programmes within the BPS which includes a sub-group of all service 

users, carers, and staff that work on clinical psychology courses. The PhD researcher and some 

of the supervisory team were members of the group and were given permission to advertise the 

research through this network. 

5.2.4. Ethical considerations        

 Ethical approval was granted by University of Liverpool’s ethics committee (REF ID 

5417). Participants who responded to advertisements and wished to participate in the study 

were given an information sheet as part of the process to gain informed consent. Eligibility to 

participate based on inclusion/exclusion criteria was checked prior to participation. Consent 
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for the focus groups to be audio-recorded was also obtained. Participants were debriefed on 

completion of the study. The data provided were kept confidential and identities pseudo-

anonymised. Participants could withdraw their data from the research up to the point of 

anonymisation. All participants were offered the choice of receiving a £20 gift voucher. Travel 

expenses were also reimbursed. 

 

5.2.5. Positionality and Reflexivity 

The research reported in this chapter has been led and developed by an EBE, who is the 

PhD researcher, based on her own experiences of changes in identity through EBE involvement 

in UK Clinical Psychology training. The research team see this as a strength but are aware of 

the bias and subjectivity this positionality may have on the research and so themes were 

discussed with the wider research team, who have expertise regarding the research target 

groups, including research psychologists, clinical psychologists and other EBEs, all with their 

own lived experiences. Seeking views from across each team member including EBEs and 

EBQs was important in reliably interpreting the data from participants. It is also acknowledged 

perspectives across the team differed based on the different roles inhabited. These discussions 

supported in identifying nuances in identity constructions across the different groups 

considered. These different perspectives and conversations contributed to the coding of the 

data. The findings were additionally discussed with key stakeholders, supporting the validity 

of the findings. Further details of the PhD researcher’s positionality are detailed in Chapter 1 

and reflections on the focus groups detailed in Chapter 8, including the Service user advisor’s 

(AB) experiences as an Expert by Experience. These steps to reflect on the researchers’ 

positionality and discussions as a team helped interpret the data and supported in establishing 

its trustworthiness. 

 

5.2.6. Focus groups and interviewing       

 Focus groups involve discussion with a small group of people on a specified topic that 

is moderated by the researcher (Blee & Taylor, 2002). The groups are effective methods that 

generate production of data on a specified question such as exploring the nature of identity 

(Munday, 2006). Focus groups have been shown to enable observations of “interaction, 

negotiation and affirmation” of social identities (Munday, 2006). On occasions it has been 

found that members of focus groups strive and work towards developing a social identity and 

offer discourse and behaviour that maintains this group identity (Gamson, 1992). This means 
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it is important to understand the content of the focus groups, but also to reflect on the process 

by which identity constructions occur. Reflections on the focus groups can be found in Chapter 

8. Touraine, (1981) believed that working with strangers in a focus group would come to 

recreate and mirror the wider social movement they belong to. 

 The focus groups in this study were either held in person at the University of Liverpool, 

where a room was sourced, appropriate for the needs of the participants or held via Zoom 

conferencing services remotely, due to COVID-19 restrictions. The groups were recorded 

through an audio recording device, transcribed via transcription services, and analysed using 

NVIVO qualitative software. Notes were also taken by a team member in each focus group 

(CE, BS). The PhD researcher was the interviewer for each focus group and followed a semi-

structured interview schedule to guide the discussion to ensure the focus groups were run in 

the same way (see Appendix A). The interview schedule was created and tested with key 

stakeholders including EBEs, Carers, Trainee Clinical Psychologists and EBQs prior to use in 

the study. The researcher established ground rules with the focus group members and stated 

expectations of what participants could expect from the researcher and what was expected of 

them. The researcher also ensured that the participants were aware the focus groups were 

confidential spaces and to be respectful towards others during the discussions. To notice 

discussion points within the focus groups, prompts were used to allow individuals to elaborate 

on their points. The discussion started off broad with warm up questions, an exercise to reflect 

on their identities, prior to exploring the main questions of interest within the focus groups.  

5.2.7. Thematic analysis 

 A social constructionist approach with critical realist ontology was taken and the results 

were retrospectively interpreted deductively through the EMERGES framework found in 

Chapter 4, and the theoretical basis of identity, Chapter 3. A thematic analysis was used to 

analyse the data, which is not bound by an epistemology and so can be effectively applied to 

research being conducted from a social constructionist and critical realist lens. It can also be 

used for multiple data sets (Braun & Clarke, 2006) which is relevant to the four different focus 

group datasets. Thematic analysis was used over grounded theory and interpretive 

phenomenological approaches in order to compare multiple different groups, sample sizes and 

data sets and can effectively be applied to focus group data. It is also a systematic approach to 

the analysis which occurs in a rigorous way to ascertain how identities across these groups are 

constructed. 
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A thematic analysis allowed the active generation of themes from the qualitative data 

in the focus group transcripts. Thematic analysis can be rigorously conducted from a position 

that the researcher is actively engaging with the data and generating themes through interaction 

with and analysis of the research and their own knowledge bases (Braun et al., 2016). The 

stages of the thematic analysis are as follows: familiarisation with the data through reading and 

listening to the data, coding meaningful segments of the data in line with the research question, 

generating themes, reviewing themes, and labelling and defining themes as a research team. 

Braun & Clarke, (2006) thematic analysis protocol guided the structure and order of the 

thematic analysis, but it is widely accepted that the process between each stage in the protocol 

is iterative and required going back and forth and revisiting stages within the analysis.  

Familiarisation 

The researcher first familiarised themselves with the data from the focus groups by 

reading and re-reading the transcripts as well as listening to the audio recordings of the focus 

groups. Reflections on the focus groups further supported the researcher to immerse themselves 

in the data, familiarise themselves with it and reflect on the impact of them as a researcher on 

the process, which can be found in chapter 8.  

 

Coding 

The researcher began to code the data through applying the social constructionist lens 

where the language and discourse was coded in meaningful segments in relation to ideas 

relating to identity. The codes were detailed and accounted for interaction and language used 

that communicated how identity was socially constructed. Each transcript of the different focus 

groups was coded separately. The supervisory team also saw these codes and discussed them 

to ensure a level of agreement across coders and the validity of these codes. 

 

Generating themes 

The codes were then actively generated into themes that accounted for the different 

areas of coding, based on the research question and method of analysis. Braun & Clarke, (2006) 

suggest that the researcher actively engages with and rigorously assesses the data to effectively 

generate themes that reliably reflect the meaning in the data. 

 

Reviewing themes 
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The codes were then re-evaluated before being labelled as themes explaining the 

identities of those in clinical psychology training groups. The codes from each focus group, 

Expert by Experience, Carer, Trainee Clinical Psychologist, and Experts by Qualification were 

compared and overarching themes explaining social constructions of identity across these 

groups were generated, including areas that were similar or different.  

 

Labelling and defining the themes 

The themes were then labelled and defined based on how they represented the social 

construction of identity of groups in clinical psychology training. The themes were reviewed 

by the supervisory team, including experts within clinical psychology training, EBEs and 

EBQs, to ensure the themes identified reliably reflected the meaning and knowledge 

constructed within the data. The multidisciplinary supervisory and advisory team helped 

review, label, and define the themes together. The trustworthiness of the data and themes 

identified were established through seeking feedback from other EBEs and EBQs, external to 

the team, to see whether the themes resonated with them. BS also analysed one of the four 

datasets (trainee) and this analysis was compared to analysis by VG across the other datasets 

to establish consensus. The themes identified were similar to the overall thematic analysis 

across each dataset suggesting the trustworthiness of the analysis and themes identified by VG 

and BS, independent researchers. 

 Judgement about data saturation in qualitative research is dependent on the expert status 

of the participants, the richness and quality of the data and the researcher’s own knowledge 

base and understanding of the field they are exploring. There is no ideal sample size, but the 

participants and research team were experts in their respective roles and their insight was 

considered to adequately capture and answer the research questions. The quality of the data 

from the focus groups was rich in detail and offered a good understanding of the perceived 

identity constructions of these groups, although is limited to the context of UK clinical 

psychology at a point in time.  

5.3. Results 

5.3.1. Participants 

A total of 25 participants took part across the four focus groups. Of the 25, eight trainee 

clinical psychologists, six EBEs, seven carers and four EBQs (two Clinical Psychologists and 
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two Research Psychologists) made up the total sample. The participants were from nine English 

clinical psychology programmes. There was no formal expectation for participants to have 

lived experience of mental or physical disability, so these data were not collected. The 

demographics and breakdown of ethnicity, gender and age are generally representative of the 

demographics in clinical psychology currently, see Table 5.1. 1 participant removed their 

consent to their data being used, so their data have been removed and they have been excluded 

from the sample, and 2 participants asked for some of their data provided to be removed. 

Table 5.1: Sample Characteristics  

 

5.3.2. Results of thematic analysis 

Four overarching themes were found that were common across groups. The first theme 

was the structure and dynamics of identity that found multiple identities, which could be split 

into personal and professional identities that were ‘integrated’, ‘separated’, ‘permeable’ and 

‘visible or invisible’. The second overarching theme was the impact of language and labels that 

found that labels used to describe these groups led to ‘expectations of a label’ and were 

burdensome, as described by ‘the weight of the label’ with motivations of ‘rebalancing the 

power’ between these groups. The third overarching theme was constructions of the learner 

and expert, suggesting that each group could be a learner or expert at different times regarding 

performance of their roles, and their ability to integrate lived experience and engage in 

coproduction work. The fourth overarching theme was that of fixed impermeable identities that 

essentially measured social identities described by themes of ‘Feeling similar with common 

goals,’ ‘Feeling the same but different,’ ‘Feeling different to others,’ ‘Barriers between 

groups,’ and ‘Connecting groups,’ that identified a need to connect and reduce ‘them and us’ 

divisions. A summary is provided in Table 5.2. Figure 5.1, provides a visual representation of 

the structure and dynamics of identity found. 

Focus group Sample:  

N = 25 

Gender 

17 Female 

9 Male 

Age 

 

28-75 years 

Ethnicity Context 

Trainee 

Psychologist 

N=8 7 Female 

1 Male 

28-36 years  

 

 

White, White Other, 

Mixed race (White 

and Caribbean) 

In person 

Expert by 

Experience 

N=6 2 Female 

4 Male 

35-65 years 

1 participant did 

not disclose 

White, 

British Cypriot 

Online 

Expert Carer N=7 5 Female 

2 Male 

56-75 years  White and White 

other 

Online 

Expert by 

Qualification 

N=4 2 Female 

2 Male 

37- 62 years White, 

Latinx/Hispanic 

Online 
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Table 5.2: Overarching and subordinate themes 

 

Figure 5.1. The structure and dynamics of identity  

 

 

 

 

 

 

 

 

 

 

 Overarching themes Sub- Themes Trainee EBE Carer EBQ 

 Dynamics of Identity. Multiple Identities 
 

x x x x 

1. The shape, structure, 

permeability and distinction of 
identity is differently 

constructed through the 

interactions and competing 
narratives. 

Separation 

 

x  x x 

 Integration 

 

x x x x 

Permeable 
 

x x x x 

Invisible/Visible  x x x x 

  2. The impact of language and 

labels to rebalance power 
The expectations of a label x x x x 

  

The meanings and power 
attributed to labels and their 

effects on identity 

constructions. 

The weight of a label  x x x X 

 

Rebalancing the power x x x  

3.  

Constructing the Learner 

and the Expert. 

 

Constructing the learner x x  x 

Constructing the expert  x x x 

  4. Fixed Impermeable identities Feeling similar with common 

goals 

x x x x 

  

A deductively coded theme 

relating to social identity in 

clinical psychology training 

Feeling the same but different   x   

Feeling different to others x x x  

Barriers between groups x x x x 

  Connecting groups  x x  
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5.3.2.1. Overarching Theme 1: The structure and dynamics of identity 

This overarching theme describes how identity is similarly and differently constructed with 

competing narratives within and between each social identity in clinical psychology training. 

There appears to be a fluidity to the structure and dynamics of identity and how professional 

and personal identities sometimes permeate each other, are actively separated, or integrated, 

depending on the motivations of the individual to hide or reveal lived experiences based on 

context and triggers. 

 

Sub theme 1: Multiple Identities “a strange mix of personal and professional and caring.” 

This sub theme describes the multiple personal and professional social groups and roles the 

participants belonged to. Most of these identities were a result of personal or professional ties. 

Identification with different identities was triggered by emotional connections, different 

contexts, and time points. This was consistent across each participant group. 

 

An Expert Carer, speaks of three distinct identities she belongs to, being a service user, carer 

and recovery worker, that also summarises the multiple components that make up her identity 

as a Carer. “a strange mix of personal and professional and caring.” Carer, Rosetta. 

 

A Trainee, also comes to the realisation of the multiple identities he belongs to “I’ve got so 

many different identities… so you’ve got, obviously, trainee, student, researcher... they’ll all 

be very important to me… it just made me realise how many different identities.” Trainee, Jack. 

 

An EBQ also similarly identifies the personal and professional identities he belongs to as being 

different but important elements to him “…we do have multiple parts of yourself…I have an 

identity as a psychologist that I live and that’s different to me at home and that’s different to 

me with my friends and that’s different to me playing football and different to me who likes 

music. It’s another element…” EBQ, Simon.  

 

An EBE, identifies how he also belongs to multiple groups but feels emotionally connected to 

the group he is working with at the time, suggesting context is important to the saliency of an 

identity. “These sort of groups I pick and choose…I don’t have affinity for any of them…, but 

if I’m involved in some work, then I’m emotionally linked with it.” EBE, Phil. 
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Sub theme 2: Separation “I’m determined for those identities to stay separate” 

This sub theme describes EBQ, carer and trainee participants’ need for separation between their 

personal and professional roles. This separation between their personal lives and professional 

lives performed a function to reduce the burden of lived experience and its impact on the 

individual. The general constructs of professional experiences and lived experiences were also 

thought to be distinct and perceived as though they cannot coexist. 

 

An Expert Carer highlights how the Carer’s experiences and identity are sometimes consumed 

by healthcare issues and how there is a need to escape the burden of this at times. 

“…sometimes...everything’s around service provision... rather than getting drip fed what was 

going on with health and social care..., sometimes carers just need that escapism to do 

something different.” Carer, Anthony. 

 

A Trainee, spoke about maintaining a separation between her clinical work and the skills she 

learns and applies in that role as distinct and separate to how she wants to act in her personal 

life. “I understand why reflective practice is really important...when you’re working clinically, 

but I don’t want to be reflective in my personal life...I want to be reflective in my professional 

role, when I come home…I’m a sister, daughter, partner…, I’m determined for those identities 

to stay separate...” Trainee, Serena. 

 

An EBQ, discussed how some engaged in coproduction work believed that lived experiences 

and professional experiences were often considered as distinct to one another and Sharon felt 

forced out of the lived experience conversation as a professional with lived experience. “…they 

are social constructs that tend to be thought of as mutually exclusive. I mean they’re not in 

reality...I do remember... someone was coming to train us about how to do service user 

involvement and he was making a virtue of… this isn’t about professionals and… I felt like that 

professional bit of me was being pushed out of the room” EBQs, Sharon. 

 

Sub theme 3: Integration “I’m almost wanting to bring those two senses of self together” 

Trainee participants described wanting to integrate their lived experiences into their roles but 

did not have the expertise to do this, whereas EBE participants described being able to do this 

more confidently by integrating models they personally identified with. Integration of lived 

experience by the EBQ participants performed a function in reducing their expert status and 

enabling others to connect with them.  
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A Trainee speaks of how she wanted to integrate both her lived experiences and professional 

experiences in her role within clinical psychology training, which was different to her earlier 

motivations which were to separate them. However, as she has grown in her role as a trainee, 

she wants to be a more authentic version of herself and maintain an integrated identity. “…I’m 

almost wanting to bring those two senses of self together … much earlier on in my route into 

training…I wanted to push them separately... Whereas now I'm... keen to bring those two things 

together...and feel like a more coherent… version of me...” Trainee, Ruth. 

 

An EBE, speaks of how she seeks to integrate models she personally identifies with and embed 

them into the teaching she does as an EBE to help inform the training of clinical psychologists. 

“I do quite a lot of teaching in…universities… working with people in crisis… coming from a 

very much trauma informed... what you can do is try and embed aspects of that in…, people’s 

day to day working.” EBE, Zara. 

 

Similarly, another EBE, identifies how the process of EBE work integrates lived experience 

into research and training. “Firstly, a fundamental belief in service user involvement and how 

it can really channel people’s experiences into the research.” EBE, Michael. 

 

An EBQ, suggests that speaking about her own personal experiences reduces her expert status 

and better connects her to the people she works with such as EBEs. “I felt like because of my 

expert status they were like… here she comes telling us what to do… I had to really express 

where I come from more and more... so…they don’t see me as the professional.” EBQ, Maria. 

 

Sub theme 4: Permeable “I don’t think you can necessarily untangle the two identities” 

The sub theme of permeable identities represents the seeping of the professional role into 

personal life and vice versa. This was described by trainees and EBQ participants similarly. 

Carer participants spoke of how their own personal identities tied them to those they supported. 

 

A Trainee, spoke of the HCPC regulations in her role as a trainee clinical psychologist and how 

there was an expectation to abide by the professional code of conduct in her role, but that this 

was also extended to how trainee clinical psychologists must conduct themselves in their 

personal lives. “…...when you’re in that profession there’s a sense of responsibility... that 

doesn’t just finish when you finish your day… you are expected to uphold the professional 

values in your personal life...” Trainee, Ruth. 
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Another Trainee, who is both a trainee clinical psychologist and is someone with lived 

experiences who speaks about this often in her role and also outside of her role describes how 

her lived experience and professional experiences are perceived as inseparable to her and others 

who know her. “… I think it depends on who sees me...I don’t think you can necessarily 

untangle the two identities.” Trainee, Mary. 

 

In a comparable way, an Expert Carer, speaks of how the Carer role and the health outcomes 

of those they support, are inextricably linked. “… it’s always the way that if the carer goes 

down, the person they care for is always down, so that’s two people in hospital.” Carer, Jane. 

 

Additionally, EBQ, describes how he sometimes can’t help but apply his clinical skills in his 

personal life, and that this was something he did not want to do, but highlights how the clinical 

psychologist identity can infiltrate his personal life. “I find that… in some ways harder...trying 

to stop the work going in to my personal and not become a therapist for my friends...” EBQ, 

Simon. 

 

Sub theme 5: Invisible/Visible “…sometimes our voices are just not heard and sometimes… 

we’re going to be stepping on… people’s toes… Because we need to be heard… the 

professors and the doctors can’t admit to being a service user...” 

 

This sub-theme describes the invisibility and visibility of lived experience within clinical 

psychology training. Trainee participants described a need to share their lived experience but 

felt that clinical psychology spaces did not feel safe or accepting of this. The EBE participants 

talked about how the purpose of their roles was to work towards increasing visibility. In 

contrast, the carer group felt they were not visible, and they and others did not recognise their 

needs. 

 

A Trainee identifies how the trainee clinical psychologist identity occludes the visibility of 

lived experience in their profession, which is often overlooked. “I wouldn’t describe myself as 

an expert by experience but... we had some trauma teaching, and it was quite distressing... but 

there wasn’t any warning, there wasn’t anything about looking after yourself in the lecture… 

the lecturer had almost come in on the assumption... this isn’t going to affect any of you...” 

Trainee, Jess. 
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An EBE, identifies how the EBE role is about being disruptive to the status quo and enabling 

lived experiences to be more visible and better heard because EBQs’ lived experiences cannot 

be completely visible. “…sometimes our voices are just not heard and sometimes… we’re 

going to be stepping on… people’s toes… Because we need to be heard… the professors and 

the doctors can’t admit to being a service user...” EBE, Denise. This suggests a real difference 

between the extent to which lived experience can be visible in the different EBE and EBQ 

roles. 

 

An Expert Carer, Miriam, identifies how the Carer’s needs are often seen as secondary to 

service provider priorities, but also secondary to their own priorities meaning their needs are 

not recognised by themselves or the people they support or work with. “… one’s own needs 

can get so suppressed that they’re not being recognised, even by the individuals themselves.” 

 

5.3.2.2. Overarching theme 2: The impact of language and labels to rebalance power 

“In effect, any label, it’s how it’s used...so you can throw whatever label or term at me.”  

This overarching theme is about how labels used to describe groups in clinical psychology 

training acted as stereotypes and resulted in expectations of the labels, ascribing meanings 

through which they were understood. The theme also identifies how these labels had an impact 

on power dynamics between these groups. The theme also identified how the use of carefully 

chosen labels could rebalance the power between groups in clinical psychology training.  There 

was a common thread that labels had an impact, put pressure on them and could result in 

emotional burden.  

Sub theme 1: The expectations of a label “…it’s sometimes the messages, because I’m really 

conscious that I’m, white, posh, female...” 

This sub-theme captures the different perspectives of trainee clinical psychologist participants 

and EBE participants regarding the labels used to describe them. It describes how labels support 

in constructing identities through individuals being understood through stereotypes and 

expectations associated with these labels. It also describes the participants’ feelings of 

validation or invalidation as a consequence of labels that are not meaningful when they do not 

capture who they are. Belonging to racial minorities, regional and class identities were 
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discussed across trainees and how they felt they did not fit into the typical clinical psychologist 

identity. 

Trainee clinical psychologist participants explored the stereotypes through which they are 

perceived and how this did not fit with how they viewed themselves. 

A Trainee constructs a professional identity as someone who does not have a regional accent 

like her own. This means she does not feel like a typical trainee clinical psychologist. “...I put 

trainee Clinical Psychologist first...I also put Scouser... And I sometimes... feel like they 

clash.... I think people have an idea of what a professional person is, and it’s not necessarily 

someone with an accent.”- Trainee, Sophie. 

Another Trainee also identifies how others do not construct a clinical psychologist to be mixed 

race and how she defies this expectation, but that the label and expectations can be invalidating 

to those who they do not represent. “...I’ve had service users go, oh is it you that I’m seeing, I 

didn’t think you’d look like that…, people often don’t expect...a mixed-race young woman to 

turn up." – Trainee, Jess. 

Trainee Mary describes the stereotypes of the trainee clinical psychologist and how in some 

ways she fits with the typical and in some ways she does not, meaning the label does not capture 

who she is as a whole “…it’s sometimes the messages, because I’m really conscious that I’m, 

white, posh, female... But also... despite my best… plans... being late, things like this...but you 

often hear that you’re the perfectionist, you’re this, you’re the that, which is completely not me 

at all…” 

EBEs in the focus groups spoke of how labels are often chosen by EBQs for them and feel 

labels can be damaging and do a disservice to those who occupy these labels that are not 

meaningful descriptors of their roles. They concurrently agreed that the EBE label was the best 

option they had but that it was still not adequate in conveying the complexity of their roles. 

 

EBE Phil identifies how often labels are chosen for EBEs without thinking of the impact they 

have on those in these roles. Phil now feels that language and labels used to describe him are 

irrelevant to him in his role and he is resistant to being labelled by others with power.  
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“Language and labels have changed over the years. I started my journey through physical 

trauma...where you were labelled with whatever those outside were comfortable with, they 

didn’t care how it affected the individual… I grew up with words like cripple... In effect any 

label, it’s how it’s used...So, service user, expert, it doesn’t matter, I’m there to do a job at the 

university and help them create clinicians who do a cracking job, so you can throw whatever 

label or term at me, it won’t affect me...”  

 

Concurrently within the Carer focus group, each member rejected the label of Carer due to the 

stigmatised meanings associated with it, as it was not a meaningful descriptor of the complexity 

of their role. It was a clinical label being forced on them that they did not identify with that 

detracted from their personal connection to their loved ones they supported. Discussion of 

labels such as ‘informal carer’ and ‘unpaid carer’ were also rejected as they detracted from 

their expertise, and was another way for professionals to force labels that were invalidating 

onto them. 

 

Sub theme 2: The weight of a label “…the word expert feels a bit pressured...” 

This sub-theme described how language and labels used to describe groups in clinical 

psychology training had an impact, putting pressure on the Expert Carer or EBE, or an 

emotional burden that the label attributed due to stigma and the power it exerted on the 

individual. 

An Expert Carer speaks of the burden the Carer label had on her, that replaced her personal 

identity of being a Mum with a more impersonable and clinical term, reframing her relationship 

towards her loved one. “At the beginning being a Carer hit me like a tonne of bricks…I was a 

mum and the next thing I have this crisis worker... said I’m the carer. There was no warning... 

It was like someone had taken my role…as mum, put it in the bin and given me a new title...” 

Expert Carer, Joy. 

Another Expert Carer speaks of the stereotypes of the Carer label and the negative impact it 

has on all Carers. “Sometimes you hear stories of carers being abusive and that is straight 

away coming on to every carer that come in that category.” - Expert Carer, Anthony. 

 

An EBQ observes the effect of being described as an expert by qualification, reflecting on the 

expert label and how it can put pressure on the individual described in such a way. “When I 
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heard the title Experts by Qualification... the word expert feels a bit pressured and actually… 

I think of Experts by Experience all the time and I’ve never thought that could… put a lot of 

pressure on someone...” EBQ, Simon. 

 

Subtheme 3: Rebalancing the power “...those structures give you power and authority... so 

it’s how to rebalance that.”  

 

This sub-theme identified the motivation of rebalancing power between EBE, carers, trainees 

and EBQ participants which was commonly spoken about across each focus group. Trainee 

participants felt a need to reduce their power. Carer participants wanted to increase their power 

as they felt disempowered by the labels used to describe them. EBE participants wanted to be 

equal to EBQs and to actively reduce the power of the EBQ to rebalance these power dynamics 

between them. The sub-theme identifies how language and labels can impact and address these 

power differences. 

 

A Trainee identifies how the title of Doctor influences the power dynamics between the patient 

and the clinical psychologist, and the professional has the power to rebalance that power 

through asking others to refer to them by their name, as opposed to the title of doctor. “there’s 

a bit of a debate… when you get Doctorate…do you come in and say, “I’m Dr so and so,” 

or…, “Just call me (name)? And obviously coming from that standpoint of, we are all equal… 

I guess... those structures give you power...So it’s how to rebalance that.” – Trainee, Freya. 

 

An EBQ, identifies how when referring to groups in clinical psychology training as experts in 

their respective areas not only has the impact of rebalancing power, but also that they are 

perceived as experts in their field. “…it kind of puts us all as an expert, but it also puts us in to 

a domain, so we’re not just experts...there are other types of experts...” EBQ, Sharon. 

 

Conversely, an Expert Carer, suggests how the word Carer is loaded with stigma and how 

alternative terms may support and enhance their power and value in society. “...we need to 

come up with a new word. That word Carer...it’s so undervalued…It’s got so many negative 

connotations, like we are propping up members of society, but no one gives us value.” - Expert 

Carer, Miriam. 
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5.3.2.3. Overarching theme 3: Learner and Expert identities “There are other experts at 

the table...we’ve all got expert parts and learning parts.”  

 

This overarching theme identified how each group in clinical psychology training were 

constructed as both learner and expert in opposition to other groups. Trainee participants 

focussed on their own inexperienced identities through comparing themselves to EBQs, who 

they constructed as experts, consequently constructing themselves as learners. EBEs and Carers 

constructed learner identities of other trainee clinical psychologists due to their inability to 

critique their own profession. EBEs and Expert carer participants described other EBEs, Expert 

carers, EBQs and trainees as both learner and experts in relation to the ability to engage in lived 

experience work.  

 

Sub theme 1: Constructing the Learner  

This sub theme constructs the learner identity of trainee clinical psychologists and EBQs as 

people who are uncritical towards lived experience work, or towards the trends in their own 

profession and how they can be defensive of the profession of clinical psychology. EBEs and 

Expert Carers construct the trainee to be a learner who sometimes takes things at face value 

without critical thought or alternative perspectives to inform their positional stance. 

 

“…...their inability to critique their own professional knowledge, if somethings fashionable 

within their profession at that time, they can’t step back.. and see why they…might want to 

challenge... I think particularly for people…early on in their career are really precious of that 

knowledge and really… defensive...” EBE, Michael. 

 

An Expert Carer, constructs the trainee clinical psychologist as a learner in the profession as 

they do not feel their reality is heard or understood by them, suggesting trainee clinical 

psychologists take things at face value, rather than understand the complexity of the service 

user they work with and their needs. “Sometimes, they don’t want to hear what you say because 

it’s not what they would expect...they can’t imagine that somebody is saying… they’re taking 

medication when they’re not and I find sometimes… trainees have… resistance to the reality” 

Expert Carer, Miriam. 
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Sub theme 2: Constructing the Expert       

This sub theme describes how expert identities are constructed in opposition to the learner 

identity. The trainee participants described feeling distant from an expert identity and many of 

them alluded to occupying a space in between learner and expert. The EBQ constructed expert 

identities of other EBQs as those that listen to and learn from the experiences of others that has 

the potential to help shape the identity of clinical psychology training going forward. The 

expert is also constructed as someone that is able to reduce their expert status in order to 

facilitate connections with and learn more from EBEs and trainees. 

An Expert Carer constructs the Expert Carer as someone who can spot the needs of other 

Carers, new to their role, because they can see themselves in that person, as they have been 

through that journey of learning to become an expert themselves. “...we could see... perhaps 

it’s their first time being there…  they’re asking questions, but they’re not quite asking the 

question that they want to ask... We know what it is we’re looking…because we’ve been that 

person. Expert Carer, Joy. 

Another Expert Carer identifies how others construct those in caring roles as lacking expertise 

but identifies the complexity and expert knowledge it takes to be a Carer. “That’s a ridiculous 

term isn’t it, informal carer. I’m thinking of myself as manager of the social care department 

who negotiates grants...There’s nothing informal about that. You’re being interviewed by a 

manager...and depending on the results... that negotiation is how much money and care your 

loved one is going to get.” Expert Carer, Louise. 

 

A Trainee constructs her supervisor as an expert who she aspires to be like, through comparison 

with herself, who she constructs as a learner. “…When I think about...my supervisor, she...can 

come up with all of these amazing suggestions...I know about that theory, and… this theory but 

why did I not connect them in the same way…? Trainee, Serena. 

 

An EBQ, constructs the expert as someone open to listening and learning, which comes through 

parking their expert status. “I don’t know I identify with the term expert…. as a therapist… I’ve 

got better as I’ve unlearned my expert defence. I listen more…The thing I learned as a trainee 

was…to intellectualise and go into expert mode. That’s when you miss what they’re saying to 

you.” EBQ, Simon. 
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In a similar way, another EBQ, constructs how EBQs can learn from trainees and EBEs and 

their expertise that can help inform clinical psychology training. David suggests the profession 

and its expertise will improve through the process of listening and learning to different views 

and perspectives. “there’s been a lot of furore….in the last...18 months around ethnicity, race, 

representation, whiteness and expertise and saying what… psychological approaches are vs. 

learning and listening...the generational comment is... important…people coming… on to 

training ...social media, increased communication, increased access to very different views. 

These are powerful forces and we’re feeling the effects now. It’s going to be good to be part of 

that...And not me as an expert guiding it but seeing how those forces shape it...” EBQ, David. 

5.3.2.4. Overarching theme 4: Fixed Impermeable identity  

This overarching theme identifies different identities of EBEs, Carer, Trainee and EBQs as 

exclusive, where they feel more like their own group members and more different to others. 

There were ideas suggesting there were unique identities within the roles of EBE, trainee and 

EBQ, but that common goals and shared experiences encouraged and reinforced their identity. 

Carers felt more similarities with other members, whom they felt understood each other and 

their experiences. Each group felt barriers to connecting with other groups and some felt it 

important to maintain that separation and others a motivation to reduce Them & Us divisions 

and actively connect these groups. 

Sub theme 1: Feeling similar to the group with common goals “I feel most connected to 

people who move beyond an individual experience and turn it into a collective change.” 

This sub theme describes how each member in the focus groups felt similar to other members 

in the group and had a shared motivation to support and share experiences with those in their 

group.   

This is articulated by an Expert Carer, who wanted to advocate for other EBEs and Expert 

Carers to effect change in the context of clinical psychology training. “I feel connected to most 

of the groups I’m involved in. I don’t see that I’m any different, I’m taking a set of views of all 

the groups I work with to try and change things... going with the mind... this is for everybody’s 

benefit.” Expert Carer, Jane. 
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An EBE, feels similarly and suggests that she relates to other EBEs who are not motivated by 

their own self-interest but who want to make a difference for group members as a whole, “I 

feel most connected to people who move beyond an individual experience and turn it into a 

collective change.” EBE, Zara. 

A Trainee participant felt that sharing experiences and being mutually supportive was 

something that connected each trainee clinical psychologist. 

“Sharing ups and downs…everybody’s quite open with what they’re struggling with, and what 

they’re perhaps doing a bit better at... a sense of everybody wanting the best for each other....” 

Trainee, Ruth. 

Sub theme 2: Feeling the same but different to the group “… if someone’s promoting a 

sort of purely medical perspective, I find that quite difficult to connect with....”   

 

This sub theme described how those from the same social identity also differed in their 

perspectives and lived experiences, such as EBEs differing in the way they understand and 

conceptualise their disabilities. Trainees felt a need to fit into their cohort and identified they 

would have more in common with some trainees rather than all trainees.  It was important to 

each member to find ways to connect better with each other. 

 

An EBE speaks of how the work includes many people with lived experiences, with different 

perspectives, and discusses how he finds it difficult to connect with those who conceptualise 

the idea of mental health in a medicalised way.  “It can be quite political at times… if someone’s 

promoting a sort of purely medical perspective, I find that quite difficult to connect with....” 

EBE, Michael. 

 

A Trainee, suggests the importance of finding commonality with others to better connect you 

with other members of the cohort that can are often diverse, “…starting on the course... meeting 

20 odd people… navigating friendship groups... who do you find something in common with... 

where do you fit in terms of your peer group?” Trainee, Ruth. 
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Sub theme 3: Feeling different to others “I’ve… morphed into kind of fitting in, not always 

feeling like I fit in.”  

This sub theme described how each group within clinical psychology training felt different to 

other groups when being asked to compare themselves to others. Trainee participants drew on 

comparisons to nursing students and how they felt different to them. An EBQ participant felt 

different to others in the field due to her own lived experiences as well as how being a 

researcher is perceived in the context of clinical psychology training. EBEs speak of how they 

felt their perspectives could be different to the Carer perspective. 

 

A Trainee, describes feeling different to nursing students in healthcare settings when working 

clinically, “…easier to identify as a trainee when I’m with other trainees… I feel really 

connected with my cohort...outside of that context I feel uncomfortable because...with nursing 

students…. people don’t see what the difference is, yet I’m very aware I’m getting paid at band 

6 and I’m not being asked to carry the same workload as a Nurse.” Trainee, Lisa. 

An EBE, felt they had different motivations to Carers and negotiating these different 

perspectives was challenging for both EBEs, Carers and EBQs.  “...I think there can be a real 

tension there between what the service user link was...and what they think can be a lot more 

conservative... they’re trying to keep that person safe, whereas that person’s....in the opposite 

direction... and can be difficult to navigate.” EBE, Michael. 

An EBQ, highlights the divisions between clinical psychology trainers. Sharon describes her 

own self-stigma and the perceived stigma that comes from the clinical psychology profession 

regarding lived experience, that exacerbates feelings of difference and not feeling like she fits 

into the context of clinical psychology training.  

“...ended up on a clinical psychology... as a tutor and at first feeling they’re all pussy footing 

around me, is it because I’d said to occupational health about my mental health, but I don’t 

think anyone else knew at that time. I thought it’s because I’m a researcher, they’re thinking… 

she’s going to discover we’re crap at stats...Over the years… I’ve… morphed into kind of fitting 

in, not always feeling like I fit in.” EBQ, Sharon. 
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Sub theme 4: Barriers between groups “they’re never going to feel equal. They’re not on 

the same payroll, they’re not embedded into the structure on our course......there is an 

us/them divide still.” 

This sub theme described how there were barriers to meaningful lived experience work created 

by EBQs. This had the consequence of reducing the power EBEs and Expert Carers had due to 

tokenistic involvement. EBEs and Carers also felt excluded in decisions regarding their own 

healthcare and some EBEs were excluded from professional networks. 

An EBE, suggests that as she grew in her expertise as an EBE and more critical of services, she 

speaks of how EBQs prevented her from engaging in lived experience work. “I described 

myself as a... puppet, I used to be wheeled out whenever they wanted and then put back in... 

the minute I started understanding...what it meant to be an EBE and stopped giving them what 

they wanted... work dried up a bit...” EBE, Zara. 

An Expert Carer speaks of how EBQs are slow to implement outcomes based on lived 

experience contributions. She speaks of how psychological models such as trauma informed 

services, that have been spoken about for years, have still not been integrated into services. She 

feels frustrated at the lack of impact lived experience work has due to feedback not being 

listened to or implemented. “What worries me is in our involvement...people are still thinking... 

we could have...a trauma informed care for this service... These are not new ideas… yet they’re 

still not being introduced.” Expert Carer, Louise. 

EBE Zara, speaks of divisions between lived experience practitioners and mental health 

professionals with lived experience and alludes to a hierarchy in lived experience work. “…We 

have a lived experience network… open to professions with lived experience but is closed to 

lived experience practitioners. We had to start our own external group because we were not 

seen as professional...” EBE, Zara. 

 

Expert Carers felt that they were excluded from being listened to and heard when training 

clinical psychologists but also outside of clinical psychology training and this exclusion 

extended to clinical settings that excluded them from being involved in supporting their loved 

ones.  
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“…the c word gets in the way, confidentiality… they say they can’t talk to families, and I always 

say to them, you can listen to the family, you don’t have to give any information... And a lot of 

the time they hide behind...confidentiality...” Expert Carer, Anthony. 

 

Some EBE participants, in contrast, felt that the Carer perspective was favoured more than their 

own, and they felt instead that service users were excluded from decision making in their 

healthcare.  “… the service user…weren’t necessarily at the forefront of the meetings, it was 

literally about the carer’s perspective…where even the clinicians in the room, will listen to… 

partners rather than the person.” EBE, Zara. 

 

There was also a consistent narrative between trainees that the level of connection between 

EBE involvement was limited and led by EBQs, through allocated teaching timetabled 

sessions, that disconnected trainees and EBEs. “It doesn’t feel like there’s really open 

communication…it feels very much that it’s led by when they’re on the timetable, that’s when 

they’re available.”  Trainee, Mary. 

 

EBQ participants highlight the barriers between EBEs that makes it more difficult for them to 

engage in lived experience work and be integrated as part of the team.  “…we’ve got a limited 

budget…there might be lots of projects… we want them to be engaged with, but there’s only so 

many…we can fund... but they’re never going to feel equal. They’re not on the same payroll, 

they’re not embedded into the structure on our course...My guess is (they) don’t feel like 

members of staff...there is an us/them divide still.” EBQ, Simon. 

 

Sub theme 5: Connecting groups “I feel like we are a sort of jigsaw puzzle and… there’s 

mutual respect for the piece of the puzzle we each have.” 

 

This sub theme identifies the different factors that support connections between groups, 

including ideas of sharing and speaking about lived experiences and how emotion facilitated 

connections. It was also important to be supported to navigate and negotiate conflicts between 

groups in clinical psychology training. EBEs and Carers felt a motivation to encourage 

connections between themselves, trainees and EBQs. 

 

An Expert Carer suggests that each stakeholder within clinical psychology training is an 

important part in the training of clinical psychologists and hold different perspectives that when 
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combined complete the picture. “I feel like we are a sort of jigsaw puzzle and ... and I feel that 

there’s a mutual respect between the people who come in to talk to us… supervisors…EBQs 

or..., trainees. I think there’s mutual respect for the piece of the puzzle we each have.”  Expert 

Carer, Miriam. 

 

Another Expert Carer identifies how sharing lived experiences facilitated trainee clinical 

psychologists to learn from them through an emotional connection, that came across differently 

to academic teaching. “If you sort of sprinkle the emotion in there when you’re... talking to 

them, that actually gets through to them...Better than if you’re just quoting loads of 

technicalities.”  Expert Carer, Benjamin. 

 

An EBQ, suggests that service user involvement work can be disappointing as service providers 

do not implement changes based on their feedback as quickly as they’d like, and the work 

requires greater support to navigate them and us divisions to promote better teamworking. 

“...being disappointed when things don’t change quickly enough... It’s very difficult getting in 

that them and us space…but we’ve got a very good coordinator of service user experience 

who... pours oil on troubled waters and keeps us all… in line…steering that difficult path 

between how...we get things changed, but... not alienate everyone in the process.” EBQ, 

Sharon. 

 

5.4. Discussion 

The primary aim of this study was to understand identities within UK clinical 

psychology training. The findings provide greater clarity to how EBEs, carers, trainee clinical 

psychologists and EBQs construct their identities. The research found members in each group 

had multiple identities. These were both professional and personal within which sometimes 

participants wanted ‘Separation’, ‘Integration’ and ‘Permeability’ of these identities. Identities 

could also be ‘Visible or Invisible’ within the profession of clinical psychology, but there were 

competing narratives within and between these social identities regarding the acceptance and 

integration of lived experience in their different roles. The participants in this study also 

constructed fixed impermeable identities that emphasised greater similarities with their own 

groups and more differences and barriers between them and the other groups. There was a 

motivation to connect these groups and bridge the barriers. It was found these fixed identities 

could be permeated through emotional connections and communication between groups. The 

findings also identified ‘Expert’ and ‘Learner’ identities of each group. The labels used to 
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describe these groups resulted in an ‘Expectation of the label,’ with some labels being 

burdensome described in ‘Weight of the label,’ with motivations to ‘Rebalancing the power,’ 

were found which were important to each group. The findings of this study were interpreted 

through social constructionism and critical realism and retrospectively understood through the 

deductive application of the EMERGES framework and the extant identity literature. The 

results of this study further support findings of the positions of identity detailed in Chapter 4, 

of professional, service user, integrated, unintegrated and liminal identities, adding further 

nuance regarding the nature of these identities and how they are socially constructed in the 

context of clinical psychology training. 

 

5.4.1. The impact of labels 

The research asked each participant to self-define into a specific social identity that 

represented their involvement in clinical psychology training. This seemed to be sufficient 

priming, providing the right context within which to measure their identities. This also meant 

that labels of groups in UK clinical psychology training influenced individuals to operate in a 

way that was consistent with the meanings attached to the labels of their focus group, which 

can be explained by labelling theory (Becker, 1963) and the process of identification in identity 

theory (Stryker, 1980). This reinforces the importance of developing labels that are 

representative of roles in clinical psychology training so they can work towards understanding 

the function of their roles and act accordingly. For example, if the EBE is described as a service 

user representative, they may actively draw on their lived experiences of being a service user 

as well as seek to represent wider service user views. Alternatively, if they are described as an 

EBE, the expert status may give them more power and enable others to view them as experts, 

giving greater validity to their knowledge production and their importance within clinical 

psychology training. Therefore, different labels can elicit different behaviours and responses, 

highlighting the importance of careful consideration of label use. 

 

5.4.2. Multiple identities 

The participants in each of the four focus groups identified that they belonged to 

multiple groups and their salience within a group was dependent on context, and emotional 

connections. The social identity mapping task at the beginning of the focus groups meant that 

individuals may have been primed to notice the different identities they belonged to, thereby 

influencing the manifestation of this theme. Crenshaw, (2017) argues that we experience the 

world through the intersections of our multiple identities based on where they are placed in a 
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hierarchy that compound the experience of oppression. However, according to the self-esteem 

hypothesis (Burke & Stets, 2009) the more identities people belong to the better their 

psychological wellbeing. This positive effect of belonging to social identities is also the case 

when those identities are stigmatised (Kachanoff et al., 2016). This might explain the benefits 

of belonging to EBE and Expert Carer identities, identities that are typically stigmatised in 

society. The motivation to belong to multiple identities may be because they give increased 

access to social support from across these groups. Additionally, by being associated with the 

helping professions such as that of clinical psychology training may have an unconscious 

psychological benefit on the wellbeing of these groups. A sense of belonging to these groups 

might also be influenced by the status and prestige attached to the profession. 

 

5.4.3. Separation versus Integration versus Permeable 

 The findings of this study suggest that each social identity in the four groups held 

personal and professional identities. However, there was a need for separation by carers, 

trainees and EBQs, but not for EBEs. This may be due to the perceived stigma and burden that 

integration of lived experience carries, which can result in queries over fitness to practice as 

healthcare professionals (Newcomb et al., 2017; Wilson et al., 2018). In contrast, findings from 

this study suggest that EBEs were motivated to integrate their experiences, rather than separate 

them, despite the pain caused by integrating lived experience. This is consistent with findings 

from Faulkner & Thompson, (2021) study that found that peer researchers wanted to actively 

integrate lived experience into their research. Similarly, Cooke et al., (2015) identified EBEs 

found meaning through integrating their lived experiences in their work. 

In this current study, separation of personal and professional identities was important 

to both trainees and EBQ participants, so they did not have to be reflective and accountable in 

their personal lives, and for carers to reduce the emotional burden of their roles. This was 

achieved through setting boundaries. Llewelyn & Gardner, (2009) identify reasons for 

boundaries in clinical psychology, included maintaining distance from service users to 

maintain professional relationships. However, guidance for EBEs and Carers relating to 

personal disclosure is limited and is course specific and, therefore, may differ from programme 

to programme. It is also likely that there is variation in the extent to which such guidance is 

implemented.  

Integration of lived experience between the four groups in the current study was fuelled 

by an emotional connection. Carer participants described how talking about their emotional 

experiences created better connections with trainees. Additionally, the EBQ participants 
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described how connecting on an emotional level helped reduce their expert positions and 

promoted better coproduction and team working. This is consistent with the findings from 

Schreur et al., (2015) who found that emotional connections between service users and trainees 

reduced ‘them and us’ divisions and enabled trainees to learn from their trainers.  

 

5.4.4. Learner and Expert        

 Trainee participants in this study were eager to integrate lived experiences in their 

training but felt they were inexperienced in understanding how to navigate this motivation. In 

contrast, EBE participants described integrating lived experience more effectively and in an 

expert way, through channelling theoretical frameworks in their roles, such as trauma informed 

models. However, this may be an effect of the label of trainee clinical psychologist, 

reproducing the learner role, and the EBE, reproducing the expert role which can be explained 

by labelling theory (Becker, 1963). Alternatively, it may be that EBEs may be motivated to 

introduce knowledge bases into their work, because they feel a need to justify their expert 

status. This is supported by research that has demonstrated that peer support workers rely on 

their training qualifications and professional labels to support them in developing professional 

identities (Simpson et al., 2018; Wilson et al., 2018). Li et al., (2018) discuss how expert 

identities are constructed of the self in opposition to learner identities of others, in Chinese 

media broadcasters. This fits with the findings of this current study where EBEs and Expert 

Carers constructed learner identities of Trainees and themselves as experts. Yu & Wu, (2021) 

identify how novice identities are constructed as needing help and guidance from others 

constructed as experts. This mirrors the learner and expert identity constructions of the 

relationship between the trainee clinical psychologist and the EBQ. Crane, (2012) identifies 

how expert identities are more likely to be constructed of one’s own social identity, as opposed 

to other groups. This can also explain some manifestations of the focus groups in for example 

EBEs and Expert Carers constructing themselves as experts and others as learners. In the 

current study, the trainee participants tended to take a learner position, and the EBEs, Expert 

Carers and EBQ participants took expert positions, their behaviours aligning with the purpose 

of their roles. 

 

5.4.5. Visible and Invisible identities 

Pilling, (2012) identifies how madness is an invisible illness that only becomes visible 

when individuals articulate this to others. The EBE participants in this study had to use their 

voices to be heard, for their disabilities to be perceived as legitimate and recognised. However, 
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the labels of EBE and Expert Carer carry with them meanings that personify lived experiences, 

consequently making lived experience more visible. In contrast, Trainee clinical psychologists 

can choose whether they disclose or not, as there is no expectation for them to share their lived 

experiences. However, Trainee participants in the current study had a need to disclose their 

lived experiences in their training. Witnessing individuals disclose might encourage others to 

talk more openly about their own experiences, consistent with research by Byrne et al., (2022). 

Research also points to the motivation to be an authentic self, which comes through sharing 

and integrating invisible identities in public (Clair et al., 2005). The sharing of lived 

experiences encourages recovery, de-stigmatisation and help seeking behaviour (Vierthaler & 

Elliott, 2022). Byrne et al., (2017) however found there were risks to sharing lived experience 

within professions, such as personal information being publicly known and the long-term 

consequences of this. EBQs also have to decide whether disclosure is appropriate, necessary, 

or whether it performs a function. Tay et al., (2018) found that EBQs were more likely to 

disclose in their own social circles rather than within professional domains, consequently 

reducing the visibility of lived experience in the field. This may be due to the perception that 

the mental health sector is not safe for such disclosures (Richards et al., 2016). Despite these 

challenges to disclosure, some mental health professionals with lived experience talk openly 

about these experiences in their work (Adame, 2011; Richards et al., 2016; Fox, 2016). There 

may be differences within groups in clinical psychology training regarding the expectation for 

disclosure. A greater understanding of the boundaries of each social identity is important in 

managing expectations around disclosure for these different groups.  

The study’s findings show that lived experience applies to each of the four social 

identities, but that labels used to describe them occlude these needs. For example, the needs of 

carers who might also be service users, are masked as they are understood through the lens of 

those they are supporting, meaning they and service providers do not recognise their support 

needs, consequently rendering their identities as invisible (Andrasson et al., 2017;  Broady, 

2015). The EBE role also suggests they have lived experience and how they may be viewed as 

service users, consequently meaning their professional expertise may not be recognised. 

Conversely, the EBQ is perceived as someone with professional knowledge as opposed to 

someone with lived experience. These dichotomies regarding lived experience can be 

explained by epistemic injustice where the expertise of those in these roles may be doubted due 

to the social identities they belong to and where they are placed in a hierarchy (Fricker, 2017). 

This is likely to influence how groups in clinical psychology training are perceived. 



CHAPTER 5.                                                 A SOCIAL CONSTRUCTION OF IDENTITIES  

IN CLINICAL PSYCHOLOGY TRAINING 

 100 

Participants in all four groups in this study described motivations to have visibility of 

lived experiences. This may have manifested due to the context in which clinical psychology 

training is now situated. The BPS’s Division of Clinical Psychology has published guidance 

on how trainees can integrate lived experience into their work (BPS, 2020). The findings of 

this current study bears similarity with research of mental health professionals with lived 

experience (Richards et al., 2016), reinforcing the validity of the findings of this study. 

However, this integration of lived experience by healthcare providers is likely to bring less 

clarity to the distinct roles of EBE, Carer, Trainee and EBQ. This highlights the importance of 

replicating this research in the future to understand the changing identities in the field. 

 

5.4.6. Fixed Identities and ‘Them & Us’ divisions  

Participants in the current study described ‘Them and Us’ divisions in each group. It is 

possible that the focus groups may have generated a space in which each social identity was 

enhanced, leaving the individuals in the group to identify with the in-group and exacerbated 

differences towards others. This may have resulted in the theme of impermeable fixed 

identities, that is consistent with the definition of social identity (Tajfel & Turner, 1979). 

Literature on focus group methodology identifies how it can reinforce individuals in a group 

to act as one social identity. 

Within clinical psychology training, carers and EBEs are usually grouped together, but 

this research enabled an observation of them separately, and revealed that their needs and 

frustrations were sometimes the same and sometimes different. The findings in this study from, 

EBEs, Expert Carers, Trainee Clinical Psychologists and EBQs (Research staff and Clinical 

Psychologists) suggest there are ‘Them and Us’ divisions, articulated by each group. These 

‘Them and Us’ divisions were not always recognised by those with the power, EBQs, but the 

impact of these dynamics and barriers and resistance to involvement were felt by EBEs and 

Expert Carers and Trainee Clinical Psychologists. The data also alludes to the idea that there 

is a maintenance of power by EBQs and a resistance to EBE and Expert Carer involvement 

when they start to gain power and expertise in their roles. The findings of this study relate to 

barriers in involvement and integration of lived experience which are consistent with findings 

by Tambuyzer et al., (2014). The research found that these fixed identities could be permeated 

through mediating factors such as emotional connections, that parallels findings by MacLean 

& Webber, (2015) describing how social identities can be bridged. This may hold the key in 

enabling the multiple groups in clinical psychology training to work more effectively together. 
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5.4.7. How the findings relate to the EMERGES framework  

 The EMERGES framework can be used to further understand the manifestation of the 

group identities explored in this study through ideas relating to Empowerment, Motivation to 

integrate, Empathy of the self and others, Recovery and medical model, Growth and 

transformation, Exclusion, and Survivor roots.  

 

5.4.7.1. Empowerment 

 The four groups in the current study were empowered through connecting with others 

with similar experiences in the same roles. This may have been driven through group identity 

guiding behaviour, values and attitudes and advocating for others in their social identity (Tajfel 

& Turner, 1979). Beresford, (2021) suggests that empowerment comes from taking power from 

others and requires a redistribution of power that results in emancipatory and democratic, 

processes. This may have driven a motivation to rebalance the power across each focus group. 

The consumerist and market led structure of involvement, such as that of clinical psychology 

training, places limits on the extent to which EBE involvement can be democratic and 

empowering, resulting in dissatisfaction and tokenistic involvement (Ocloo & Matthews, 

2016). Cameron et al., (2019) suggest that disrupting organisations that disempower and 

disable others is essential in creating systems that are enabling and inclusive. This might mean 

that EBEs need to organise outside of this system. Alternatively, to maximise the satisfaction 

of EBE groups in clinical psychology training and its effective utility in training clinical 

psychologists, means the profession need to do more to rebalance the power between groups. 

 

5.4.7.2. Motivation to integrate  

 The focus group members in the current study displayed a motivation to integrate lived 

experience which was not only limited to EBEs but extended to trainee clinical psychologist 

participants who wanted to be a more coherent version of themselves by being able to integrate 

both their personal selves into their professional roles. Some EBQs wanted to integrate lived 

experience in their research but some EBQ participants wanted to remain more boundaried in 

their clinical work, and so there were competing interests to separate and integrate personal 

and professional identities. It appeared that the research psychologists in the EBQ focus groups 

were more inclined to be motivated to integrate their lived experiences in their research, whilst 

clinical psychologist participants were more reluctant to integrate this into their academic and 

clinical work. This might be because the field of research may be more experienced in 

integrating lived experience than clinical contexts. For example, National Institute for Health 
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Research, (NIHR, 2019) mandate the involvement of patient and public advisors in research. 

In a similar way Healthcare Professions Council (HCPC, 2018) mandates service user and carer 

involvement in the training of healthcare professionals. The effect of these standards in training 

can increase the visibility of lived experience in research and mental health settings that may 

be inspiring professionals with lived experience to also integrate their lived experiences in their 

own work. The clinical domain, however, may not be as far along in their journey of integrating 

lived experience. Although, the sample for EBQs was small (n=4) with two research 

psychologist and two clinical psychologists, so it is not possible to draw concrete conclusions. 

Grijak, (2017) suggests that being an authentic version of the self is beneficial to mental health. 

Research shows that doctoral students are more likely to have poorer mental health (Schmidt 

& Hansson, 2018). This necessitates support for trainees to integrate their personal experiences 

into the professional domains, to be authentic, which can positively impact their wellbeing. 

The EBQ and trainee participants in the current study were motivated to reduce their expert 

status in relation to their professional identities. They sought to integrate their lived and 

personal experiences, to reduce their power to aid connections with others. Research by 

Hutchinson & Lovell, (2013) found that the sharing of lived experience helped to humanise the 

people in their roles and rebalance the power dynamics. 

 

5.4.7.3. Empathy of the self and others  

 The social domain of the focus groups in the current study enabled each group member 

to have an empathy for one another and feel connected to the group members, with shared 

motivations. The concept regarding empathy of the self and others through belonging to social 

domains that share similar experiences and motives has been described in different ways 

including “personhood” (Richards et al., 2016, p8) and “group survivorship” (Hill, 2021, p6). 

The current study found that some social identities behaved as one social identity, due to their 

shared group survivorship, encouraging an empathy and compassion for each member in the 

group. Tajfel & Turner, (1979) identify how social identities result in members of the group 

acting as one, through the process of in-group homogeneity and how an individual comes to 

understand the self through the qualities of the group. Research by Gardner, (2021) identifies 

how the extent to which we identify with a particular social identity result in the extent to which 

we empathise with those in the group, in research specifically about recognising racism towards 

Black people. It was, however, identified by EBE participants that they each had unique 

experiences but were connected through their roles and shared experiences of distress. They 

connected through shared motivations to make the mental health system better for others based 
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on either positive or negative experiences of the system. This illustrates how having shared 

goals results in empathy and a motivation to work as one group identity (Ashforth & Mael, 

1989). 

 

5.4.7.4. Recovery and medical model  

 The current study found motivation to rebalance the power between groups in clinical 

psychology training. It may be that permeating models of recovery, medical and social 

disability models influenced the emergence of this theme. The person-centred approach 

(Rogers, 1959) to healthcare, and papers such as “No decision about me without me (Coulter 

& Collins, 2011), are popular themes within healthcare. It is widely understood that human 

beings are a product of their environment and the views they are exposed to. This means that 

lived experiences are understood through popular ideologies that occur outside of people’s own 

consciousness (Beresford, 2021). It is inevitable that models within psychology may have 

influenced the themes found in this study. The recovery model, medical model and social 

disability model distribute power differently and there was a need to rebalance power between 

groups, and this is something that EBEs, Expert Carers and trainee clinical psychologist 

participants were concerned with.  

 

5.4.7.5. Growth and transformation 

 Growth and transformation of identities within clinical psychology, is to some extent 

represented by the Learner and Expert theme. Across the focus groups there was a growth 

through being a learner to becoming more expert. Trainees have been shown to have learner 

and practitioner identities (Woodward, 2014), but this current study finds that learner and 

expert roles apply to each social identity in clinical psychology training. Persky & Robinson, 

(2017) identify how people do not just become an expert, and that there is a process one must 

go through to achieve expertise, largely dependent on time in the role and knowledge 

acquisition. They also highlight that not everyone becomes an expert. This might explain why 

Learner and Expert identities were constructed by each group in clinical psychology training. 

This also means that assigning the label of ‘expert’ to people in clinical psychology training 

does not necessarily make them experts, as expertise is dependent on time and experience in 

their roles. Expert identities were associated with thinking critically about dominant models in 

the system, application of theoretical models in practice, learning from others with greater 

expertise, challenging the status quo and re-evaluating where knowledge is gained from. 

Harper et al., (2003) find that EBEs shaped the critical thinking of healthcare professionals. 
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This suggests a growth in intellect and expertise that leads to listening and learning from new 

ideas, encouraging growth and development of identities in clinical psychology training. 

 

5.4.7.6. Exclusion          

 The idea of exclusion manifested through a disconnect between trainee participants and 

EBE participants in the current study due to limited timetabled teaching and exclusion from 

payroll systems. EBEs and Expert Carer participants also felt excluded from decisions 

regarding their healthcare by EBQs. This may be explained through hermeneutical and 

testimonial injustice from which people make decisions about the value of knowledge based 

on who and where this knowledge comes from (Fricker, 2017). This often means that the EBE 

and Expert Carer and their perspectives are often secondary to EBQs. There also appears to be 

differences between identities that contribute to the EBQ identity, such as researcher and 

clinician knowledge bases that are stereotypically thought to be distinct (Garfield, 1966). 

Trainees and EBQ participants in this study spoke of how the profession of clinical psychology 

held stereotypes and excluded some people. They described experiencing this through 

messages they heard related to race, gender, class, disability and lived experience and personal 

attributes, thereby excluding, and reinforcing social inequalities within clinical psychology 

training. This may be challenged in the future through guidance by the (BPS, 2020a) on racial 

and social inequalities, taking the conversation forward within the psychological professions.  

 

5.4.7.7. Survivor roots 

 Carr, (2019) identifies the emotional labour involved for service users and survivors 

engaged in lived experience work. The survivor roots theme may explain why EBEs engage in 

their work despite the work being painful at times, to make a difference and ensure others do 

not experience the same injustices of the system as they did. This motive may be influenced by 

a desire of EBEs to give back to services from which they feel they have personally benefitted, 

or conversely to actively change services due to their negative experiences of those services 

(Newcomb et al., 2017). Alternatively, it may be due to a desire to move beyond the service 

user identity (Hutchinson & Lovell, 2013) and the stigma attached to it. Being associated with 

the clinical psychology profession may also support in a status change, moving them beyond 

stigmatised identities. 
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5.4.8. Contextual factors that influence identity 

The findings of this research may have been impacted by the COVID-19 pandemic and 

the effect this had on the clinical psychology training profession. One of the four focus groups 

was conducted prior to the lockdown restrictions in the UK, and subsequent others were 

conducted during the lockdown, when there were significant changes in the way training 

occurred, such as in more hybrid ways such as online and in person. This may affect the 

identities in clinical psychology training currently which may not be reflected in or measured 

by this current study. The discourse around the Group of Trainers Clinical Psychology 

Conference (2019) may have also influenced the identity constructions found. At this 

conference there was a martial arts performance of a re-enactment of a slave auction amidst an 

audience of predominantly white clinical psychology trainers and experts by experience from 

a diverse range of ethnic backgrounds, which was experienced as racist (Association for 

Clinical Psychologists, ACP-UK, 2019). In addition to this the Black Lives Matter movement 

has recently encouraged the questioning of representation and identities within institutions. 

These motivations may have also influenced the identity constructions found within clinical 

psychology training in this research. This may have led to motivations to integrate lived 

experience and further encourage diversity and representation at all levels within clinical 

psychology training. The mandatory requirement of service user and carer involvement within 

UK clinical psychology training (Sheldon & Harding, 2010) and the BPS (2020) guidance 

valuing lived experience in the profession, may also have contributed to changing attitudes 

towards lived experience within the profession. 

 

5.4.9. Recommendations 

Reducing ‘Them & Us divisions’ 

A more open culture and dialogue between groups across clinical psychology, that is 

not limited by timetabled involvement and in more informal settings is advised to 

reduce ‘Them & Us’ divisions between EBEs, Expert Carers, Trainee Clinical 

Psychologists and EBQs. This can be achieved through embedding EBEs and Expert 

Carers onto the payroll system and employ them as members of staff. 

 

Careful consideration of labels used to describe groups in clinical psychology training 

Clinical Psychology training as a profession consists of EBEs, Carers, Trainees and 

EBQs, but it is evidenced there is an imbalance in power across these groups. The 

findings from this research and existing literature (McLaughlin, 2009) suggests labels 
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confer and reduce power, privilege, and status. Labels for groups in clinical psychology 

need careful consideration to restore the power balance between them. The idea of 

being as “Expert” is a label that can enhance the power an individual has. There is a 

recommendation to ascribe Expert status to service users and Carers to reconcile power 

imbalances between groups. EBQs as a term exerts additional power, and so it is 

recommended to avoid this term. The terms may also benefit from greater specificity 

in representing the diversity of perspectives and approaches the individual members of 

groups in clinical psychology training belong to and that inform their work, as this is 

not represented in for example the terms Expert by Experience, or Expert by 

Qualification. 

 

Guidance and support regarding disclosure for Experts by Experience and Expert Carers 

The BPS recently published guidance to support trainee clinical psychologists in 

relation to their lived experience and disclosure (BPS, 2020). However, there is no 

published guidance on how EBEs and Expert Carers can protect themselves in their 

roles, boundary making and appropriate use of disclosure. Guidance is course specific 

and is implemented to varying degrees. Therefore, there is a recommendation to Experts 

by Experience and Expert Carers to identify areas they require support within their roles 

and find ways that reduces the potential harm their work might have on them through 

collaboration with the BPS. 

 

Greater diversity across each group in clinical psychology training 

A more diverse and representative clinical psychology workforce is recommended to 

support clinical psychologists to better meet the needs of those they serve. Additionally 

encouraging greater diversity in EBE and Expert carer groups is also advised to be able 

to better identify the different needs of the population. There is a recommendation to 

create separate guidance to support clinical psychology training courses to develop 

methods to increase representation in each group of EBEs, Expert Carers, Trainee 

clinical psychologists and EBQs within the field.   

5.4.10. Strengths and Limitations         

 This study was the first to explore the collective social identity of clinical psychology 

training. It also enabled an observation of service users and carers separately, which were 

shown to be qualitatively different. The study identified barriers between groups and makes 
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recommendations for reconciling these. A possible limitation of this study is that identifying 

the strength of the four social identities exacerbated perceived group differences via focus 

group methodology. If the focus groups were conducted with members from across disciplines, 

such as mixing groups of EBEs, Expert Carers, Trainees and EBQs in the same focus groups, 

it may have resulted in different identity constructions (Melucci, 1989). This type of study 

could be conducted in the future with mixed groups to understand how identities are affected 

when they are not considered in isolation to one another. This might be more representative of 

the way individuals work within clinical psychology training. Another limitation is the 

demographics of the sample which lacked diversity, but this is symptomatic of the wider 

demographics that currently exist within clinical psychology training, at this point in time. 

However, moving forward identities may shift due to a movement to encourage more 

representation and diversity within the profession. Therefore, it is recommended to replicate 

the research in the future to understand the changing identity of the profession. The sample 

sizes of each focus group were also small but meant more time for each participant to contribute 

to the conversation that resulted in a richer dialogue. Each participant was an expert of their 

role and so it was felt this was adequate for data saturation. The approach of social 

constructionism may have also been a subjective process, but the research team consisted of 

members within clinical psychology training including EBEs, Clinical Psychologists and 

Research Psychologists, experts in the field, suggesting a validity to the themes found. 

 

5.5. Conclusions  

 This empirical study set out to identify how groups in UK Clinical Psychology training, 

EBEs, Carers, Trainees and EBQs, constructed their identities. The study found identity was 

constructed as being formed of multiple identities, that were integrated, separated, permeable, 

visible, and invisible identities, fixed impermeable identities, expert and learner identities and 

expectations and impact of labels. It also found imbalances in power and barriers between these 

groups, which could be reconciled through reducing expert status, increasing visibility of lived 

experience and careful consideration on labels used to describe these social identities to 

rebalance power differences.  

 



 

 

 

 

 

CHAPTER SIX 

 

DEVELOPING AN IN-GROUP IDENTIFICATION MEASURE IN 

CLINICAL PSYCHOLOGY TRAINING: A PILOT STUDY 

  

“I find it difficult to identify with the “Expert By Qualification” when they talk 

about mental health. I understand their expertise in the area, but something 

about those with lived experiences and the “Expert By Experience” seems to 

resonate and feels more authentic and powerful.”  

 

~ Veenu Gupta (2019) 
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6.1. Introduction 

Historically there have been many labels used to describe the relationships in healthcare 

contexts between those using services and those providing services. Often these roles are 

dichotomised into separate and oppositional categories they are understood through, such as 

consumer and provider, or patient and professional, (Mayer & McKenzie, 2017). Although 

there are roles in which those who use services also provide services, such as Experts by 

Experience (EBE) who are service users and carers. This chapter will refer to service users as 

EBEs and Carers separately, referring specifically to those that contribute to the UK training 

of clinical psychologists. EBEs have experiential knowledge of disability and healthcare 

services, giving them expertise of their lived experience that they draw on in these roles. The 

historical progression of service user involvement to date is briefly outlined in Chapter 2.  

Additionally, there may be clinicians and researchers who also have lived experience 

themselves, but in the context of this research we are interested in and will refer to research 

and academic/clinical psychologists that contribute to the UK training of clinical psychologists 

as Experts by Qualification (EBQ). They are trained specifically and qualified to perform their 

roles, irrespective of their lived experiences. The identities of EBEs and EBQs in the context 

of clinical psychology training is explored in Chapter 5. These two labels of EBE and EBQ 

will be used to differentiate between these two trainers, but also to equally distribute power 

and expertise through the ascription of the “Expert” label to each trainer. According to 

epistemic injustice (Fricker, 2007) there is bias in terms of where knowledge is gained from, 

suggesting “Expert status” would support learning from each trainer. Sheldon & Harding, 

(2010) suggests that training by EBQs has been the standard, but that learning is enhanced by 

EBE involvement. However, there is limited understanding of how these different trainers 

support the learning of trainee clinical psychologists and mechanisms that facilitate this. EBQ 

and EBE may elicit different responses and types of learning by trainee clinical psychologists, 

dependent on how the trainee relates to them and the extent to which they themselves hold 

mental health and professional identities. This research seeks to understand how trainee clinical 

psychologists identify with their trainers and the individual differences and processes by which 

this occurs through this pilot study. 

 Schreur et al., (2015) proposed that service user involvement facilitated trainee clinical 

psychologists to learn from EBEs though emotional connections. Similar results were reported 

in Chapter 5 relating to how connections between social groups, such as trainee clinical 
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psychologists and EBEs and Expert Carers, occurred through sharing emotional content. For 

example, Expert Carers felt “if you sort of sprinkle the emotion in there when you’re... talking 

to them, that actually gets through to them...Better than if you’re just quoting loads of 

technicalities.” (Benjamin, Expert Carer, Chapter 5). Similarly, it has been found that when 

Carers share their lived experiences, the emotions these experiences invoked helped to facilitate 

formation of student mental health nurse identities (McIntosh, 2018). Oates, (2017) found that 

the identity of student mental health nurses was formed through a combination of their own 

lived experiences, clinical training, and interactions with services users, strengthening their 

identities as mental health professionals. This suggests that EBQ and EBE involvement are 

both instrumental in shaping the identity of trainee mental health professionals. Despite the 

evidence base in mental health nursing on identity formation (Happell et al., 2014;  Oates, 

2017; Crawford et al., 2008), there is limited research into identity formation of trainees in 

clinical psychology training, and more generally of the identities within the organizational 

context of clinical psychology training, although Chapter 5 goes some way in addressing this 

knowledge gap.  

6.1.1. The theoretical basis and factor structure of in-group identification 

 Identity is a socially constructed concept and there are many definitions and 

explanations of what influences its development (Stryker, 1980; Tajfel & Turner, 1979; Turner 

& Onorato, 1999; Burke & Stets, 2009) as further detailed in Chapter 3. The existence and 

definition of identity is contested, and this influences its conceptual understanding, and 

consequently, its empirical measurement. Due to varying perspectives and theoretical positions 

of the concept it adds to the variability in methodology used to measure it and variability in 

factor structures that emerge as a result (Postmes et al., 2013; Leach et al., 2008; Karasawa, 

1991). It is important to understand the existing measures of in-group identification and their 

factor structures to better understand what they are measuring and support in adopting a reliable 

and valid measure of identification for further study.      

 There are inconsistent views between researchers regarding whether in-group 

identification is a unidimensional or multi-dimensional process. Recent researchers have 

favoured the multi-dimensional approach based on this initial statement by Tajfel, (1978) 

describing Social Identity theory as “that part of an individual’s self-concept which derives 

from his (or her) knowledge of his (or her) membership of a social group (or groups) together 

with the value and emotional significance attached to that membership” (p. 63). This approach 
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has driven researchers to capture these words into measurable components within psychometric 

tools. For example, some researchers have interpreted these words as separate entities such as 

cognitive and affective components influencing investigations of the phenomenon to be 

consistent with this theoretical basis it derives from. Tajfel & Turner, (1979) posed that 

identification is specifically a cognitive process and not an emotional one. However, Johnson 

et al., (2012) argued that it was both a cognitive and affective process. Cognitive components 

encompass a person thinking that they are like others which leads to self-defining as a group 

member. Affective components refer to a person feeling like they are like others and is an 

emotional connection between them and the group. There is disputing evidence about which 

process occurs first (Johnson et al., 2012).  

A review of the literature conducted for the purpose of this chapter found 14 studies 

which focussed on developing measures of identification which were tested for reliability and 

validity in their respective studies. Table 6.1 shows their factor structures in relation to one 

another and finds that the common themes across all the measures are cognitive and affective 

factors of in-group identification. Measures of identification have previously been used in 

many contexts including assessing ethnic, national and racial identification, reporting 

components that make up cognitive and affective identification that have been cross culturally 

validated (Leach et al., 2008; Roth & Mazziotta, 2015; la Barbera & Capone, 2016; Lovakov 

et al., 2015). There has also been exploration of identification in terms of gender identification 

(Cameron, 2004; Cameron & Lalonde, 2001), student in-groups (Hinkle et al., 1989), 

motivations behind identification (Mayhew et al., 2010), and organisational identification 

(Johnson et al., 2012; Brown & Williams, 1984) amongst other contexts. The factor structures 

presented in Table 6.1 capture broader factors relating to cognitive and affective components 

across each psychometric. Similar factor structures identified by different authors reinforces 

the face validity of each measure as theoretically derived from the Social Identity Approach 

and their effectiveness, reliability, and validity in measuring the process of identification.  
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Table 6.1: An overview of the factor structure of social identification measures   

 

6.1.2. Testing the relationship between identification, personality, mental health, and 

professional identities 

Personality has been shown to influence the process of identification. Johnson et al., (2012) 

found that personality is linked to predicting types of identification differentially. For example, 

the uncertainty hypothesis (a need to identify with a group to alleviate uncertainty caused from 

not belonging to a group) is motivated by Neuroticism or Emotional Stability (Hogg, 2012). 

Extraversion has also been shown to be a motivator towards identification to enable the self-

esteem hypothesis, driving individuals to identify with a group for self-enhancement and 

perceived positive benefits (Martiny & Rubin, 2016). This suggests that different personality 

traits have been shown to influence the process of identification, either cognitively or 

affectively, differentially dependent on the individuals’ motivation behind this. Extraversion is 

associated with affective identification and Neuroticism with Cognitive identification. These 

Study  Factor Structure of Identification 

Johnson et al (2012) Affective Cognitive 

Leach et al (2008) Satisfaction Centrality Solidarity Individual self-

stereotyping 

In-group 

homogeneity 

Lovakov et al (2015) Satisfaction Centrality Solidarity Individual self-

stereotyping 

In-group 

homogeneity 

Roth et al (2015) Satisfaction Centrality Solidarity Individual self-

stereotyping 

In-group 

homogeneity 

Barbera et al (2016) Satisfaction Centrality Solidarity Individual self-

stereotyping 

In-group 

homogeneity 

Postmes et al (2013) Self-Investment  

Cameron et al (2004) In group affect Centrality In-group ties 

Obst et al (2005) In group affect Centrality In-group ties 

Henry et al (1998) Affective Behavioural Cognitive 

Mayhew et al (2010) Belongingness Self-Categorisation 

Hinkle et al (1989) Emotional Group Opposition Cognitive 

Brown et al (1984) Affect Self-esteem Self-definition 

Bergami & Bagozzi (2000) Affect Self-esteem Self-definition 

Nario Redmond et al (2004) Personal Social 
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findings underpin the hypotheses that like personality traits, professional identities, and mental 

health identities may also influence the process of cognitive and affective identification 

differentially, and this pilot research aims to understand this.  

6.1.3. Rationale for the study 

Chapter 3 discussed how identity is socially constructed through self-definition, the 

first stage in social identity theory, which is a cognitive process. This was empirically 

investigated in Chapter 5. However, more clarity is needed  regarding the process of in-group 

identification, the second stage in Social identity theory, in the context of clinical psychology 

training. This is important in order to build on findings from Chapter 5. Despite there being 

literature exploring social identification in a range of settings, there has been limited 

exploration and application of this to organizational contexts, including UK clinical 

psychology training. At present there has been research into social identity and its influence 

on health in clinical psychology (Haslam, 2014) where it was found that trainee psychologists’ 

ideas and behaviours resulted from social identification. There has been no specific attempt to 

measure trainee clinical psychologists’ identification towards their trainers, and no measures 

of identification specific to groups in clinical psychology training. It is important to understand 

whether the context of clinical psychology training functions and is socially structured in a 

way that reflects the existing empirical and theoretical evidence base on identity, or whether 

it occurs differently. This would provide additional insight into the process of identification 

and support the organisational context of clinical psychology training by applying findings to 

support groups in clinical psychology training to work together more effectively. 

6.1.4. Aims and Objectives 

This research aimed to measure cognitive and affective identification for groups in 

clinical psychology (EBE, Carer, Trainee and EBQ) by adopting and adapting a measure of 

identification (Johnson et al., 2012), and assessing its reliability, validity, and factor structure 

by administering the measures to newly qualified clinical psychologists and trainee clinical 

psychologists in a pilot study. 

This study also aimed to create measures of mental health and professional identities 

through identifying and applying single item measures to measure the identity of trainee 

psychologists. A further aim was  to understand how trainee clinical psychologists relate to 

each of their trainers and observe whether there were individual differences that influenced the 
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process of identification based on personality and mental health identity and professional 

identity variables. The relationships between these variables and type of identification will be 

measured through correlational analysis, and predictive validity to test the hypotheses outlined.  

 

6.1.5 Hypotheses  

H1: The factor structure of the social identification measure will be two dimensional  

H2: Trainees will cognitively identify with EBQ 

H3: Trainees will affectively identify with EBE  

H4: Cognitive identification will predict Professional Identities  

H5: Affective identification will predict Mental health identities  

H6: Personality types will predict Identification differentially. 

 

6.1.6. Reflexivity and Positionality 

Jamieson et al., (2022) argue that reflexivity in quantitative research is essential. For 

this study, the research question came from a time when the PhD researcher was listening to 

an EBQ speaking of their experience as a Carer of someone with Psychosis, at a conference.  

The PhD researcher found she paid more attention and respected the expertise of this individual 

based on their personal connection to those with Psychosis, that held more weight as opposed 

to the qualifications they held as an EBQ. The researcher felt that she resonated more with them 

due to their shared common experience of mental health that connected them, enabling them 

to listen, understand and value their knowledge and expertise more. This observation inspired 

the idea that affective responses may connect people and informed the development and design 

of this study to test this. The study was therefore aimed at understanding the process of 

cognitive and affective identification in the context of clinical psychology training. The 

research team, consisted of EBEs and EBQs in clinical psychology training and so had 

expertise in the field. This study was co-created with a range of stakeholders including lived 

experience researchers, service user advisors and clinical/academic and research psychologists, 

trainee psychologists and assistant psychologists. They all provided input into identifying and 

rephrasing the items within the measure and selecting variables to measure. The interpretation 

of the results was largely undertaken by the PhD researcher who is an EBE, who identified the 

research question, and so acknowledges there may be bias to the interpretation of the findings.  
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6.2. AN OVERVIEW OF THE PILOT STUDY 

6.2.1.  Design  

The pilot study was conducted in four phases. Phase 1 followed a cross-sectional design 

and participants were recruited and assessed at one time point only. For Phase 1, newly 

qualified clinical psychologists (n = 32) were recruited to pilot test items of a measure of 

cognitive and affective identification in relation to EBEs, carers, trainees and EBQs, and 

measures of personality, mental health identity and professional identity. The purpose of Phase 

1 was to ensure item clarity and comprehensibility and test reliability, validity and factor 

structure of the identification measure. Phase 2 involved the recruitment of trainee clinical 

psychologists (n = 108) and a cross sectional study, using the same measures developed in 

Phase 1. The measure of identification was validated and used to assess trainee identification 

towards EBEs, carers, trainees and EBQs. The results were assessed for their psychometric 

properties, factor structure, internal consistency and convergent and discriminant validity. 

Phase 3 aimed to confirm the factor structure through a confirmatory factor analysis. Phase 4 

was used to assess predictive validity using personality measures and mental health identity 

and professional identity as independent variables to predict type of identification. 

 

6.3. PHASE 1. DEVELOPING AND PILOTING AN IN-GROUP IDENTIFICATION 

MEASURE IN NEWLY QUALIFIED CLINICAL PSYCHOLOGISTS 

H1: The factor structure of the social identification measure will be two dimensional  

 

6.3.1.  Method  

Phase 1 involved undertaking a pilot study to test the comprehensibility of items of a 

psychometric measure of identification, and assess its factor structure and internal consistency 

in order to effectively adapt and adopt the psychometric tool to measure social identification 

for groups within clinical psychology training. 

 

6.3.1.1. Materials  

Participants were administered a survey via Qualtrics which consisted of a range of items 

including the Cognitive and Affective identification measure (Johnson et al., 2012), Single 

item measure of identification (Postmes et al., 2013), the ‘Dirty Dozen’ (a measure of the dark 

triad; (Jonason & Webster, 2010), and the Ten Item Personality inventory (and a measure of 
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the Big Five via, (Gosling et al., 2003). These measures were identified as they measure broad 

constructs with limited items so they can be completed quickly and have less of a cognitive 

burden on the participants. It was also important to measure variation in personality, hence 

capturing both light and dark personality types, to understand individual differences in 

personality type and their influence over the process of identification. Demographic 

information and additional variables were also collected (see Appendix B). Each participant 

was asked to rate the extent to which they agreed with the items using a ten-point Likert scale 

ranging from 1= “strongly disagree” and 10 = “strongly agree”. 

 

6.3.1.2.  Social identification measure  

Johnson et al., (2012) measure of cognitive and affective identification was adapted for 

use in the current study. The same 8 items were used as those within the Johnson et al (2012) 

study but phrasing was adapted to be applicable for groups in clinical psychology training, 

including EBE (Appendix C), Carers (Appendix D), trainee clinical psychologists (Appendix 

E), and EBQ (research and clinical psychologists, Appendix F) based on discussion with the 

research team and service user advisor with whom face validity and comprehensibility of the 

items were checked. Four items measured cognitive identification (e.g. I think of myself as a 

member of an EBE group and this is very important to my sense of who I am). Four items 

measured affective identification (e.g. I feel happy to work with service users within a clinical 

psychology programme.) An additional item measuring social identification, developed by 

Postmes et al (2012) was also added (e.g. I identify with service users who are EBE). Based on 

this pilot study and feedback from responses, some items and contextual clarifying statements 

were rephrased to enhance clarity for the participants completing the survey in Phase 2.  

 

6.3.1.3. Personality measures  

Jonason & Webster, (2010) Dirty Dozen tool was used to measure The Dark Triad 

(Narcissism, Machiavellian and Psychopathy) which consisted of 12 items, with 4 items 

measuring each component with excellent internal reliability α = .83. Gosling et al., (2003) 

Ten-item personality inventory was used to measure the Big Five personality types, including 

2 items measuring Extraversion, Agreeableness, Conscientiousness, Emotional stability and 

Openness to experiences. It was important to explore both “dark and light” aspects to 

personality, to capture the variation in trainee psychologist personality types and their influence 

over the process of identification. This was important in establishing individual differences that 
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may contribute to identification with EBEs and EBQs differentially. The ten-item personality 

measure had a test-retest reliability of r = .63. Although, it is acknowledged the measure has 

low internal consistency, as it measures broad constructs with fewer items and was not 

originally designed for its reliability or its factorial dimensions. This was specifically chosen 

as it is a short-item measure and would reduce the cognitive burden on participants. 

 

6.3.1.4. Professional identity and Mental health identity measure  

Single item measures were generated based on discussion with the supervisory team 

and face validity, ensuring comprehensibility and clarity, to measure professional identity (My 

occupational role defines who I am) and mental health identity was also measured (My 

experiences of mental health define who I am).  

 

6.3.1.5. Additional measures 

There were other additional variables such as common factors, empathy, non-

judgemental and genuineness that were also measured and religious identity in order to assess 

for convergent and discriminant validity. These additional 37 measures can be found in the 

Appendix B and were assessed using the same likert scale as all other measures. 

 

6.3.1.6. Demographic details 

The survey also collected demographic details including the participant’s role in 

clinical psychology training and duration in their roles. Participants’ university, age, gender, 

ethnicity and social class were collected. Participants were also asked if they were service users, 

carers or both. 

 

6.3.1.7.  Procedure  

Ethical approval was sought and granted by the University of Liverpool ethics 

committee (Ref: 6275) and the survey was administered via Qualtrics and open for four months 

between November 17th 2020 and March 8th 2021. Newly qualified trainee clinical 

psychologists and trainee clinical psychologists were recruited via purposive sampling. An 

email invitation to participate and advertisement detailing the research and ethical approval 

letter was sent to each clinical psychology course in the UK. This was also  circulated via the 

Group of Trainers in Clinical Psychology (GTiCP) network. The GTiCP is a British 
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Psychological Society network of clinical psychology trainers in the UK including EBEs and 

EBQs. The Association for Clinical Psychology (ACP-UK; a UK professional body 

representing clinical psychologists and trainee clinicial psychologists) also circulated this 

request via their  trainee and newly qualified clinical psychologist networks. Participants who 

wanted to take part in the research and who responded to the advertisements were sent the 

Qualtrics link via which they could access the study’s Participant Information Sheet. 

Participants were asked to read this information sheet which detailed inclusion criteria, risks 

and benefits of participation and researcher’s contact details, and asked them to consent to 

participation only if they had read and understood this.  

   The survey, including all the measures, took approximately 20 minutes to complete, 

and a debriefing sheet was presented on completion, detailing the study’s aims, researcher’s 

contact details and details of the Samaritans (UK-based mental heath charity and helpline) 

should participation in the study cause any distress. On completion of the study participants 

were invited to enter into an optional draw to receive 1x £100 Amazon voucher and 2x £25 

Amazon vouchers. Participants were re-directed to an additional survey if they wanted to enter 

this draw so they could enter their email addresses, that was not linked to the original survey 

data. Recipients of the draw were randomly allocated via the email addresses they provided 

once the study closed recruitment. 

 

6.3.1.8. Phase 1. Participants  

A total of 32 newly qualified clinical psychologists took part in Phase 1 from across 14 

Clinical Psychology training courses. They have not been identified in order to ensure 

participants’ anonymity. 

 

Table 6.2. Phase 1. Participant demographics 

 

Newly Qualified 

Psychologists  

Gender Age 

range 

Ethnicity Time Qualified 

 

N=32 

 

Also a Service user 

N = 8 

 

Also a Carer 

N= 3 

 

23 Female 

 

7 Male 

 

2 did not 

disclose 

 

18 - 54 

years old 

 

19 White British, 5 

White 

(Unspecified), 2 

White other, 2 

British, 1 

Mauritian, 1 

Chinese, 2. 

 

1 week to 6 years 
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6.3.1.9. Phase 1. Data analysis procedure 

Data cleaning was performed to exclude incomplete participant data. A principal 

components analysis was used to explore the factor structure of the Cognitive and Affective 

identification measure (Johnson et al., 2012). Four separate analyses were performed to identify 

newly qualified clinical psychologists’ identification towards each population in clinical 

psychology training (EBE, Carer, Trainee and EBQ). Eigenvalues, Cumulative Variance and 

Scree plots and the Kaiser K1 method were used to confirm number of factors in the data. 

Internal consistency was also performed through measuring the Cronbach’s alpha of the 

measure. SPSS software was used to perform the data analysis. 

 

  6.3.2. Results 

A Principal Components Analysis (PCA) was run with 9 items measuring social identification 

in order to assess factor structure and newly qualified clinical psychologists relation towards 

trainees, EBE, carers and EBQs. Table 6.3 shows these results.  

 

Newly Qualified Identification towards trainees 

The PCA analysis towards trainees was 2 dimensional and identified affective factors 

(9 items loading onto this) and cognitive factors (4 items loading onto this). The single item of 

identification also loaded onto the affective factor. The affective component had an Eigenvalue 

of 5.102 and cognitive component of 1.389. Two factors consisted of 72.126% variance. 

According to the Kaiser1 rule this suggests that there are 2 factors in the data as Eigenvalues 

are above 1. Internal consistency is also excellent with a Cronbach’s alpha of .898 for the total 

scale and .875 for affective identification and .868 for cognitive identification.  This means the 

first hypothesis relating to the two dimensional nature of the measure can be accepted. 

 

Newly Qualified Identification towards EBQ 

 A PCA analysis towards EBQs found the measure was two dimensional and consisted 

of affective and cognitive factors. All 9 items loaded onto the affective factor and 3 items 

loaded onto the cognitive factor. The affective factor had an Eigenvalue of 5.965 and the 

cognitive factor had an Eigenvalue of 1.142 with a cumulative variance of 78.975%. Internal 

consistency for the whole scale was excellent with a Cronbach’s alpha of .929. Affective 

identification has a Cronbach’s alpha of .907 and cognitive identification had a Cronbach’s 
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alpha of .876. Therefore, the first hypothesis, that the measure is two dimensional can be 

accepted. 

 

Newly Qualified Identification towards EBE 

   A PCA analysis towards EBE found the social identification measure consisted of three 

factors. Eight items loaded onto the affective component, 3 onto the cognitive component and 

2 that loaded onto a third factor in the data. The internal consistency and Cronbach’s alpha of 

the total scale was, .762, affective identification .711 and cognitive identification .712. The 

affective factor had an Eigenvalue of 3.266, Cognitive factor Eigenvalue 2.032 and Unknown 

factor 1.399. Their cumulative variance was 74.407%.  This means the first hypothesis that the 

measure is two dimensional cannot be accepted. 

 

Newly Qualified Identification towards Carers 

   A PCA analysis towards Carers found the social identification measure consisted of 

three factors. Three items loaded onto the affective factor, 5 items loaded onto the cognitive 

factor and 2 items loaded onto the Unknown factor. The Cognitive factor had an Eigenvalue of 

4.11, the Affective factor had an Eigenvalue of 1.948 and the Unknown factor had an 

Eigenvalue of 1.017 with their cumulative variance being 79.618%. The internal consistency 

for the total scale was excellent with a Cronbach’s alpha of .849, Affective identification was 

.648 and cognitive identification .881. The same items that loaded onto the Unknown factor 

for Carers also loaded onto the Unknown factor for EBE, suggesting that the identification 

measure is three dimensional, thereby meaning the first hypothesis cannot be accepted. The 

items that loaded onto this additional factor are “If any service user/carer was asked to leave 

their role I would be very disappointed” and “If service users/carers were criticised it would 

influence how I thought about myself.” These items are related to evaluating the self through 

their identification with others and therefore suggests that the third Unknown component may 

explain an evaluative response and personal ties to the process of identification.  
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Table 6.3. Phase 1: Factor loadings based on a principal components analysis of nine items measuring cognitive and affective identification of 

newly qualified clinical psychologists towards each trainer

Items in Social identification measure  

 

 

Cognitive 

 

Affective 

 

Unknown 

 EBE Carer Trainee EBQ EBE Carer Trainee EBQ EBE Carer Trainee EBQ 

I feel happy to work with ( ) in a clinical 

psychology programme 

 

-.592 

 

.264 

 

-.564 

 

-.306 

 

.566 

. 

745 

 

.728 

 

.857 

 

-.400 

 

-.363 

  

I feel proud to work with ( ) in a clinical 

psychology programme 

-.625 .358 -.269 -.426 .702 .823 .888 .779 -.124 -.078   

It feels good to work with ( ) in a Clinical 

psychology programme 

-.460 .572 -.410 -.107 .784 .643 .757 .826 -.088 .186   

If any ( ) was asked to leave their role I 

would be very disappointed 

-.068 .522 -.122 -.384 .429 .133 .642 .758 .662 .759   

My self-identity is based in part on 

membership/connection to ( ) groups 

.581 .798 .311 .524 .635 -.294 .753 .733 -.397 -.274   

I think of myself as a member of an ( ) group 

and this is very important to my sense of 

who I am 

.701 .830 .370 .452 .432 -.321 .837 .841 -.343 -.162   

My sense of self overlaps with the identity 

of ( ) 

.389 .834 .673 .438 .710 -.132 .580 .813 .102 -.326   

If ( ) were criticised it would influence how 

I thought about myself 

.068 .752 .317 -.191 .406 -.193 .751 .813 .651 .229   

I identify with ( ) .298 .852 -.168 .010 .629 -.201 .793 .894 .258 .088   

Eigenvalues (Cumulative variance 2.032 

(58.865%) 

4.111 

(45.676%) 

1.389 

(72.126%) 

1.142 

(78.975%) 

3.266  

(36.287%) 

1.948 

(67.320%) 

5.102 

(56.69%) 

5.965 

(66.282%) 

1.399 

(74.407%) 

1.017 

(79.618%) 
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6.4. PHASE 2. ASSESSING THE RELIABILITY AND VALIDITY OF THE IN-

GROUP IDENTIFICATION MEASURE FOR USE WITH TRAINEE CLINICAL 

PSYCHOLOGISTS: A PILOT STUDY. 

H1: The factor structure of the social identification measure will be two dimensional  

H2: Trainees will cognitively identify with EBQ 

H3: Trainees will affectively identify with EBE  

6.4.1. Method  

The survey developed in Phase 1 was adapted based on qualitative feedback from 

respondents to enhance its clarity and comprehensibility. Changes included clarifying terms 

such as Expert By Experience and Experts by Qualification. After assessing its internal 

consistency, validity and factor structure in newly qualified clinical psychologists in Phase 1 

the survey was sent out to trainee clinical psychologists to complete in Phase 2. The same 

methodology used in Phase 1 was followed including a cross sectional design and the same 

measures identified in Phase 1 were administered in Phase 2. The same methodology was used 

to establish reliability and validity of the measure for use in trainee clinical psychologists and 

factor structure. 

6.4.1.1. Participants  

A total sample of N =108 participants took part in Phase 2 (90 females, 15 males, 1 

nonbinary, 1 other and 1 not specified), recruited via purposive sampling. The inclusion criteria 

specified that participants had to be trainee clinical psychologists, enrolled on a clinical 

psychology training course in the UK. Participants took part from 14 different universities 

across the UK. Trainee Clinical Psychologists had been in their role for 6 weeks to 18 months.  

Participants identified as coming from different social classes, including Upper/Middle class 

(13.9%), Middle class (51.9%), Working class (32.4%) and Lower class (1.9%).  

Demographics are reported in Table 6.4.  
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Table 6.4. Phase 2. Participant demographics 

 

6.4.1.2. Phase 2. Data analysis procedure 

After the data were cleaned, a multiple principal components analysis was run on the 

cognitive and affective identification scale of trainees towards EBE, Carers and EBQ using an 

oblique (oblimin) rotation. The Kaiser1 method was used involving eigenvalues and 

cumulative variance alongside, scree plot and parallel analysis, using Monte Carlo software, in 

order to determine the number of factors in the data. This is considered to be the most accurate 

and least subjective way to determine the factor structure (Glorfield, 1995). Parallel analysis 

was calculated from a 1000 randomly generated data sets with 108 cases and 9 variables. This 

involved generating a random data set and comparing it to the original Eigenvalues of the data, 

and where they intersect in the scree plot determines how many factors to retain. Internal 

consistency was also measured using a Cronbach’s alpha statistic of affective and cognitive 

factors and the total scale. Convergent and Discriminant validity were calculated through 

correlational analyses of hypothesised related and unrelated variables. Table 6.5 details the 

loadings of each item onto each factor. This information is provided for trainee clinical 

psychologists’ identification to each of their trainers, including their peers. 

 

Trainee 

Clinical 

Psychologists 

Age Gender Ethnicity Time 

Qualified 

  

N = 108 

 

Also Service 

users N = 15 

 

Also Carers 

N = 8 

 

18 - 44 

years old 

 

Mean age 

range 25-29 

years 

 

90 Female 

 

15 Male 

 

1 Non-

binary 

 

1 other 

 

1 not 

specified 

 

 

55 White British , 17 White 

Unspecified, 13 White 

Other, 6 British Other,  4 

Chinese, 2 Indian, 1 Arab, 1 

Asian, 1 Black Caribbean, 1 

Brown, 1 East Asian, 1 

Greek, 1 Mixed, 1 Northern 

Irish, 1 Scottish and 2 

Unspecified 

 

6 weeks to 

18 months 
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Table 6.5. Factor loadings based on a principal components analysis with oblique rotation of nine items measuring cognitive and affective 

identification of trainee clinical psychologists towards their trainers.  

 
Items in Social identification measure  

 

 

Cognitive 

 

Affective 

 EBE Carer Trainee EBQ EBE Carer Trainee EBQ 

I feel happy to work with ( ) in a clinical psychology 

programme 

 

-.119 

 

-.077 

 

.008 

 

-.011 

 

-.905 

. 

.925 

 

.940 

 

.898 

I feel proud to work with ( ) in a clinical psychology 

programme 

 

.105 

 

-.081 

 

-.119 

 

.061 

 

-.871 

 

.954 

 

.844 

 

.874 

It feels good to work with ( ) in a Clinical psychology 

programme 

 

-.068 

 

-.054 

 

.078 

 

-.072 

 

-.896 

 

.933 

 

.943 

 

.906 

If any ( ) was asked to leave their role I would be very 

disappointed 

 

.209 

 

.222 

 

.021 

 

-.117 

 

-.445 

 

.595 

 

.404 

 

-.024 

My self-identity is based in part on 

membership/connection to ( ) groups 

 

.725 

 

.790 

 

-.858 

 

.861 

 

-.008 

 

-.002 

 

-.084 

 

.014 

I think of myself as a member of an ( ) group and this is 

very important to my sense of who I am 

 

.763 

 

.866 

 

-.912 

 

.882 

 

.217 

 

-.167 

 

-.034 

 

.102 

My sense of self overlaps with the identity of ( )  

.834 

 

.843 

 

-.897 

 

.862 

 

-.033 

 

.102 

 

-.045 

 

-.067 

If ( ) were criticised it would influence how I thought 

about myself 

 

.607 

 

.771 

 

-.420 

 

.275 

 

-.250 

 

.183 

 

.349 

 

.110 

I identify with ( )  

.743 

 

.778 

 

-.601 

 

.747 

 

-.118 

 

-.090 

 

.366 

 

-.052 

Eigenvalues (Cumulative variance) 3.692 

41.02% 

3.518 

(39.09%) 

1.559 

(69.098%) 

3.508 

(38.91%) 

1.878 

(61.87%) 

2.886 

(71.158%) 

4.480 

(49.777%) 

2.049 

(61.745%) 
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6.4.2. Results 

Trainee to Trainee Identification 

The factor structure of the nine item Social identification measure towards trainees was 

tested. This was analysed by factor analysis through a PCA with an oblimin (oblique) rotation, 

as items were thought to be correlated. The sampling adequacy was acceptable (KMO = .837) 

and Bartlett’s test of sphericity showed that correlations between items were large enough for 

a PCA (X2(36)=545.342, p <.001). Four items loaded onto the affective identification factor, 

which had an Eigenvalue of 4.480 and a cumulative variance of 49.777%. The second factor 

was Cognitive Identification that had five items loading onto it, which had an Eigenvalue of 

1.559, adding 20% variance with a cumulative variance of 69.098%. Using the Kaiser1 factor 

method to determine number of factors alongside parallel analysis and the scree plot, two 

factors were identified in this analysis and so the identification tool can be considered two 

dimensional. This means the hypothesis that the social identification measure is two 

dimensional can be accepted. Internal consistency was calculated using Cronbach’s alpha 

statistic, α = .855. This suggests items in the psychometric are closely related and can be 

assumed to measure the process of identification. The scree plot and parallel analysis are in 

Appendix G. 

   Discriminant validity was calculated through a correlational analysis between cognitive 

and affective identification and the extent to which someone is religious, which is thought to 

be unrelated. The relationship between cognitive identification towards trainees and religion 

was insignificant, r = -.166, p < .087. The relationship between affective identification towards 

trainees and religion was also insignificant, r = -.083, p < .393. Convergent validity was 

calculated through a correlation between cognitive and affective identification and mental 

health identity and professional identities. The relationship between cognitive identification 

towards trainees and professional identities was significant, r = .440, p < . 001. The relationship 

between affective and cognitive identification towards trainees and mental health identities 

were insignificant. These findings suggest the process of cognitive identification is more 

relevant in explaining the process of identification between trainees and other trainees. 
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Trainee to EBE Identification  

The factor structure of the nine item Social identification measure towards EBEs was 

tested. It was analysed by factor analysis through a PCA with an oblimin (oblique) rotation, as 

items were thought to be correlated. The sampling adequacy was acceptable (KMO = .80) and 

Bartlett’s test of sphericity showed that correlations between items were large enough for a 

PCA (X2(36)=380.07, p <.001). Five items loaded onto the Cognitive identification factor, 

which had an Eigenvalue of 3.692 and a cumulative variance of 41.022%. The second factor 

was Affective Identification that had four items loading onto it, which had an Eigenvalue of 

1.878, adding 20% variance with a cumulative variance of 61.87%. Using the Kaiser1 factor 

method to determine number of factors alongside parallel analysis and the scree plot, two 

factors were identified in this analysis and so the identification tool can be considered two 

dimensional. This means the hypothesis that the social identification measure is two 

dimensional can be accepted. Internal consistency was calculated using Cronbach’s alpha 

statistic, α = .799. This suggests items in the psychometric are closely related and can be 

assumed to measure identification. The scree plot and parallel analysis can be viewed in 

Appendix H. 

 Discriminant validity was again calculated through a correlational analysis between 

cognitive and affective identification and the extent to which someone is religious. Cognitive 

identification towards EBE and extent to which they are religious was insignificant, r = .041, 

p <.673. Affective identification towards EBE and religion was also insignificant, r = .033, p 

<. 736. Convergent validity was calculated through a correlational between cognitive and 

affective identification and mental health and professional identities. Cognitive identification 

towards EBE and mental health identities was significant r = .233, p < .05. Affective 

identification towards EBE and mental health identities was insignificant, r = .099, p < .313. 

These findings suggest that the process of cognitive identification between trainees and EBEs 

are related to mental health identities. It also suggests identification between trainees and EBEs 

is not related to the process of affective identification.  Empathy, r = .196, p <.05 and Non-

judgemental, r = .371, p <.001 were positively correlated with trainees affective identification 

towards EBE, suggesting that common factors of empathy and being non-judgemental is 

related to trainees who have more emotional connections with EBEs. 
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Trainee to Carer Identification  

The factor structure of the nine item Social identification measure towards Carers was 

tested. This was analysed by factor analysis through a PCA with an oblimin (oblique) rotation, 

as items were thought to be correlated. The sampling adequacy was acceptable (KMO = .80) 

and Bartlett’s test of sphericity showed that correlations between items were large enough for 

a PCA (X2(36)=609.33, p <.001). Five items loaded onto the Cognitive identification factor, 

which had an Eigenvalue of 3.518 and a cumulative variance of 39.09%. The second factor 

was Affective Identification that had four items loading onto it, which had an Eigenvalue of 

2.886, adding variance of 32% with a cumulative variance of 71.158%.  Using the Kaiser1 

factor method to determine number of factors alongside parallel analysis and the scree plot, 

two factors were identified in this analysis and so the identification tool can be considered two 

dimensional. This means that the hypothesis that social identification occurs two dimensionally 

can be accepted. Internal consistency was calculated using Cronbach’s alpha statistic, α = .804. 

This suggests items in the psychometric are closely related and can be assumed to measure 

identification. The scree plot and parallel analysis can be viewed in Appendix I. 

   Discriminant validity was calculated through a correlational analysis between cognitive 

and affective identification and the extent to which someone is religious. Cognitive 

identification towards Carers and religion was insignificant, r = -.081, p < .402. Affective 

identification towards Carers was also insignificant, r = -.022, p <.824. Convergent validity 

was calculated through a correlational analysis between cognitive and affective identification 

and mental health and professional identities which were all insignificant. However, the 

common factors of non-judgemental traits were positively correlated with Carer identification, 

r = .433, p <.001. These findings suggest that trainees do not relate with Carers either 

cognitively or affectively. Although trainees who were less judgemental were related to an 

association and identification with Carers.  
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Trainee to EBQ identification 

The factor structure of the nine item Social identification measure towards EBQs was 

tested. This was analysed by factor analysis through a PCA with an oblimin (oblique) rotation, 

as items were thought to be correlated. The sampling adequacy was acceptable (KMO = .76) 

and Bartlett’s test of sphericity showed that correlations between items were large enough for 

a PCA (X2(36)=414.49, p <.001).  Five items loaded onto the Cognitive identification factor, 

which had an Eigenvalue of  3.508 and a cumulative variance of  38.981%. The second factor 

was Affective Identification that had three items loading onto it, which had an Eigenvalue of 

2.049, adding variance of  22.764% with a cumulative variance of 61.745%.  Using the 

Kaiser1 factor method to determine number of factors alongside parallel analysis and the scree 

plot, two factors were identified. A third factor had an Eigenvalue of 1.052 and contributed 

11.692% variance, however this was not considered an additional factor when parallel analysis 

is accounted for. Although the manifestation of this third component warrants further 

exploration. This means the hypothesis that the factor structure is two dimensional cannot be 

accepted and requires further confirmatory analysis, especially because three dimensions were 

found in Phase 1. Internal consistency was calculated using Cronbach’s alpha statistic, α 

= .783. This suggests items in the psychometric are closely related and can be assumed to 

measure identification. The scree plot and parallel analysis can be viewed in Appendix J. 

   Discriminant validity was calculated through a correlational analysis between cognitive 

and affective identification and the extent to which someone is religious, which is thought to 

be unrelated. Cognitive identification towards EBQ and religion was insignificant, r = -.152, p 

< .116. Affective identification towards EBQ and religion was also insignificant, r = -.054, p 

<.581.  Convergent validity was calculated through a correlational between cognitive and 

affective identification and mental health and professional identities. Cognitive identification 

towards EBQ and professional identity was significant, r =.412, p <.001. Affective 

identification towards EBQ and mental health identities was insignificant. Affective 

identification towards EBQ and the common factors of empathy, r = .294, p <.05 and 

genuineness, r = .207, p <.05 were significant. Although, nonjudgemental attitudes were 

insignificant. This suggests the process of cognitive identification better explains how trainees 

relate to EBQs.  
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Identification 

Item 1 

Item 2 

Item 3 

Item 4 

Item 5 

Item 6 

Item 7 

Item 8 Figure 6.1: Confirmatory factor analysis Model 1 Figure 6.2: Confirmatory factor analysis Model 2 

Affective 

Item 1 

Item 2 

Item 3 

Item 4 

Item 5 

Item 6 

Item 7 

Item 8 

Cognitive 

Figure 6.3: Confirmatory factor analysis Model 3 
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Item 1 

Item 2 

Item 3 

Item 4 

Item 5 

Item 6 

Item 7 

Item 8 

Cognitive 
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6.5. PHASE 3. CONFIRMING THE FACTOR STRUCTURE  

Using data from Phase 2, a confirmatory factor analysis using Amos SPSS software 

was performed to examine how good the fit the proposed measurement model fitted with the 

Social identification measure. The eight observed factors were input into the analysis and the 

latent factors were based on the confirmatory models, including model 1 (identification 

factor), figure 6.1, model 2 (cognitive and affective factors), figure 6.2 and model 3 

(cognitive, affective and evaluative factors), figure 6.3. The analysis was undertaken 

separately for each of the four in-groups: Trainee Clinical Psychologists, EBE, Carers and 

EBQ. Model 1 examined a one- dimensional model of identification for each of the 8 items. 

Model 1 did not fit any of the four groups’ data. Model 2 was also used to see if the data 

confirmed a two-factor model of cognitive and affective identification, each made up of four 

items. Model 3 fit the data best and this confirmed that the data consisted of three factors of 

affective, cognitive and evaluative identification, 3 items loaded onto affective, 3 items 

loaded onto cognitive and 2 items loaded onto evaluative factors. Model 3 fit the data best 

across all four in-groups, as highlighted in Table 6.6.  

 

 

Measurement 

model  X2  p  df  RMSEA  CFI  TLI  AIC  

Trainees 

Model 1  

  

155.891  

 

 <.001  

  

20  

  

0.257  

  

0.696  

  

0.575  

   

203.891  

Model 2  32.931  <.024  19  0.084  0.969  0.954  82.931  

Model 3  24.073  0.117  17  0.064  0.984  0.974  78.073  

                        

EBEs 

Model 1  

   

107.83  

   

<.001  

   

20  

   

0.205  

   

0.708  

   

0.591  

   

155.83  

Model 2  34.385  <.017  19  0.088  0.949  0.925  84.385  

Model 3  30.678  <.022  17  0.088  0.955  0.925  84.678  

                  

Carers 

Model 1  

   

223.334  

   

<.001  

   

20  

   

0.31  

   

0.614  

   

0.46  

   

271.334  

Model 2  46.748  <.001  19  0.117  0.947  0.922  96.748  

Model 3  52.287  <.001  17  0.14  0.933  0.89  106.287  

                  

EBQs 

Model 1  

   

166.909  

   

<.001  

   

20  

   

0.263  

   

0.544  

   

0.362  

   

214.909  

Model 2  22.627  0.254  19  0.042  0.989  0.983  72.627  

Model 3  15.172  0.583  17  0  1  1.009  69.172  

Table 6.6. Confirmatory factor analysis 
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As shown in Figure 6.4, all standardised estimates and their loadings onto the 

affective factor was through  3 items which were all above .79 for each group. All loadings 

onto the cognitive factor of 3 items were all above .63 apart from one that was .56 for EBE 

in group. Loadings onto the Evaluative components made up of 2 items were lower in value 

with item 8 having loadings of .70 or above but the second item having item loadings of 

above .31. The covariances between the latent factors of affective, cognitive and evaluative 

were also calculated. The factors appeared to be distinct with estimates between affective 

and cognitive ranging between .03 and .43. Affective and Evaluative covariance ranged 

between .22 and .61 which also suggested they were distinct components. However higher 

loadings between Cognitive and Evaluative factors ranging from .45 and .81 suggesting an 

overlap between factors. These findings suggest that the psychometric of cognitive and 

affective identification is a three factor model with an additional component, labelled 

evaluative identification and so the initial first hypothesis can be rejected.

Evaluative 

Cognitive 

Affective 

Figure 6.4: Confirmatory factor analysis (EBQ/Trainee/EBE/Carer 

Standard estimates 
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6.6. PHASE 4. ASSESSING THE PREDICTORS OF IN-GROUP IDENTIFICATION  

6.6.1. Data analysis procedure         

 Data from Phase 2 were used to understand the mechanisms that influence social 

identification and a cognitive or affective connection, personality variables of the Big Five (John 

& Srivastava, 1999) (Openness, Conscientiousness, Extraversion, Agreeableness and Emotional 

stability) through the Ten Item Personality inventory (Gosling et al, 2003) and the Dark triad 

(Paulhus & Williams, 2002) (Narcissism, Machiavellian and Psychopathy) through the Dirty 

Dozen (Jonason & Webster, 2010). Additionally, single-item measures of mental health and 

professional identities were administered. The items that load onto each factor were computed 

into variables using the mean function. Personality variables of the Big Five and the Dark Triad 

were also computed into variables after reverse coding of items was accounted for. These were 

entered into a stepwise multiple regression analysis in order to see if they predicted type of 

identification differentially.   

 

Table 6.7. Descriptive statistics and alpha of identification measures 

Identification towards Trainees Affective Cognitive 

 Mean α Mean α 

Trainee ID 5.938 .809 4.89 .823 

EBE ID 6.072 .664 3.866 .752 

Carer ID 5.719 .633 3.112 .860 

EBQ ID 5.910 .615 5.097 .774 

 

6.6.2. Results 

How trainees identify with their trainers 

H2: Trainees will cognitively identify with EBQ 

H3: Trainees will affectively identify with EBE  

One of the main aims in the research was to establish that identification towards EBQs 

and EBEs would occur through different processes. It was hypothesized that trainees would 

cognitively identify with EBQs, as this was their predominant identity. The second hypothesis 

suggests trainees will cognitively identify with EBQ is shown to be true in the descriptive 

statistics with the mean score being the largest in cognitive identification, as shown in Table 
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6.7. The correlational analyses in table 6.9 also illustrate that trainees with professional 

identities cognitively identify with EBQs. Therefore, again the hypothesis can be accepted.  

The third hypothesis suggests trainees will affectively identify with EBE as the EBE 

was thought to invoke more emotive responses. This hypothesis is shown to be true in the 

descriptive statistics with the mean score being the largest for affective identification, as shown 

in Table 6.7. This is also illustrated in Table 6.9 where trainees who affectively identified with 

trainees also affectively identified with EBEs. Therefore, again the hypothesis can be accepted. 

 

The relationships between identification and mental health and professional identities 

Table 6.9 shows the relationships between trainee identification towards each trainer and 

mental health professional identities. The extent to which the trainee identifies with their 

occupational identity and mental health identity is r = .542, p <.001 which suggests a strong 

association between the two identities for trainee clinical psychologists.  

The extent to which the trainee had a mental health identity was also related to cognitive 

identification towards trainees (r = .228, p <.05), cognitive identification towards EBEs (r = .244, 

p <.05) and cognitive identification towards EBQs ( r = .243, p <.05). There was also associations 

between occupational identity and trainees cognitive identification towards trainees (r = .481, p 

<.001) and cognitive identification towards EBQs (r = .440, p <.001).  

There also appeared to be a relationship between evaluative identification and cognitive 

identification relating to trainee identification towards each trainer. Cognitive identification 

towards trainees and Evaluative identification towards trainees were significantly associated (r= 

.397, p <.001). Cognitive identification towards EBEs and Evaluative identification towards 

EBEs was also significantly associated (r = .490, p <.001). Cognitive identification towards 

Carers and Evaluative identification towards Carers was also associated (r = .574, p <.001). 

Trainee cognitive identification towards EBQs and evaluative identification towards EBQs (r = 

.314, p <.001). This suggests that the process of cognitive identification is significantly related 

to the process of evaluative identification. This suggests that the process of affective 

identification may be distinct to cognitive and evaluative identification. Table 6.9 shows other 

significantly associated variables. 
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Cognitive, Affective and Evaluative identification as predictors of Professional and 

Mental health identities  

H4: Cognitive identification will predict Professional Identities  

H5: Affective identification will predict Mental health identities  

 

Table 6.8:   A multiple regression analysis to understand how Cognitive, Affective and 

Evaluative identification of trainees towards groups in clinical psychology training predict 

professional and mental health identities.                

  
 B   T  R2  AR2  Sig  

   

Professional identity  

   

Cognitive Trainee ID  

   

.319  

    

3.662  

   

.231  

   

.224  

   

<.001  

   Cognitive EBQ ID  .296   3.111  .285  .272  <.05  

   Evaluative Carer ID  -.197   -2.512  .327  .307  <.05  

   

 Mental health identity  

   

Cognitive Trainee ID  

Evaluative Carer ID  

   

.465  

-.440  

    

3.832  

-3.705  

   

.069  

.176  

   

.060  

.160  

   

p<.05 

P<.001  

  

  

Cognitive EBQ ID  .245   2.122  .211  .187  P<.05  

  

Based on the observations of the PhD researcher regarding the power of emotional 

connections between those in a profession and in-group (as documented in the reflexivity 

section) and prior hypotheses of the study it was important to test the relationship between 

identification and professional and mental health identities. Correlational analyses found 

significant associations between professional identities and cognitive identification as shown 

in table 6.9. A multiple regression analysis was carried out to predict whether cognitive and 

affective identification variables predicted professional and mental health identities through a 

stepwise multiple regression as shown in Table 6.8. 

Professional identity was predicted by three types of identification predicting variance 

of 32.7%, with a significant model (F(3,103) = 16.645, p <.001). Professional Identity was 

predicted by Cognitive Trainee ID (B = .319, p <.001), Cognitive EBQ ID (B = .296, p <.05), 

Evaluative Carer ID (B= -.197, p <.05). This means that the fourth hypothesis can be accepted. 

Cognitive identification of trainees and EBQs leading to a professional identity might occur 

because these roles are more associated with the idea of what it means to be a professional 
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and a motivation to develop this professional identity as a result of their training. Being 

negatively related to an evaluative identification towards Carers might mean trainees are 

seeking to protect themselves from the burden of what it means to be a Carer.  

Mental health identity was predicted by three types of identification predicting variance 

of 21.1% with a significant model (F(3,102)= 9.073, p <.001). Mental health identity was 

predicted by Cognitive Trainee ID (B =.465, p <.05), Evaluative Carer (B = -.440, p <.001), 

and Cognitive EBQ ID (B = .245, p <.05). This means the fifth hypothesis that predicted 

mental health identities would be predicted by affective identification can be rejected. Instead, 

cognitive identification is shown to predict this. Cognitive identification towards trainees and 

EBQs, may have occurred as the profession of clinical psychology may be formative to the 

development of a mental health identity and this might be facilitated by the idea that trainee 

and EBQ identification are their predominant identities, resulting through a cognitive and self-

defining process. A negative predictor of an evaluative identification towards the Carer in 

predicting a mental health identity may again have occurred through the process of dissonance 

and a need to distance themselves from the burden of what it means to be a Carer. 

The fourth hypothesis was that Cognitive identification will predict Professional 

Identities and this was true for identification towards trainees, EBQ and negatively associated 

to an Evaluative judgement towards Carers. Professional identities were also not predicted by 

affective identification.  

The fifth hypothesis was that Affective identification will predict Mental health 

identities, however the only affective component that predicted this was Carer Evaluative 

identification and this was negatively associated. A cognitive identification towards trainees 

and EBQ also predicted mental health identities.   
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Table 6.9: Assessing the relationships between identification and professional and mental health identities through correlation.  

*Significant at p <.05, **Significant at p <.001. 

Variables  1 2 3 4 5 6 7 8 9 10 11 12 13 14 

1.     My experiences of mental health define 

who I am    

1                           

2.     My occupational role defines who I am   .542** 1                         

3. Affective Trainee ID  0.068 0.163 1                       

4. Cognitive Trainee ID  .228* .481** .362** 1                     

5.     Evaluative Trainee ID  0.011 0.104 .407** .397** 1                   

6.     Affective EBE ID  0.044 0.096 .196* 0.04 0.115 1                 

7.     Cognitive EBE ID  .244* 0.156 -0.08 .228* -0.011 .207* 1               

8.     Evaluative EBE ID  0.008 0.016 -0.073 0.125 .334** .383* .490** 1             

9.     Affective Carer ID  -0.088 0.012 .279** .206* 0.097 .575** 0.095 .318** 1           

10.  Cognitive Carer ID  -0.072 -0.14 0.037 -0.009 -0.012 0.014 .399** 0.129 0.03 1         

11. Evaluative Carer ID  -0.176 -0.18 -0.001 0 0.138 .221* .443** .574** .371* .559** 1       

12. Affective EBQ ID  -0.023 0.065 .444** .212* 0.148 .390** -0.04 0.134 .500* 0.093 0.108 1     

13. Cognitive EBQ ID  .243* .440** -0.008 .488** .203* 0.019 0.177 0.153 0.003 0.097 0.086 .208* 1   

14. Evaluative EBQ ID  -0.07 0.082 0.072 .360** .493** 0.141 0.014 .276** .252** -0.018 .232* .208* .314** 1 
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A MULTIPLE REGRESSION ANALYSIS  

 

Table 6.10: A Multiple regression analysis using personality variables as predictors of 

cognitive and affective identification.  

 

   Predictor personality variables The Big Five and The Dark Triad      

                                                                                B                   T                  R2             AR2     Sig  

   

Affective Trainee    Psychopathy                 -.746             -4.695              .098          .089           

 

<001   

   Emotional Stability  -.323  -3.340  .185  .170   <.001  

  

Cognitive Trainee  

  

Narcissism  

  

.346  

  

11.130  

  

.114  

  

.106  

   

<.001  

  

Affective EBE  Machiavellian  -.119  -2.437  .067  .058  

 

<.05  

  Agreeableness  .118  2.071  .104  .087   <.05  

  

Cognitive EBE  

  

Openness  

  

.301  

  

2.449  

  

.054  

  

.045  

   

<.05  

  Emotional Stability  -.235  -2.199  .096  .079   <.05  

  

Affective Carer  
Psychopathy  -.389  -3.526  .105  .097  

 
<.001  

  

Evaluative Carer  
Extraversion  -.177  -2.214  .044  .035  

 
<.05  

  

Affective EBQ  Machiavellian  -.197  -2.659  .100  .091  

 

<.001  

  Narcissism  .176  3.033  .152  .136   <.05  

  Psychopathy  -.281  -2.369  .196  .172   <.05  

  

Cognitive EBQ  Narcissism  .338  3.912  .092  .083  

 

<.001  

  

  

Conscientiousness   .244  2.604  .147  .131   <.05  

Evaluative EBQ  

   

Machiavellian  

    

-.220  

  

-2.341  

  

.049  

  

.040  

  

<.05  
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H6: Personality types will predict Identification differentially  

As shown in Table 6.10, a multiple regression analysis was carried out to predict whether 

personality variables of the big five and the dark triad predicted cognitive, affective and 

evaluative identification towards trainees, EBE, carers and EBQ differentially.   

   Affective Trainee identification was predicted by two personality variables accounting 

for 18.5% variance. The model was also significant (F (2,104) = 11.822, p <.001). Psychopathy 

(B = -.746, p <.001) and Emotional Stability (B = -.323, p <.001) both negatively predicted 

affective identification towards trainees. This suggests that instability is a motivating factor in 

the process of identification. 

   Cognitive Trainee identification was predicted by one personality variable accounting 

for 11.4% variance. The model was also significant (F(1,105) = 13.573, p <.001), with 

Narcissism (B = .346, p <. 001). This suggests that trainees with narcissistic traits were more 

likely to cognitively identify with trainee psychologists. This might mean that narcissim 

predicts trainees identifying with people who are the same as themselves. 

   Affective identification with EBEs was predicted by two personality variables 

accounting for 10.4% of variance. The model was also significant (F (2,105) = 6.079, p <.05). 

Machiavellian predicted (B = -.119, p <.05) and Agreeableness (B = .118, p <.05) suggesting 

that those with “lighter” personality types were likely to predict identification towards EBEs. 

 Cognitive identification with EBEs was predicted by two personality variables 

accounting for 9.6% of variance. The model was also significant (F(2,105) = 5.570, p <.05. 

Openness (B = .301, p <.05) and Emotional Stability (B = -.235, p <.05). This again suggests 

that instability motivated a cognitive identification with EBEs, which might suggest trainees 

with lived experience might predict this. 

 Affective identification with Carers was predicted by one personality variable, 

Psychopathy and accounted for 10.5% variance. The model was also significant (F (1, 106) = 

12.434, p <.001). Psychopathy predicted (B = -.389, p <.001).  This negative prediction of 

psychopathy predicting affective identification towards Carers is suggestive of the idea that 

those with “ligher” personality types and those who are caring are likely to identify more 

emotionally with Carers. 

 Evaluative identification towards Carers was predicted by Extraversion, accounting for 

4.4% of variance. The model was also significant (F (1,106) = 4.901, p <.05). Extraversion 

predicted (B = -.177, p <.05). A negative predictor of Extraversion towards an evaluative 
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response to Carers might be linked to those who are more introverted traits that are likely to be 

affected when Carers are criticized. 

 Affective identification towards EBQs was predicted by three personality variables 

accounting for 19.6% variance. The model was also significant (F (3,104) = 8.433, p <.001). 

Machiavellian predicted (B = -.197, p <.001), Narcissism predicted (B = .176, p <.05) and 

Psychopathy predicted (B = -.281, p <.05). This suggests that Narcissism in trainees is also 

related to an affective identification towards EBQs which might be because of trainees seeking 

to attain the professional level and status of an EBQ. Psychopathy and Machiavellian are 

negative predictors, suggesting that trainees are generally motivated through “lighter” traits 

and fits with the idea that psychology is a caring profession. 

 Cognitive identification towards EBQs was predicted by two personality variables and 

accounted for 14.7% variance. The model was also significant (F (2, 105) = 9.032, p <.001).  

Narcissism (B =.338, p <.001) and Conscientiousness (B = .244, p <.05) predicted this which 

are both personality traits that are linked with ambition and status seeking and could be 

considered dark components to personality (Coleman, Furnham & Treglow, 2022) that may be 

responsible for an affinity to identify with EBQs.  

 Evaluative identification towards EBQs was predicted by one personality variable of 

Machiavellian, which accounted for 4.9% variance. The model was also significant ( F(1,106)=  

5.480, p <.05). Machiavellian predicted (B = -.220, p <.05). This suggests that the opposite of 

Machiavellian, a more caring response towards EBQs occurs when they are criticized where 

trainee clinical psychologists are personally affected by what happens to the EBQ. 

 The sixth hypothesis was that Personality types will predict Identification differentially 

and this can be accepted as shown in Table 6.10. For example, Psychopathy and Emotional 

stability predicted Affective identification towards trainees. Narcissism predicted Cognitive 

identification towards trainees. Openness and Emotional stability predicted Cognitive 

identification towards EBE. Extraversion predicted Evaluative identification towards Carers. 

Machiavellian, Narcissism and Psychopathy, all three components of the dark triad also 

predicted Affective identification towards Experts by Qualification. Narcissism and 

Conscientiousness also predicted Cognitive identification towards Experts by Qualification. 

Therefore, this variation in personality predictors of identification suggest unique mechanisms 

that influence this process and means we can accept the hypothesis that personality variables 

will lead to the process of identification in differential ways.  
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6.7. Discussion  

The primary aim of this four-phase pilot study reported in this chapter was to develop 

a reliable and valid  measure for in-group identification for use with groups in clinical 

psychology training (EBEs, Carers, Trainees and EBQs) and to establish mechanisms that 

influence identification. This involved adapting and using an 8-item measure of cognitive 

and affective social identification (Johnson et al., 2012) and the addition of a single item 

measure of identification (Postmes et al., 2013). Exploratory and confirmatory factor analysis 

was performed to understand the factor structure of the social identification measure, and 

reliability, convergent and predictive validity were also tested. The study highlights how 

trainee psychologists relate to peers and trainers within clinical psychology training, 

providing insight into individual differences in mental health and professional identities, and 

personality traits and their influence on the process of identification. The following 

discussion outlines the main findings across the phases of the study and how they relate to 

the hypotheses set out, which are discussed in relation to the wider literature. 

The first hypothesis predicted that the factor structure of the social identification 

measure would be two dimensional. Each application of the tool measuring trainees’ 

identification towards trainees, EBE, carers and EBQ, found two-dimensional constructs of 

cognitive and affective factors. However, a subsequent confirmatory factor analysis showed 

the measure to be three-dimensional. The findings illustrate that whilst a two-dimensional 

construct was sufficient and captured a lot of the variance, a three-dimensional model may 

better explain the process of identification. The final three factors of the identification tool 

were cognitive, affective and evaluative forms of identification. The standard estimates 

through items 1, 2 and 3 loaded onto the affective factor as predicted (I feel happy to work 

with ( ); I am proud to work with ( ) within a Clinical Psychology programme; It feels good 

to work with ( ) ) and 5, 6 and 7 onto the cognitive factor (My self-identity is based in part 

on membership/connection to ( ) group ; I think of myself as a member of a ( ) group and 

this is very important to my sense of who I am; My sense of self overlaps with the identity of 

( ) ), and 4 and 8 onto the evaluative factor. On closer inspection of the items that loaded 

onto the third factor, these alluded to a sense of personal ties and evaluative responses to the 

other and was consequently labelled Evaluative (if an () was asked to leave their role, I 

would be very disappointed (item 4) and If a () was criticised, it would influence how I 

thought about myself (item 8)). Item 9 (I Identity with () ) loaded variably onto affective and 

cognitive factors. The research is the first to establish a reliable and valid measure of 
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identification in the context of UK clinical psychology training, and the first to measure 

trainee clinical psychologists’ identification to each of their trainers. Each of the three 

factors were distinctive in nature with clarity of items loading onto each factor that were 

reliably replicated across each sample, but collectively as a total scale reliably measured the 

process of identification. 

The Social identification measure was adopted from Johnson et al., (2012) for its two-

dimensional psychometric properties in order to measure cognitive and affective 

identification specifically, and so it casts doubt over the validity of its factor structure, as the 

confirmatory factor analysis unconvered a third latent factor in this research. Although, it 

contributes to the theoretical evidence base on the processes that determine social 

identification. Leach et al., (2008) found two broader dimensions in their development of a 

hierarchical measure of in-group identification suggesting that both cognitive and affective 

identification were made up of additional components. This highlights the importance of 

identifying the nuance to the composition of cognitive, affective and, additionally, evaluative 

identification factors. Further research in the context of clinical psychology training could 

extend this knowledge base to better understand the components that contribute to these three 

factors. This manifestation of the third factor suggests that the nature of identification may 

be more complex, and the two-dimensional nature found in previous research may not 

adequately capture the phenomenon of in-group identification. Other researchers have found 

three dimensions of in-group identification such as Obst & White, (2005) and Cameron, 

(2004) that bears similarity to the findings in this research. However, the third factor only 

accounts for a small proportion of the variance and items also loaded onto the other two 

factors. A three-factor model is supported by Postmes et al., (2013) suggesting cognitive, 

affective and evaluative components contribute to the process of identification.  

Trainees  identification towards EBEs was not affective in nature and did not predict 

mental health identities. This lack of emotional connection to EBEs may be to keep trainees 

safe from the emotional burden that may arise through connecting with EBEs and their lived 

experiences. This may, to some extent be explained by research into burnout of healthcare 

providers and their empathetic responses towards patients (Wilkinson et al., 2017). 

Alternatively it might be because EBEs might be sharing their experiences in a less affective 

and more professionalized way, so others can tolerate their experiences (Toikko, 2016) Most 

of  the trainees were not service users or carers themselves which may have impacted  the 

findings. However, another causal factor may have been a result of methodological issues 
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resulting in a lack of detection of an affective identification. The use of the phrasing of 

“defines who I am” in the mental health and professional identity single item measures may 

have caused the trend towards cognitive identification factors, as self-definition is thought to 

be a cognitive process (Tajfel & Turner, 1979).  

Single items have been used by Postmes et al., (2013) to measure identification, 

which demonstrated reliability and validity, however it accounted for more of an affective 

component (self-investment). This suggests that single item measures may not be adequate 

in measuring two dimensional components as documented by Allen et al., (2022) in 

understanding the advantages and disadvantages in using single-item measures. The authors 

identify how single-item measures may inhibit the measurement of more nuanced latent 

structures and which may explain why professional and mental health identities are one 

dimensional and in contrast, cognitive in nature. This may have consequently impacted being 

able to observe an emotional connection and the mental health identities between trainees 

and their trainers.  

A cognitive connection towards mental health identities and EBEs may have occurred 

due to the professionalisation of these roles within clinical psychology training. EBEs 

conduct themselves in professional spheres and engage in professional behaviour (Norwood 

et al., 2019) and thereby may influence professional development (Tew et al., 2012). This 

may have influenced the cognitive connection between the trainee participants and EBEs, as 

opposed to an affective connection. Supporting literature in mental health nurse and 

counselling psychology training also suggests that trainee identification to mental health and 

professional identities may be a result of factors that are related to cognitive aspects of 

identification (McCrae et al., 2014; Gazzola et al., 2011). The findings of the cognitive factor 

dominating the process of identification fits with the discourse and  historical tendency 

towards favouring cognitive processes and its efficacy in measuring the process of 

identification, suggested by identity researchers (Tajfel & Turner, 1979). 

The trainee participants cognitively identified with other trainees and EBQs and this 

may be because that is their dominant social and aspired identity. Although this may have 

also been influenced by the influence of clinical psychologists and research psychologists 

being referred to by the label of EBQ, which may have exerted additional power and certainty 

to the trainee to identify with such an identity. This might be related to the effect of labelling 

theory that can result in a self-fulfilling prophecy where the individual or group of people 
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are understood as exhibiting qualities associated with the label used to describe them 

(Becker, 1963).  

The way the trainee participants identified with EBEs and EBQs was similar in nature 

and driven through a predominantly cognitive process. The factor structure between trainee 

identification towards EBEs and EBQs was also clearly defined with the same items loading 

onto each of the three factors. Mayer & McKenzie, (2017) identify how EBEs are roles that 

share some of the same characteristics as a service provider, which may account for the 

similarity in how the trainee participants relate to them, in a similar way to how they relate 

to EBQs, suggesting they are accepted as experts and trainers in clinical psychology. 

Cognitive identification of trainee clinical psychologists towards EBQs was found to 

occur through traits of conscientiousness and narcissism. This coalesces with previous 

research that finds traits of conscientiousness is linked to professional development among 

healthcare professionals (McLachlan et al., 2009). The results of this study also showed that 

narcissism was linked to cognitive identification towards EBQs. This might be explained by 

research that explains how those with narcissistic traits are often status seeking (Grapsas et 

al., 2020), which might explain the need to identify with a prestigious profession such as 

clinical psychology training.  

A lack of affective connection to EBE and mental health identities may be due to 

EBEs not being fully integrated into clinical psychology programmes (as demonstrated in 

Chapter 5) which may have also been further impacted by COVID-19 and the restrictions 

this placed on the relationship dynamics between EBEs and trainees. However, trainees who 

did affectively identify with EBEs did so through personality traits of agreeableness and 

negatively associated Machiavellian, which suggests face validity and relates to the common 

view of the clinical psychology profession being a helping professions (Kramer et al, 2019).  

The negative predictor of cognitive identification towards carers and professional 

identities may indicate that carer identities are not seen as professionals or experts within 

clinical psychology training. This is reinforced in findings in Chapter 5, that finds that carers 

are not connected to by trainees in clinical psychology training and carers themselves feel 

like outsiders within the multidisciplinary team in clinical settings. The label of ’carer’ does 

not confer a professional status and thereby may negate from being perceived as a 

professional identity within their roles in clinical psychology training. Tambuyzer & van 

Audenhove, (2013) find that carer involvement is viewed as less important than service user 

involvement in mental health education. There may however be other reasons why the trainee 



CHAPTER 6.                        DEVELOPING AN IN-GROUP IDENTIFICATION MEASURE  

                                                                             IN CLINICAL PSYCHOLOGY TRAINING 

  144 

participants in this research did not connect with carers such as their age, a lack of personal 

experience as a carer, and the focus within mental health services prioritising the needs and 

expertise of service users over carers, which all may have impacted these results. The triangle 

of care (Hannan, 2013) identifies three key roles in a patients’ healthcare, including the 

patient, the carer and the healthcare provider. Its adaptation to the context of UK clinical 

psychology training may support understanding the value of each member in the triangle and 

highlight the importance of EBEs, Carers and EBQs and their influence on the training of 

trainee clinical psychologists and their equal importance. This might be further facilitated 

through giving carers expert status and labelling them Expert Carers. 

Narcissism was found to be a predictor of cognitive identification towards trainees 

and EBQs. Similarly, findings suggest that Narcissism may encourage a cognitive 

identification towards professional identities. This might be explained through a theory akin 

to the self-esteem hypothesis (Stets & Burke, 2014). For example, in order to satisfy any 

negative feelings associated with their roles as trainee clinical psychologists they may seek 

prestige in the trainee or clinical psychology identity that influences their identification 

towards the profession and EBQs.  

Emotional stability negatively predicted affective identification towards EBEs. This 

might mean that trainees who are less emotionally stable relate more with EBEs, and this fits 

with the previous hypotheses that those with lived experience connect with others who also 

have lived experience. Emotional stability is linked with better mental health outcomes (Hills 

& Argyle, 2001) and therefore a negative predictor of this could mean that trainees with 

experiences of mental illness relate more with EBEs, due to their common experiences of 

emotional instability. Emotional stability also negatively predicted affective trainee 

identification, and this may be explained through the certainty that comes through belonging 

to a social identity that reduces emotional instability (Hogg, 2012). 

Another notable finding is that the dark triad appears to predict trainee identification 

significantly towards EBQ. Narcissism is positively related and Machiavellian and 

Psychopathy negatively related. This coalesces with an implicit and anecdotal view of the 

trainee clinical psychologist identity being ambitious and to some extent how they may feel 

special through their occupational identity. In contrast, Machiavellian and Psychopathy were 

negative predictors and fit with face validity as they may be considered undesirable traits in 

a healthcare professional. These findings may have manifested through social desirability 

effects, (Edwards, 1953) as items measuring these constructs were overtly measured, 
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potentially biasing the findings of the study. The results however, do have face validity. 

These findings fit with the stereotypes and anecdotal feedback from colleagues in the 

profession associated with being a trainee clinical psychologist. It is important to consider 

the influences of stereotypes, as it could be assumed that identities are to some extent 

constructed by them (Lie, 2012) and which also may have influenced the findings. 

Another key point is how the process of identification of trainee clinical psychologist 

participants towards other trainees and EBQ better fit models a three-dimensional construct, 

encompassing cognitive, affective and evaluative types of identification. This lies in contrast 

to how trainees identified with EBE and Carer that were shown to better fit two-dimensional 

models of cognitive and affective identification. Trainee identification towards trainees and 

EBQs might have occurred three dimensionally because of the strength of the connection 

between them, that was able to more sensitively detect the  Evaluative component. This might 

be because this is their predominant social identity and trainees may be more likely to be 

affected by the concept of a shared fate when considering other trainees and EBQs 

(Campbell, 2007) thereby resulting in an evaluative type of identification.  

Trainee clinical psychologists’ identification towards EBEs and carers may not have 

occurred in an evaluative way in order to protect the trainee from the emotional burden of 

their lived experiences through a dissonance between these groups. This might also be 

explained through compassion fatigue that results from burnout in a healthcare professional 

role that negatively impacts the compassion and empathy they have towards patients (Figley, 

2002) Although the reverse was true in newly qualified clinical psychologists, where the 

evaluative component was detected in identification towards EBEs and Carers, suggesting 

the newly qualified and trainee clinical psychologist differ in their types of identification 

towards their trainers. This might be because trainees are still establishing their relationships 

with their trainers, and newly qualified psychologists may have better formed relationships 

with them. Alternatively, they may better understand how to manage their own emotional 

responses towards others and be better equipped to manage the emotions of others, having 

completed their clinical psychology training. This might account for the differences in 

findings between how these two populations identify with their trainers. 

 

6.7.1. Strengths and Limitations  

This pilot study was the first to develop an in-group identification measure in UK 

clinical psychology training, and to develop single-item measures of mental health and 
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professional identities (see Appendix K). However, the sample of N = 108 trainee clinical 

psychologist participants was a relatively small sample and only participants from across 14 

different clinical psychology courses participated out of a possible 38 courses across the UK, 

and so it was more difficult to observe effects in the data. This impacts its generalisability, with 

most of the sample being female and white and a lack of lived experience amongst participants, 

in service user or carer roles. The development and validation of this identification measure is 

specific to trainee clinical psychologists and may not be applicable to other populations. The 

items within each identification scale were also not randomised and this may have resulted in 

order effects and biased the responses (Strack, 1992) but their presentation was consistent 

across each participant. Short measures of the Dark Triad (Dirty dozen tool, Jonason & 

Webster, 2010) and Big Five personality (Ten item inventory, Gosling et al., 2003) were used 

that may have limited its measurement of variation. Social desirability (Edwards, 1953) may 

have also impacted the way trainee clinical psychologists responded to items, that may have 

been influenced by their perception of what is socially acceptable as a trainee clinical 

psychologist.  

 

6.7.2. Further research   

The findings of the studies reported in this chapter has several implications for future 

research. The identification measure developed for this research could be used and applied 

in other contexts. For example, applying the tool to lived experience researchers could aid in 

understanding their identification towards research populations they work with and may 

support them in navigating their identities in this research. Further research into the different 

effects cognitive, affective and evaluative identification have in understanding relationships 

with certain constructs or participant groups might be useful, for example, whether 

participants feel proud to be associated with the group or research population. The findings 

regarding the three-dimensional nature of identification can be used to support trainee 

clinical psychologists to work more effectively with groups within clinical psychology 

training, through tapping into and enhancing the affective, cognitive and evaluative 

connections they have towards their trainers. This could potentially be achieved through 

using illustrative examples within their training to ask trainees to reflect on how they connect 

with their trainers. Additionally, measuring the process of identification between trainees and 

their trainers and its influence on the learning and clinical skills of trainee psychologists 
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would help contribute to the evidence base for EBE and EBQ involvement in training in 

exploring the different skills they teach trainee clinical psychologists. 

There is no measure of mental health identity and further research to develop a tool 

or to validate the single item used within this study may be beneficial and useful in mental 

health settings. The research reported in this chapter also adds validity to the key findings 

from the focus group research in Chapter 5, in relation to carers and trainee clincial 

psychologists feeling disconnected from each other, suggesting that clinical psychology 

training needs to do more to embed Expert Carers and Experts by Experience  within training 

and facilitate better connections with them. Additionally, further measurement of variables 

related to the process of social identity, for example, a sense of belonging, loneliness,  

feelings of difference between them and others, self-esteem, the health and wellbeing of the 

group and the process of identification could be explored in the future within the context of 

clinical psychology training. This would support a more cohesive application of the Social 

Identity Approach to the context of UK Clinical Psychology training.  

   The EMERGES framework identified in previous chapters are motivating factors 

leading to identity development so future research could explore whether the process of 

empowerment, motivation, empathy, recovery model and medical model (power dynamics), 

growth and transformation, exclusion and historical experiences of being a survivor lead to 

processes of identification differently between trainee clinical psychologists and their 

trainers.  

 

6.8. Conclusions  

This pilot study reported in this chapter has led to the development of a valid and reliable 

three-dimensional social identification measure of cognitive, affective and evaluative 

identification for use with trainee clinical psychologists. The research found that personality 

type predicts type of identification differentially. It also found that type of identification 

influences mental health and professional identities and this is influenced through a cognitive 

process. The psychometric measure can be used for further research within clinical 

psychology training and beyond and support research into how identification influences the 

learning process of trainee clinical psychologists from their trainers.  

 

 



 

 

 

  

CHAPTER SEVEN 

 

A PRELIMINARY Q-SORT STUDY  

 

IDENTIFYING THE PRIORITIES FOR SUPERVISION  

BY LIVED EXPERIENCE RESEARCHERS 

 

“Knowing that you can relate to the research topic and the participants because 

you know you have shared similar experiences is one thing - but knowing how 

to use this relatability during your work, I find, is a skill I don't know how to use 

naturally.” 

 

~ Lived experience researcher 
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7.1. Introduction 

In Chapter 4, a systematic narrative review, the impact of lived experience researcher 

roles on identity was explored, highlighting the difficulty and complexity of these roles. 

However, provision of support to lived experience researchers based on their identity and needs 

as a researcher is relatively unexplored. Faulkner & Thompson, (2021) identify practical ways 

to provide support to lived experience researchers to navigate their roles and consider the value 

of supervision for them. Limited guidance exists on how supervision can be most appropriately 

implemented.  

  This preliminary study aimed to explore the experiences and perceptions of lived 

experience researchers using Q methodology to identify their support needs from supervision. 

The study draws and builds on the themes and findings found from the systematic narrative 

review of the positions of identity: Professional, Service user, Integrated, Unintegrated and 

Liminal and related themes through the EMERGES framework: Enablers and Empowerment, 

Motivation to integrate, Empathy of the self and others, Recovery model and medical model, 

Growth and Transformation, Exclusion and Survivor roots (Chapter 4). It also draws on 

findings from the focus group qualitative study on identities in clinical psychology training, 

that adds further nuance regarding the identities of experts by experience and experts by 

qualification with lived experience (Chapter 5) and quantitative study identifying cognitive, 

affective, and evaluative factors that lead to social identification (Chapter 6). Additionally, it 

identifies key themes from personal reflections of the lead lived experience researcher’s 

experiences working in the field (Chapter 1) and reflections of the service user advisor to the 

thesis (Chapter 8). The key themes and ideas found in these chapters, that specifically related 

to the lived experience researcher identity and the issues they navigate in their roles, informed 

the development of the statements used within this study. The cumulative knowledge from 

across these chapters identifies the breadth and complexity of the lived experience researcher 

experience through a multiple methods approach. The purpose of this preliminary study is to 

shed further insight on the support needs of lived experience researchers and systematically 

examine the importance of these issues according to their perspective. This may help to 

synthesise the findings and provide useful insights for supervisors to better understand and 

meet the individual support needs of lived experience researchers they work with. This will be 

achieved through Q methodology to identify specific profiles of lived experience researchers 

and their priorities for supervision.  
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Q methodology allows an understanding of the subjective experiences of individuals 

(Watts & Stenner, 2012). Typically, the methodology asks participants to arrange a set of 

statements related to a subject and rank them according to how much they agree or disagree 

with them. In this case, lived experience researchers were asked to rank statements according 

to how useful they would find each discussion topic in supervision. The statements were 

gathered from themes and findings from across the thesis and ranked by participants on a pre-

defined grid according to their usefulness. A type of inverted factor analysis was applied to the 

responses to understand how different lived experience researchers similarly or differently 

ranked the items. The findings were interpreted both quantitatively and qualitatively through 

contextual information provided by participants. This preliminary research fills a gap in the 

literature as a Q methodology study aiming to understand the subjective viewpoints of priority 

topics for supervision by lived experience researchers has not been carried out previously.  

7.1.1. Aims and objectives 

To understand the subjective needs of lived experience researchers from supervision 

using Q methodology. 

 

7.2. Methodology 

7.2.1. Design 

Q methodology was used in a cross-sectional preliminary study, purposively sampling 

lived experience researchers to understand their subjective views on priorities for supervision. 

Q methodology enables identification of the subjective experiences of participants (Watts & 

Stenner, 2012) and can be effectively applied to understand the different experiences of lived 

experience researchers and their priorities for discussion in supervision. The research 

methodology will first help identify useful topics to discuss in supervision based on the wider 

literature and empirical findings from previous chapters in the thesis and following analysis, 

will then group lived experience researchers with similar needs into factors, by identifying how 

similarly they sort the statements in the Q sort task.  

 

7.2.2. Recruitment and ethics 

A total sample of 18 lived experienced researchers were recruited to participate in the 

study. Within a Q sort study, the number of participants should not exceed the number of items 

within the task. To be eligible, they had to first self-define as either service user researchers, 
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peer researchers, survivor researchers, disability researchers or lived experience 

researchers and were working in an equivalent role. These are defined as roles where the 

individual is drawing on their own lived experiences of physical or mental disabilities and using 

it to inform the research they are undertaking, or alternatively researching a topic related to 

their own lived experiences, either independently, at an institution such as a university, charity, 

third sector organisation or NHS. Participants were recruited through purposive sampling via 

these organisations, who employ or engage lived experience researchers, who were contacted 

via email to request participants from their organisations to take part. Individuals 

were contacted through these organisations via email with the recruitment advert, including the 

researcher’s email address. Individuals who contacted the lead researcher to participate in the 

research were sent the information sheet and consent form. Participants were given the 

opportunity to discuss the research further and ask any questions to clarify its purpose and what 

was required of them. If participants were eligible to participate and provided informed 

consent, they were asked how they would like to complete the research, either online, in person 

or via post. Those that decided to participate online were sent the link to participate in the 

online Q sort study. Those who took part via post were sent materials to complete the study 

and a stamped addressed envelope to return their completed materials. Following the 

completion of the study participants were provided with the debriefing form to explain the 

study aims in more detail and which detailed the complaints procedure, contact emails of the 

research team, and organisations they could contact should they need support following the 

study. All participants were offered a £10 love2shop voucher to value their participation in the 

study. Ethical approval was granted by University of Liverpool, (Ref 10138). 

 

7.2.3. Procedure   

7.2.3.1. Step 1 Item development 

 The Q set is a set of statements on a topic, and in this preliminary study the Q set was 

developed through gathering statements from several sources. Statements were identified under 

themes and key areas related to identity and experiences of lived experience researchers. These 

themes emerged from the systematic review in Chapter 4 and the two empirical studies 

Chapters 5 and 6 and the lead researcher’s personal reflections of working in the field, in 

Chapter 1 and the reflections of the service user advisor to the thesis reported in Chapter 8. The 

Q set aimed to represent a wide range of issues that lived experience researchers may encounter 

in their roles. Forty to eighty item statements are thought to be ideal for Q methodology 

(Shinebourne, 2009). The items represented perceptions of identity positions and experiences 
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of lived experience researchers including for example, professional experiences, lived 

experiences, and the multiple identities they must navigate including unintegrated and 

integrated identities and other themes outlined in Chapter 4 of the systematic review in the 

EMERGES framework. The Q set items were reviewed by the supervisory team and a service 

user advisor to ensure clarity and comprehensibility. The items were then revised based on this 

feedback. The research team aimed for the Q set to represent a wide range of identity 

issues lived experience researchers may encounter in their research work.  However due to the 

nature and cognitive demand of the task and the research population, whom we did not want to 

harm through the research, it was thought appropriate to have fewer items, so the task was less 

cognitively demanding. This meant the team focussed on items specific to the lived experience 

researcher role as opposed to the needs of a researcher more generally. Therefore, the items 

were reduced from an initial 80 items to 65 items and then further reduced to 54 items by 

excluding similar items and making other items represent broader themes.  

 

7.2.3.2. Step 2 How the Q-sort was conducted 

A pilot study was conducted with 5 participants who completed the Q-sort.  Based on 

feedback from this pilot the protocol was refined and adjusted to enhance readability and clarity 

of instructions and statements. In the main study, participants were given the option of doing 

the Q sort task in person with the researcher present, in a University of Liverpool suitable and 

accessible room. Alternatively, they had the option to complete the Q-sort on an online 

platform (i.e. using a laptop or computer) or via post (i.e. completing the task in paper format 

and sending this data to the researcher). These different ways to participate in the study were 

added due to the impact of COVID-19 and the lockdown restrictions. Within the study 27 

people agreed to take part in the study, but 7 did not complete the task and 2 had missing data, 

which left the overall sample size of 18, no participants took part in person, 6 participants took 

part online and 12 participants via post. The instruction given to participants was: “Please 

arrange the items related to supervisory topics according to how useful they are to you to 

discuss in your supervision as a lived experience researcher”. Participants were first asked to 

arrange the 54 statements into three categories of most useful, neutral, and least useful to them. 

Participants were then asked to use this initial sorting of the statements to support them to 

arrange these same statements on a pre-defined Q sort grid on an 11-point Likert scale based 

on their perceived usefulness to them in supervision using a Likert scale of – 5 least useful to 

+5 most useful (see figure 7). Participants were able to move these statements around on the 

grid until they were happy with the way they had ranked them.  
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 If participants took part online the platform recorded the data entries of the participants 

but did not record any identifiable data or personal IP addresses of the participants to ensure 

privacy and confidentiality. The item statements were presented in a random order for all 

participants, and not structured under any themes or factors. There was also acknowledgement 

that there may be more items they find useful than the options available to them on the pre-

defined grid, but participants were given the opportunity to discuss their decision making and 

any statements they would have placed higher or lower on the grid when they left their free 

text responses and feedback.  Participants were advised to take breaks whilst undertaking the 

task (as it was cognitively demanding) and participants took approximately 40 to 60 minutes 

to complete it. Participants were reminded that they could stop the study at any point and 

withdraw their participation, without any negative repercussions to them.  

 

7.2.3.3. Follow up feedback  

Participants were asked to leave written feedback after they had performed the Q-sort, 

to understand their decision making and why they had selected their top 3 and bottom 3 topics 

for supervision. Participants could also provide general feedback on the Q-Sort task and 

suggest further topics to explore in supervision.   

 

7.2.4. Data analysis 

The data was analysed using KenQ software (Banasick, 2019) by uploading an excel 

document with the data entries in. A principal component analysis was used with a varimax 

rotation, and the number of factors extracted was determined based on the distinctive factor 

loadings, scree plot, eigenvalues, and cumulative variance each participant contributed to the 

factors, and these judgements were based on the expertise of the researchers (Brown, 1980). 

Factors that have an eigenvalue of more than 1.00 are extracted by the software. Kline, 

(1994) identifies how the bigger the eigenvalue, the greater it explains the variance within the 

data. Q methodology typically extracts 7 or 8 factors, but it is acknowledged that the latent 

variables in the data are typically limited to 3 or 4 factors according to Kline, (1994). 
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Table 7.1. Participant Characteristics (N=18) 

 

 

 

 

 

 

 

 

 

 

 

 

  

 
       

 
      

Lived experience/Disability Gender  
Autistic spectrum disorder   Female (15)   
Depression    Female/non-binary (1)  
Schizophrenia   Male (1)   
Bipolar disorder   Did not disclose (1)  
Complex PTSD      
General Anxiety disorder   Age range   
Body dysmorphic disorder  23-61 years old  
Dissociative identity disorder     
Self-harm    Ethnicity  
Suicide attempt   White British (6)  
Ankylosing Spondylitis,    White European (2)  
Fibromyalgia,    White Scottish (1)  
Obsessive compulsive disorder  White Irish (1)  
Chronic pain syndrome   White (other) (1)  
Pervasive developmental disorder  White (1)   
Disordered eating   Mixed White British and Black (1) 

Personality disorder   Mixed Asian and White (1) 

Trauma    Indian (1)   
Burnout    Asian Bangladeshi (1)  
Voice box paralysis   Chinese (1)   

  
      

African Caribbean (1) 

    

-4 -3 -2 -1 0 +1 +2 +3 +4 -5 +5 

Least useful Most useful Neutral 

Figure 7.1. Forced Q sort distribution grid 
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Table 7.1 details the participant demographics including the type of lived experience of 

mental or physical disabilities participants within the sample experience. These are not linked 

to the participant identities to ensure confidentiality and anonymity. Ethnicity, gender and age 

are also detailed.  

Table 7.2 details the participants in the data and the duration they’ve been a lived 

experience researcher, and their broad experiences of lived experience work, their identities 

have been pseudo-anonymised. 

Table 7.3 shows the composite factor arrays, ranging from -5 least useful to + 5 most 

useful to participants as topics to explore in supervision. The scores provided are the composite 

scores of each of the 18 participants in the sample in relation to the 3 factors identified and the 

extent to which they prioritise each of the statements in the Q set.  

Table 7.4 shows the loading of the participants on each factor and there are clear 

differences in the loadings between the different factors. The factor loading value varies from 

-1 (negatively endorsed i.e. disagree with Factor) to 0 (neutral) to +1 (positively endorsed, i.e. 

agree with Factor) which are the correlational loadings participants have to each factor. For 

example, Rosena loads strongly on Factor 1 (0.7623) but only very weakly on Factors 2 

(0.1616) and Factor 3 (0.058).  
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Table 7.2. Participants. 

Elanor – has had “Positive” experiences of Lived 

experience research and is involved in this work “to aid 

my recovery.” She has been working in the field for 10 

years. 

Jenny says, “I feel valued, have a voice and feel a part of 

the team.” She has been working in the lived experience 

field for 11 years. 

Kate – has been working for 5 years in her role “I was 

most interested in areas in which I had lived experience - 

both mental distress and LGBTQ+ wellbeing. To me it 

makes sense and is vital that research in these and other 

marginalised areas are led by people who've experienced 

what they are investigating.” 

Tom – has had a “difficult mental health journey” and is 

involved as a lived experience researcher to “Inform 

research and policy making.” Has been working in the 

field for 5 years. 

Rosena – has been a lived experience researcher for 3 

years and is engaged in work on advanced directives 

because she “wants a voice should I become unwell.” 

Emily has been working in lived experience for 5 

months. She has experienced coercive control and 

researches restorative healing for survivors of coercive 

control. 

Alice - has been working as a lived experience researcher 

for 3 years. When referring to lived experience work says, 

“I’d never heard this concept before but thought it was 

really great that I could use my negative experiences to 

help improve these experiences for others.” 

Alex – Works as both a patient and public involvement 

consultant but now also as a research assistant outside of 

this field but is still engaged in lived experience work. 

They have been in the field for 6 years and “Just fell into 

it! But wanted to help others.” 

Sarah – has been a lived experience researcher for 5 

years. She finds the role rewarding but at times 

challenging. She has experiences of being racially bullied 

and researches this experience in children. She says, 

“Sometimes being so involved with the data can be very 

difficult but knowing that I am helping others with similar 

experiences can make this feel worth it/easier.” 

Judy – has been working as a lived experience researcher 

for 9 years. She finds that being disabled and having the 

stigma of a mental health condition is a detraction from 

your status as a researcher. “It’s a travesty that I’m 

expected to pretend that everything is ok – even though 

I’m marginalised because of my race, gender, and the 

impact of my mental health. I don’t intend to be quiet 

anymore!” 

Jin – has been a lived experience researcher for 4 years. 

He says, “I want to help better services and interactions 

between clinicians and patients to equalise these roles so 

there isn’t a power difference.” 

Julie – finds the lived experience researcher role 

“Interesting, varied and enjoyable.” She has been in the 

role for 12 years and says, “I feel connected to the 

research I do when I am a service user researcher.” 

Jane – “Generally positive” experiences of being a lived 

experience researcher. 

Meena- has been working in lived experience roles for 2 

years. She says, “I needed a job, a supportive role and a 

route into academic research.” 

Rani – has been working as a lived experience researcher 

for 9 months and says, “Using my lived experiences has 

been empowering.” 

Emma – 4 months into PhD, she says due to her personal 

connection to the research “I understand that I have 

personal bias and I need to be objective in my research.” 

Lina – Says her work as a lived experience researcher 

was “Accidental! I just happen to research a topic that 

affects me.” 

Caroline – has 4 years of experience working in lived 

experience work. She had poor mental health during her 

PhD. She wants to “Try and make a contribution so no 

one, or less people, go through what I did.” 
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Table 7.3. Factor Arrays and Composite Loadings 

Statement 

Factor 1 Factor 2 Factor 3 

1. Discussing how to use the skills and abilities I already have 

and apply them in my role 
+ 4 + 2 -3 

2. Identifying my training and learning needs relevant to the 

research 
+ 4 + 1 - 1 

3. Supporting me with issues around payment for my work by 

my employer 
- 1 -5 + 4 

4. Discussing whether my professional experiences impact the 

research 
-4 - 2 - 2 

5. Exploring what it means to be a lived experience researcher 

and enabling me to better understand the role 
0 0 + 3 

6. Managing the expectations that I and others have of me in 

this role 
+ 2 -4 +5 

7. Co-creating appropriate labels/job titles for my role - 1 -5 -5 

8. Supporting me with queries over my fitness to do my role -5 -5 - 2 

9. Having regular opportunities to discuss personal difficulties 

that may impact my role 
+ 5 + 1 + 2 

10. Discussing queries relating to my competence as a researcher 

due to my personal connection to the subject 
-5 -3 -4 

11. Talking about my subjectivity and objectivity in relation to 

the research area  
+ 2 + 1 -4 

12. Enabling a better understanding of the boundaries and remit 

of my role 
0 - 2 + 1 

13. Helping me to set boundaries between my personal life and 

professional role 
-3 0 0 

14. Helping me to know when to separate my personal and 

professional experiences 
- 2 - 2 - 1 

15. Exploring how I relate to the research topic 0 + 4 -4 

16. Exploring how I relate to the participants in the research  - 2 + 4 -3 

17. Exploring how to navigate lived experience and professional 

aspects of the work at the same time 
- 1 - 2 + 3 

18. Exploring how to actively integrate learning from my lived 

experience and apply it to the research 
+ 1 0 - 2 

19. Strengthening my identity as a lived experience researcher + 4 - 1 0 

20. Helping me to feel part of the team + 1 0 + 3 

21. Discussing aspects of myself that are known to others and 

how this may impact my work 
0 0 + 3 

22. Enabling me to disclose aspects of myself that are unknown 

to others and discussing how this may impact my work 
+ 1 - 1 + 2 

23. Helping me to reflect on how I feel when assumptions are 

made of me due to my lived experience 
-3 + 4 - 1 

24. Helping me to increase my confidence in my role as a lived 

experience researcher 
+ 2 - 1 - 1 

25. Helping me to feel valued and validated through supervision + 5 + 5 0 

26. Helping me to be heard as a lived experience researcher in 

the team 
+ 3 + 3 +5 

27. Helping me to identify the positive experiences I have in my 

role 
+ 3 - 2 -3 
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28. Helping me to identify sources of empowerment in relation to my 

role 
+ 3 -3 + 1 

29. Enabling discussion on experiences of disempowerment in my role + 2 0 + 2 

30. Enabling discussion about the emotional burden the role may have 

on me 
+ 1 + 3 + 3 

31. Discussing the political motivations that underlie my work -3 -3 0 

32. Enabling me to reflect on what motivates and enables me to do my 

role 
+ 4 + 2 0 

33. Providing space to discuss the impact on me when seeing people 

like me suffer through the data 
-3 + 5 - 1 

34. Providing space to discuss the impact on me when seeing people 

like me recover through the data 
-4 + 2 + 2 

35. Helping me to reflect on how I feel when research findings are 

similar to my own experiences  
-5 + 2 0 

36. Helping me to reflect on how I feel when research findings are 

different to my own experiences 
- 2 + 2 - 2 

37. Providing space to discuss the social groups I am a part of and 

whether this impacts the research 
-4 -4 0 

38. Providing space to discuss the social relationships I have within the 

team I work in 
0 -4 -5 

39. Providing opportunities to share and learn through others 

experiences within the research 
+ 1 + 3 0 

40. Reflecting on working with individuals that understand their 

experiences differently to me 
- 1 - 1 -3 

41. Reflecting on working with individuals that understand their 

experiences similarly to me 
-4 0 -4 

42. Reflecting on power differences I experience in my role with those 

I work with 
+ 1 -3 -5 

43. Having conversations in which there is recognition of my growth in 

my role 
+ 3 - 1 - 2 

44. Identifying when I am making a difference and to be praised and 

acknowledged for this 
+5 + 1 +5 

45. Discussing the positive or negative impact I am having on the 

research 
0 + 1 -3 

46. Enabling me to share my experiences of exclusion  - 1 - 4 - 1 

47. Helping me to reflect on times when I am prevented from making 

meaningful change  
- 1 0 + 4 

48. Helping me to reflect on barriers I come across in my role 0 + 1 + 4 

49. Helping me to reflect on the stigma or discrimination that I 

personally experience  
- 2 -3 + 1 

50. Helping me to reflect on the impact of witnessing others experience 

stigma or discrimination  
-3 - 1 + 1 

51. Discussing additional support or reasonable adjustments I require 

to do my role 
0 + 3 + 2 

52. Providing space for me to share and reflect on my previous history 

of lived experience 
- 2 + 3 + 4 

53. Providing space for me to talk about my current lived experiences 

and how this may impact the research 
+ 3 + 5 + 1 

54. Regularly discussing and reviewing my wellbeing and support 

needs 
+ 2 + 4 + 1 
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Table 7.4. Principal components analysis with varimax rotation 

*Factors are extracted if the Eigenvalue is greater than 1. 

                                                                                                  Component loadings for each factor 

Outcome Priority Factor  Participant  Factor 1 Factor 2 Factor 3 

Factor 1 

 

 

Strengthening my identity, skills, 

growth, and empowerment  

Rosena 0.7623 0.1616 0.058 

 Rani 0.7318 0.0846 0.063 

Kate 0.6504 0.2638 -0.2198 

Jenny 0.632 0.1105 0.0748 

 Meena 0.5808 0.3111 0.3674 

 Julie 0.4575 -0.0448 -0.0318 

  Emma 0.3605 0.163 0.2772 

Factor 2 

 

 

Exploring the emotional and relational 

link I have with the research  

Sarah -0.1633 0.6744 -0.2315 

Caroline 0.0569 0.6735 0.2336 

Alice 0.4122 0.63 0.1089 

Emily 0.3874 0.6179 0.0728 

 Lina 0.0605 0.5496 0.4918 

  Judy 0.0889 0.4385 0.0176 

Factor 3 

 

Navigating my lived and professional 

experiences practically and 

emotionally 

Elanor 0.2396 0.0048 -0.6139 

Alex -0.3423 0.2793 -0.5895 

Tom 0.0102 0.0009 0.454 

 Jane 0.0404 0.1865 0.4249 

  Jin 0.2773 0.1329 0.4051 

Eigenvalues*  

               

3.84 2.15 1.69 

Variance explained  

         

21% 12 % 9% 
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7.5. Results 

The KenQ analysis initially forced the data into 8 factors. Following a varimax rotation in a 

principal components analysis and a judgement of item loadings, scree plot, eigenvalues, 

cumulative variance and factor distinctiveness based on the expertise of the research team 

(Brown, 1980). 3 factors were found in the data: Factor 1: Strengthening my identity, skills, 

growth and empowerment; (7 participants loaded significantly (all positively) on this factor). 

Factor 2: Exploring the emotional and relational link I have with the research (6 participants 

loaded significantly (all positively) on this factor).  

Factor 3: Navigating my lived and professional experiences practically and emotionally (5 

participants loaded significantly (3 positively and 2 negatively) on this factor). There were clear 

loadings for each participant across the factors extracted. The factors were independently 

labelled by the PhD researcher, methodology advisor and supervisory team and there was good 

agreement between them. The statement placement at the poles of each factor are presented in 

figures 7.5.1; 7.5.2; 7.5.3. 

 

7.5.1. Factor 1: Strengthening my identity, skills, growth, and empowerment. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Helping me to be 

heard as a lived 

experience 

researcher in the 

team 

Discussing how to 

use the skills and 

abilities I already 

have and apply 

them in my role 

Identifying when I 

am making a 

difference and to be 

praised and 

acknowledged for 

this 

Providing space for 

me to talk about my 

current lived 

experiences and 

how this may 

impact the research 

Strengthening my 

identity as a lived 

experience 

researcher 

Having regular 

opportunities to 

discuss personal 

difficulties that 

may impact my role 

Helping me to 

identify sources of 

empowerment in 

relation to my role 

Identifying my 

training and 

learning needs 

relevant to the 

research 

Helping me to feel 

valued and 

validated through 

supervision 

Helping me to 

identify the positive 

experiences I have 

in my role 

Enabling me to 

reflect on what 

motivates and 

enables me to do 

my role 

Having 

conversations in 

which there is 

recognition of my 

growth in my role 

Discussing queries 

relating to my 

competence as a 

researcher due to my 

personal connection 

to the subject 

Discussing whether 

my professional 

experiences impact 

the research 

Helping me to reflect 

on how I feel when 

assumptions are 

made of me due to 

my lived experience 

Supporting me with 

queries over my 

fitness to do my 

role 

Reflecting on 

working with 

individuals that 

understand their 

experiences 

similarly to me 

Providing space to 

discuss the impact 

on me when seeing 

people like me 

suffer through the 

data 

Helping me to 

reflect on how I 

feel when research 

findings are similar 
to my own 

experiences 

Providing space to 

discuss the impact 

on me when seeing 

people like me 
recover through the 

data 

Helping me to set 

boundaries between 

my personal life 

and professional 

role 

Discussing the 

political 

motivations that 

underlie my work 

Providing space to 

discuss the social 

groups I am a part 

of and whether this 

impacts the 

research 

Helping me to 

reflect on the 

impact of 

witnessing others 

experience stigma 

or discrimination 

-5 -4 -3 +3 +4 +5 

Figure 7.5.1. Poles of Factor 1 
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Table 7.5.1. Distinguishing statements for Factor 1 

 

 This first factor array of lived experience researchers was the most prominent factor 

array and had an eigenvalue of 3.84 and explained 21% of the variance in the data with 7 

participants loading positively on to this factor. The factor described lived experience 

researcher’s needs from supervision to strengthen their identity, motivations to enable their 

development through skills and training, a need for supervisors to recognise their growth and 

work in ways that helps increase their confidence in their roles (See Table 7.5.1). Participants 

that loaded onto this factor had an age range of 23 years old to 61 years old and each of the 7 

participants were female. 1 of these participants was Asian Bangladeshi, 1 Indian, 3 White 

British, 1 Mixed Asian/White, and 1 White other. The range of duration in lived experience 

work spanned 4 months to 12 years. This factor represented more individuals from ethnic 

minority backgrounds and those who experienced severe mental illnesses including 

Schizophrenia and Bipolar disorder, which may have contributed to the manifestation of this 

factor centred around growth and empowerment. 

Kate, said, “identifying my training and learning needs, helping me to feel valued and 

validated & having regular opportunities to discuss my personal difficulties are the answers 

that most match what I consider professional non-clinical supervision to be for…I’d expect in 

any supervision….” Kate highlights how the process of skills development should be the 

standard expected in any supervision. 

 Meena, summarises the needs of this lived experience researcher, “I think empowerment 

and recognition of growth are more of a priority,”  

 In contrast items that were negatively endorsed on this factor were centred around 

discussing experiences that were disempowering and that alluded to a sense of inadequacy that 

their lived experiences might bring to the role such as: “Discussing queries relating to my 

Distinguishing statements F1 F2 F3 

Discussing how to use the skills and abilities I already have and apply them in my role*                                +4 +2 -3 

Strengthening my identity as a lived experience researcher*                                                                              +4 -1 0 

Identifying my training and learning needs relevant to the research*                                                                +4 +1 -1 

Enabling me to reflect on what motivates and enables me to do my role*                                                       +4 +2 0 

Helping me to identify the positive experiences I have in my role*                                                                 +3 -2 -3 

Having conversations in which there is recognition of my growth in my role*                                                +3 -1 -2 

Helping me to increase my confidence in my role as a lived experience researcher*                                      +2 -1 -1 

Managing the expectations that I and others have of me in this role*                                               +2 -4 +5 

*Significant at p <0.01    
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competence as a researcher due to my personal connection to the subject, -5,” “Supporting me 

with queries over my fitness to do my role, -5.” Participants in this factor were also not 

concerned with relational experiences or exploring similarities between themselves and the 

participants in the data. The item, “providing space for me to share and reflect on my previous 

history of lived experience,” was also rated lower in this factor in comparison to Factors 2 and 

3. This might be because discussion of past experiences might detract from a focus on growth 

and progression of the lived experience researcher from their past lived experiences. 

 

7.5.2. Factor 2: Exploring the emotional and relational link I have with the research. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Enabling discussion 

about the emotional 

burden the role may 

have on me 

Regularly 

discussing and 

reviewing my 

wellbeing and 

support needs 

Providing space to 

discuss the impact 

on me when seeing 

people like me 

suffer through the 

data 

Providing 

opportunities to 

share and learn 

through others’ 

experiences within 

the research 

Exploring how I 

relate to the 

participants in the 

research 

Helping me to feel 

valued and 

validated through 

supervision 

Helping me to be 

heard as a lived 

experience 

researcher in the 

team 

Exploring how I 

relate to the 

research topic 

Providing space for 

me to talk about my 

current lived 

experiences and 

how this may 

impact the research 

Providing space for 

me to share and 

reflect on my 

previous history of 

lived experience 

Helping me to 

reflect on how I feel 

when assumptions 

are made of me due 

to my lived 

experience 

Discussing 

additional support 

or reasonable 

adjustments I 

require to do my 

role 

Co-creating 

appropriate 

labels/job titles for 

my role 

Providing space to 

discuss the social 

groups I am a part 

of and whether this 

impacts the 

research 

Reflecting on 

power differences I 

experience in my 

role with those I 

work with 

Supporting me with 

queries over my 

fitness to do my 

role 

Providing space to 

discuss the social 

relationships I have 

within the team I 

work in 

Discussing queries 

relating to my 

competence as a 

researcher due to my 

personal connection 

to the subject 

Supporting me with 

issues around 

payment for my 

work by my 

employer 

Managing the 

expectations that I 

and others have of 

me in this role 

Discussing the 

political 

motivations that 

underlie my work 

Helping me to 

identify sources of 

empowerment in 

relation to my role 

Enabling me to 

share my 

experiences of 

exclusion 

Helping me to 

reflect on the 

stigma or 

discrimination 

that I personally 

experience 

-5 -4 -3 +3 +4 +5 

Figure 7.5.2. Poles of Factor 2 
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Table 7.5.2. Distinguishing statements for Factor 2 

 

This second factor array had an eigenvalue of 2.157, adding 12% to the variance with 

a cumulative variance of 33%. 6 participants loaded onto this factor. This second factor array 

of lived experience researcher’s priorities from supervision were related to ideas of reflexivity 

and the need to explore their personal connection to the research and participants in the data, 

discuss the emotional burden of the role, their wellbeing needs and how to use their lived 

experiences in their roles in a meaningful way (See Table 7.5.2). The 6 participants that loaded 

onto this factor had an age range of 24 years old to 61 years old and all were female, with 1 

participant Mixed White British and Black, 1 White Irish, 1 White, 1 White British, 1 White 

European and 1 African Caribbean. The range of duration in lived experience work spanned 5 

months to 9 years. The participants that loaded onto this factor appeared to have multiple 

comorbidities and some with experiences of mental illnesses such as Body Dysmorphic 

disorder and Disordered eating, which might be considered conditions focussed on relational 

experiences which may have influenced the manifestation of this relationally centred factor. 

The participants in this factor were also engaged in work that was directly related to their own 

lived experiences. 

Alice, who loaded onto this factor said, “Knowing that you can relate to the research 

topic and the participants because you know you have shared similar experiences is one thing 

- but knowing how to use this relatability during your work I find is a skill I don't know how to 

use naturally.” This identifies the need of lived experience researchers to be supported by the 

supervisor to explore their personal closeness to the work and to develop skills to be able to 

integrate personal experience in their work more meaningfully.  

Distinguishing statements F1 F2 F3 

Providing space to discuss the impact on me when seeing people like me suffer through the data                          -3 +5 -1 

Providing space for me to talk about my current lived experiences and how this may impact the research*  +3 +5 +1 

Regularly discussing and reviewing my wellbeing and support needs*  +2 +4 +1 

Exploring how I relate to the participants in the research*                                              -2 +4 -3 

Exploring how I relate to the research topic*  0 +4 -4 

Helping me to reflect on how I feel when assumptions are made of me due to my lived experience*  -3 +4 -1 

Helping me to reflect on how I feel when research findings are similar to my own experiences*  -5 +2  0 

Helping me to reflect on how I feel when research findings are different to my own experiences*                                        -2 +2 -2 

Discussing how to use the skills and abilities I already have and apply them in my role*  +4 +2 -3 

*Significant at p <0.01    
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Sarah, explained how she wanted support to understand her relation to the data and its 

impact on her, “Providing space to discuss the impact on me when seeing people like me suffer 

through the data - can be quite triggering to hear about/read about participant's experiences. 

I think it's really important to talk to supervisors on a personal level (peer to peer), exploring 

how I relate to the research topic - It's really important to understand how my own experiences 

may impact/influence my interpretations of participant data, and to reflect on this if necessary.” 

Participants that loaded onto this factor were least concerned with items related to social 

relationships such as “Providing space to discuss the social groups I am a part of and whether 

this impacts the research, - 4,” and “Providing space to discuss the social relationships I have 

within the team I work, - 4,” which may mean this lived experience researcher is more focussed 

on their individual relation to the research as opposed to their social needs. “Enabling me to 

share my experiences of exclusion, - 4.” was also negatively loaded on to this factor in contrast 

to Factors 1 and 3 which might be because Factor 2 is about integrating lived experience into 

their work rather than discussing unintegrated experiences such as that of exclusion.  

 

7.5.3. Factor 3: Navigating my lived and professional experiences practically and 

emotionally.  
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navigate lived 
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part of the team 
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employer 
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heard as a lived 

experience 

researcher in the 

team 

Exploring what it 

means to be a lived 

experience 

researcher and 

enabling me to better 

understand the role 

Providing space for 

me to share and 

reflect on my 

previous history of 

lived experience 

Managing the 

expectations that I 

and others have of 

me in this role 

Discussing aspects 

of myself that are 

known to others 

and how this may 

impact my work 

Helping me to 

reflect on barriers I 

come across in my 

role 

Enabling 

discussion about 

the emotional 

burden the role 

may have on me 

Co-creating 

appropriate 

labels/job titles for 

my role 

Reflecting on 

working with 

individuals that 

understand their 

experiences 

similarly to me 

Discussing the 

positive or negative 

impact I am having 

on the research 

Reflecting on 

power differences I 

experience in my 

role with those I 

work with 

Discussing queries 

relating to my 

competence as a 

researcher due to my 

personal connection 

to the subject 

Exploring how I 

relate to the 

participants in the 

research 

Providing space to 

discuss the social 

relationships I have 

within the team I 

work in 

Talking about my 

subjectivity and 

objectivity in 

relation to the 

research area 

Reflecting on 

working with 

individuals that 

understand their 

experiences 

differently to me 

Discussing how to 

use the skills and 

abilities I already 

have and apply 

them in my role 

Exploring how I 

relate to the 

research topic 

Helping me to 

identify the 

positive 

experiences I 

have in my role 

-5 -4 -3 +3 +4 +5 

Figure 7.5.3. Poles of Factor 3 
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Table 7.5.3. Distinguishing statements Factor 3 

 

 This third factor array had an eigenvalue of 1.689 and added 9% variance resulting in 

the factors explaining a cumulative variance of 42%.  5 participants loaded onto this factor; 

three positively and two negatively. This factor array was related to exploring, understanding, 

and navigating lived and professional aspects of the lived experience researcher role with a 

desire to be supported both in practical and emotional ways to deal with conflicts and barriers 

they experience in their roles. There was a need to be supported to overcome these issues (See 

Table 7.5.3). The 5 participants that loaded onto this factor had an age range of 34 years old to 

50 years old, with 3 participants being female and 1 participant male and 1 participant did not 

disclose. The ethnicity of these participants was White British (2), White Scottish (1), White 

European (1), and Chinese (1). The range of duration in lived experience work spanned 4 years 

to 10 years. The majority of participants that loaded onto this factor were white, and so may 

not to the same extent have experienced the same types of exclusion as those from ethnic 

minorities. They were more concerned with identifying ways to navigate their roles more 

effectively and to be enabled and supported to overcome barriers. 

Participants identified how they wanted to be supported to carry out their roles better 

and enable a negotiation and navigation of both personal and professional experiences. Rosena, 

who did not load onto this factor but identifies its importance, says, “I do not want too much of 

my personal lived experience to get in the way of being able to do the role…As other employees 

are probably not asked these to determine whether they can do their job role, so it may feel 

unfair. I have a personal life, but still need support to actually do the role in practical terms, 

yet with my supervisor providing emotional support when needed.” This suggests they do not 

want to be defined by their lived experience but want to be supported specific to their needs at 

a given time.  

Distinguishing statements F1 F2 F3 

Managing the expectations that I and others have of me in this role*                        +2 -4 +5 

Helping me to reflect on times when I am prevented from making meaningful change*  -1  0 +4 

Supporting me with issues around payment for my work by my employer*  -1 -5 +4 

Helping me to reflect on barriers I come across in my role*                                      0 +1 +4 

Exploring how to navigate lived experience and professional aspects of the work at the same time*  -1 -2 +3 

Exploring what it means to be a lived experience researcher and enabling me to better understand the role*   0 0 +3 

Discussing aspects of myself that are known to others and how this may impact my work*   0 0 +3 

*Significant at p <0.01    
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 Jin identifies how payment is a supportive factor, enabling them to perform their roles 

and supports them to move on from being just a service user, “Recognition in pay because that 

is how I will be able to "escape" the mental health system, to leave the benefit system and be 

free… to do this, I need support and help as I continue to suffer from my condition.” 

Elanor and Alex, each loaded negatively onto this factor and each had been working in 

lived experience work for a significant number of years and both had positive experiences in 

their roles, which might have meant they had gained a level of expertise in their roles and were 

not concerned with practical or emotional support from supervisors. 

Negatively endorsed items related to self-inefficacy as a researcher due to lived 

experiences, such as “Discussing queries relating to my competence as a researcher due to my 

personal connection to the subject, - 4,” and “Talking about my subjectivity and objectivity in 

relation to the research area, - 4.” As shown in the factor arrays, the item, “Discussing how to 

use the skills and abilities I already have and apply them in my role” was rated lower in 

comparison to Factors 1 and 2. This might have been due to a belief that existing skills may 

not be sufficient in managing the barriers they come across in their roles, necessitating the need 

for additional and tailored support from supervisors. Elanor and Alex, in contrast to those that 

positively loaded onto the factor instead, prioritised discussing social relationships, including 

experience of power imbalances, and their subjectivity and objectivity, amongst other things. 

This spectrum of needs identified reinforces the emphasis of this factor being a representation 

of holistic needs of the lived experience researcher, both personally and professionally, that 

explains this diversity in need of those that fit under this factor. 

 

7.5.4. Comments on the Factor arrays 

None of the lived experience researchers prioritised the need to explore the political 

motivations behind their work, which was surprising to the research team, but Alex said, “I 

think things like politics are important… and might be good to discuss in places beyond 

supervision.” Co-creating labels and titles for the role were also not prioritised, which may be 

because this is a short-term activity that does not need to be regularly revisited. Being 

emotionally validated was commonly scored as most prioritised across the factor arrays, 

suggesting that this should be a fundamental component in supervisory sessions for all lived 

experience researchers. Exploring when findings were like one’s own experience was also not 

prioritised, which may mean there is an expectation of a closeness to experiences, but that 

difference in experience is something that needs to be explored.  
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7.5.5. Additional topics to explore in supervision  

Participants were also asked about additional topics they felt were important to consider 

and which add further nuance to the findings into understanding the priorities for supervision 

by lived experience researchers. These suggestions were grouped into three themes that directly 

map onto the findings of the main data: 1) Academic and methodological knowledge. 2) 

Relational experiences and 3) Providing practical and emotional support.  

 

7.5.5.1. Academic and methodological knowledge 

Rani and Kate identified the value of supervisors who could advise on multiple 

methodologies. Kate states how, “It would also have been useful to have had a supervisor who 

is more aware of methodological issues, as it would have been great to explore and frame our 

research within specifically anti-oppressive or decolonising approaches.” Caroline, who is 

also a supervisor explained that what, “a student struggles with was writing academically 

rather than emotionally and justifying arguments based on literature rather than personal 

experience.” This highlights that perspectives of supervisee and supervisor might also differ. 

These examples also demonstrate how supervisors bring their own expertise to the research. 

This theme aligns with Factor 1, in terms of skills development. 

 

7.5.5.2. Relational experiences 

Tom identified the importance of exploring, “power relations within institutions.” 

Emma said “feeling welcome in the workplace” was important to her. Jane also stated the 

importance of learning skills in, “managing conflict or difficult relationships.” Sarah felt that 

supervisors should do more to facilitate “connecting people...and facilitating friendships.” 

These examples illustrate the need for lived experience researchers to feel like they belong in 

their teams. Kate, identified the need to talk about experiences of discrimination that were 

vicariously experienced, “One thing I’ve found really useful in my current role is the ability to 

offload to my supervisor when I do come across discriminatory attitudes or assumptions about 

people with lived experience...”. This example highlights how lived experience researchers may 

have a shared fate with other lived experience researchers. Explorations of these topics relate 

to findings from Factor 2 but emphasise more social rather than individual needs. 

 

7.5.5.3. Providing practical and emotional support 

Jin, identified a need to explore “whether the work is detrimental to my health or 

whether I've taken too much on and need to resign. This is different from "fitness to work" 
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because I am fit to work but the work is "hurting me" if I continue,” suggesting the researcher 

requires emotional and practical support. Three participants, Sarah, Emily, and Judy, identified 

the importance of being signposted to support services. Sarah said it would be, “useful for 

supervisors to signpost PhD students to relevant support services e.g., university counselling. 

This can enable you to focus more on your actual project/research during supervision meetings 

without personal life taking over” reinforcing the importance of navigating and negotiating 

personal and professional experiences. Judy identified the need for encouraging “Self-care and 

compassion” as the work can be painful. Lina identified the importance of, “Explicit discussion 

of what is just researcher experience and when external clinical supervision is 

needed…clinical supervision is vital arguably especially for lived experience researchers,” 

suggesting tailored support based on needs. These ideas coalesce with ideas found in Factor 3. 

 

7.5.5.4. Additional comments and feedback by participants  

Kate provided feedback on the process of identifying the supervisory needs of lived 

experience researchers, “I think it’s a really tricky balance…working in a field where you have 

lived experience can be a very emotional and triggering experience, and to avoid statements 

which could sound patronising, like suggesting lived experience researchers might need help 

with their boundaries (any more than anyone else!).” This quote highlights the problems in 

assuming the needs of lived experience researchers when they want to be considered as 

researchers in general. Elanor found the exercise “very meaningful” and Emily said, “I wish 

the outcome of this research was already implemented! Not many of these statements have been 

presented in my supervision, thus far,” suggesting the novel nature of the research and the 

importance of discussing these topics and the need for greater guidance on supervision for lived 

experience researchers.  

 

7.6. Discussion 

 This preliminary research study aimed to understand the subjective needs of lived 

experience researchers and their priorities for discussion in supervision through Q 

methodology. The findings of the research discovered three factors of lived experience 

researchers: Factor 1; Strengthening my identity, skills, growth, and empowerment. Factor 2; 

Exploring the emotional and relational link I have with the research. Factor 3; Navigating my 

lived and professional experiences practically and emotionally. The following discussion will 

explore how these factors fit with the wider literature, and how the supervisory process can 
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better support lived experience researchers. Each of the factors identify the importance of 

emotional support from supervision. 

 

7.6.1. Factor 1; Strengthening my identity, skills, growth, and empowerment. 

This factor accounted for the highest proportion of variation in the data and identifies a 

motivation to increase the skills of the lived experience researcher so they can effectively carry 

out their role. This relates to the EMERGES framework and the theme of empowerment which 

is centred around combining existing skills with new learning through training, consequently 

promoting professional development. This fits with research by Moss et al., (2014,  p. 3) that 

suggests professional identity is the “integration of the personal and professional self.” Dunlop 

et al., (2022, p10) identify in their sharing lived experience framework that “training, support 

or professional grounding” is often not provided to those in lived experience roles such as the 

peer support worker, justifying a greater focus on their professional development.    

This theme may have manifested as the lived experience researcher is often someone 

who belongs to multiple intersections. For example, participants in this factor, were female, 

had multiple comorbidities, and from ethnic minorities, who are shown to more likely doubt 

their professional legitimacy and experience imposter syndrome (Bravata et al., 2020). 

Maxwell, (2020) identifies how peer support training helped counter the experience of imposter 

syndrome in peer support workers. Similarly, Simpson et al., (2018) found professional 

identities of peer workers were enhanced through training. Additionally, Kirrane et al., (2019) 

found engagement and retention of researchers was associated with empowering supervisory 

relationships. The lived experience researcher in this factor wanted to distance themselves from 

sources of disempowerment. This necessitates support strategies that are empowering and 

strengthening of identity for those who fit under this factor. This aligns with a strengths-based 

approach to supervision as outlined by (Wade & Jones, 2015). 

 

7.6.2. Factor 2; Exploring the emotional and relational link I have with the research. 

This factor accounted for the second highest variation in the data and identified the 

lived experience researcher’s need to explore their lived experiences, bias, subjectivity, and 

reflexivity in relation to their research. It was essential to understand the impact of the lived 

experience researcher on the research and vice versa the impact of the research on the lived 

experience researcher. This is particularly important in qualitative research (Dodgson, 2019) 

and some researchers have recognised its importance in quantitative research (Jamieson et al., 

2022). Poremski et al., (2022) found the process of reflexivity was important to the peer support 
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worker if they were more inclined to be introspective. This factor was also more relevant to the 

lived experience researcher whose field of work was closely linked to their personal 

experiences. Therefore, discussion of the emotional labour of the work and greater support with 

this element was considered essential (Faulkner & Thompson, 2021).  

Participants are likely to be impacted by interactions between the data and their own 

lived experiences, as illustrated in an anonymous blog by a peer researcher (McPin Foundation, 

2018). This suggests that the lived experience researcher may compare and evaluate the validity 

of their own distress with the people in the research data and those they work with, justifying 

the need to be reflexive. Peer supervision can support the learning of the supervisee by 

understanding their own experiences in relation to the experiences of peers (Borders, 1991; 

Faulkner & Thompson, 2021). As there is an interaction between the lived experience 

researchers’ personal and professional experiences a more clinical dimension to supervision, 

such as for example, taking a psychoanalytic approach to supervision may be beneficial (Lane, 

2013) or a trauma informed approach (McChesney, 2022). Clinical supervision is mandatory 

to all healthcare professionals (Care Quality Commission (CQC), 2022), but does not apply to 

lived experience researchers, although this factor suggests a clinical need for it. 

 

7.6.3. Factor 3; Navigating my lived and professional experiences practically and 

emotionally. 

This factor was more difficult to label, due to the spectrum of topics prioritised, but the 

research team agreed that the lived experience researcher in this factor was focussed on 

understanding how to negotiate and navigate both their lived and professional experiences in 

their roles through supervisory support. They were also concerned with discussing barriers in 

their work and identifying practical and emotional ways to overcome them. The lived 

experience researcher in this factor was less likely to be from an ethnic minority and were not 

focussed on growth or empowerment or introspective needs. This theme parallels the positions 

of identity found in Chapter 4, that lived experience researchers need to negotiate and move 

between service user and professional identities when they are integrated or unintegrated. The 

lived experience researcher therefore requires the supervisor to be responsive to their changing 

needs and identities, that fits with Bernard’s discrimination model of supervision (Bernard, 

1979) and a person-centred approach (Rogers, 1959). Research suggests that those with mental 

health or physical disabilities are likely to have additional problems, including financial 

difficulties (Mental Health Foundation, 2022). This factor identifies the role of the supervisor 

in addressing different types of support for the lived experience researcher that spans practical, 
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emotional, and financial needs (Faulkner, 2004). This suggests a more holistic supervisory 

support is necessary for those that fit under this factor. 

 

7.6.4. How the findings relate to other frameworks 

The findings across this preliminary study coalesce with extant models of supervision 

that come through Proctor’s, (2001) model of clinical supervision of formative (developing 

skills and abilities) restorative (supportive of the burden and relational aspects of clinical work) 

and normative (administrative and managerial support), factors of supervision. Similarly, the 

Social Care Institute for Excellence, (2022) identifies that, “effective supervisors are those who 

have the required clinical and expert knowledge to assist supervisees in their work, provide 

emotional support, and who have the qualities to develop positive working relationships.” 

These examples of existing frameworks of supervision map onto the three factors found in this 

study based on skills and identity development, relational experiences to the research and 

moving between professional and lived experiences through practical and emotional support.  

 

7.6.5. Strengths and Limitations 

This is the first preliminary research to the authors’ knowledge aiming to understand 

the subjective needs of lived experience researchers from supervision. Each of the participants 

within the sample loaded onto one of the three factors, suggesting distinctiveness to their 

preferences from supervision that can support supervisors to better identify their needs. The 

factors found were independently labelled by the PhD researcher, supervisors, and 

methodology advisor, who were in agreement, reinforcing the validity of the findings. Three 

unique factors were found of lived experience researchers, emphasising the importance of 

tailored supervisory support for them. 

The sample consisted of predominantly white females and so the findings may not be 

generalisable to all lived experience researchers. The participants in the research however tell 

us that exploration of stigma and discrimination was important to them and advocated for better 

representation of ethnic minorities. This challenges ideas by Kalathil & Jones, (2016) that 

suggest for ‘diversity’ to be acknowledged it relies on people that embody that minority. 

Although for lived experience researchers from minority backgrounds, the role may require 

navigating multiple intersections and so may also benefit from a trauma informed approach to 

supervision (Berger et al., 2018). 

 The research was cross-sectional, measuring the subjective experience of lived 

experience researchers at one point in time and so their support needs may differ in the future. 
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The exercise can therefore be repeated between lived experience researchers and supervisors 

regularly to identify their current needs.  

Some participants failed to complete the task correctly which might have been because 

the instructions may have lacked clarity or there may not have been enough access to guidance 

from the researcher, when taking part online or via post. Some participants reported they did 

not like the requirement to allocate each statement to a position on the pre-defined grid and 

identified how more options on the grid would have been useful to them. The variation in 

participation across online, and via postal participation may have also contributed to different 

experiences of taking part in the study. This variation may have been ameliorated if undertaken 

in person, where the researcher could be present to guide participants through the process. 

Although all participants had access to the researcher via online zoom conferencing services, 

but not all participants took up this offer.  

 The concourse also may not have been exhaustive of the issues that lived experience 

researchers experience. However, the research identified additional topics to explore in 

supervision that mapped onto the factors found in the data, reinforcing the validity of the 

findings. Participants identified how the topics within the concourse were not typical of their 

supervisory support, but some said they felt they would all be beneficial to them, depending on 

their relevance to them at the time, evidencing the novelty and importance of the research 

findings. The findings also suggest and necessitate the need for a hybrid supervision, spanning 

clinical and academic supervision as there is an emotional dimension to the work that manifests 

in each type of lived experience researcher. These findings offer a novel contribution to the 

field of lived experience work, and the supervisory literature. 

 

7.7. Conclusions  

The research identifies the subjective needs of lived experience researchers and their priorities 

for supervision. The findings can support supervisors to work with lived experience researchers 

more effectively by providing specific support relevant to their needs. There were motivations 

to develop their skills and growth as a lived experience researcher (exemplified by Factor 1), 

motivations to explore their personal relation to the research (exemplified by Factor 2) and the 

need for practical and emotional support to help them navigate their lived and professional 

experiences in their roles (exemplified by Factor 3). This research identifies the subjective 

needs of lived experience researchers and is a steppingstone towards developing the evidence 

base for mandatory research and clinical supervision to lived experience researchers in each 

context they work in going forward. 
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8. Reflections of Identity 

This chapter contains reflective and reflexive accounts by myself, the PhD researcher, Veenu 

Gupta and also from the service user advisor to the project, Alison Bryant. The chapter begins 

with reflections on the focus groups conducted by myself, to immerse myself in the experience 

and familiarise myself with the data. Alison also provides an account of how her identity has 

evolved through the process of being an expert by experience through to identifying as a lived 

experience researcher. We both reflect on our relation and perspectives towards the findings in 

the empirical chapters.  

8.1. Reflections on the Focus Groups in Chapter 5 – Veenu Gupta 

The groups in clinical psychology training, EBEs, carers, trainee clinical psychologists 

and EBQs took part in separate focus groups to understand how they construct their identities. 

The following reflections detail my experience of conducting the focus groups, the interactions 

between the participants and myself, as well as the interactions between participants. The 

reflections will explore the power dynamics of the encounters as well as initial thoughts 

regarding the process and content of the conversations. The purpose of the reflections is to 

immerse myself in the data, familiarise myself with it and reflect on the impact of myself as a 

researcher on the process. This will help support and inform the generation of the themes found 

in Chapter 5 and support the trustworthiness of the findings. To some extent, I saw my own 

experiences mirrored back at me when understanding the experiences of others. At other times, 

there were different perspectives from the different groups in clinical psychology training and 

how they viewed the profession, and I was able to understand their experiences through the 

different lenses they saw themselves through, how they viewed their roles in the field and how 

others viewed them, in some cases changing my perspectives on them. 

 

8.1.1. Trainee clinical psychologist focus group 

The trainee clinical psychologist focus group was the only focus group held in person. 

It was difficult to organise as each trainee from different universities had to be available at the 

same time to attend the focus group taking place at University of Liverpool. However, there 

was good attendance with eight trainees in this focus group. 

I was initially nervous, having had to organise the arrival of participants and being 

prepared regarding the interview schedule and interview questions. When I explained the 

technicalities of how the data would be recorded and how it would go into archives with 
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controlled access through the principal investigator, I was nervous because the focus group had 

gone from introductions that were very informal to a more formal experience. The researcher 

said they were nervous and apologised for this. The need to apologise came from a place where 

I felt the process should be professional, to some extent. Although, revealing my anxieties and 

my vulnerability helped to restore the power balance being held by me to being more equal 

across the groups. This potentially may have encouraged the trainee clinical psychologist 

participants to reveal their thoughts relating to the research question in an honest way with each 

other and enable them to share their own vulnerabilities and experiences.  

On initial reflections of the discussion there seemed to be differences in trainees’ 

experiences of mental health and professional experiences, and this led some to talk about their 

lived experience identities and exploring the acceptability of these within the profession. Others 

spoke of their distance from being qualified and their need to develop more of a professional 

identity. There was also discussion about a lack of belonging within the profession relating to 

representation in terms of class, lived experiences and ethnic diversity. There was also 

discussion into how clinical psychology seeps into their personal lives and how some felt a 

need to separate both personal and professional lives. Others with a lived experience spoke of 

how to be a cohesive person within clinical psychology and being able to hold their lived 

experience and professional identities at the same time. The communication seemed to be 

constructed of ideas of equally competing ideas of both separation and cohesion of their 

identities in their personal and professional lives.  These were some experiences that I identified 

with and understood, having trained as a mental health nurse previously and the conflicts and 

challenges I experienced in wanting to integrate my own lived experiences into my work. 

 

8.1.2. Expert by Experience focus group 

This focus group was carried out virtually, by myself, through Zoom conferencing 

software and enabled EBEs from across different universities to participate, with six EBEs 

participating. In terms of this focus group, it is important to acknowledge that I am also an EBE 

and in theory have similar experiences and understand the role the other members within the 

focus group perform. In a way this causes the power dynamics to be problematic. For example, 

I hold an element of power through the idea that I have some insight into the identities of this 

group of people which biases the level of enquiry. 

In contrast I feel as though also being an EBEs suggests that through my identification 

with the members within the focus group created a power balance between me and members 

of the group. However, I felt a pull to contribute to the conversation and participate in the 
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conversation which was something I had to battle with. I also had an idea and pre-conceived 

understanding of the nature by which these group members construct their identities, and this 

may have influenced the questioning, coming from a place of experience. However, I also 

needed to balance the needs of the group with the aims and purpose of the research, so I felt 

there was a lot of re-direction in terms of the line of enquiry and ensuring each participant had 

enough time to share their own experiences. My line of inquiry may have been biased by my 

own knowledge of the role.  

The members within this focus group both agreed with each other and disagreed based 

on their unique experiences of their roles and this interaction between the group captured 

differences in identity that emerged across the group that competed for validity across the 

conversation. There seemed to be a breadth of differences in how individuals understood 

themselves and this seemed to occur as EBEs, despite having the role in common with each 

other. They held differences in their personal experience of mental health that resulted in them 

being EBEs. These differences tended to divide the group as their experiential expertise lies in 

a diverse set of experiences. However, there was agreement between the group and they spoke 

of their need to make a difference through their roles and the need to be heard to achieve this.  

There was dissatisfaction in the roles as they felt the mental health system and the 

context of clinical psychology training that they worked in did not want to move with their 

thoughts and be influenced by EBE involvement in a meaningful way. I also, to some extent 

agreed with their frustrations of services taking a long time in actioning the suggestions I 

contribute and realised that this was a common experience to others. This again suggests that 

EBE involvement is limited by the power imbalances that exist within the structures they work 

in, that limit and reduce the EBE voice. My own experiences reflect the general experiences 

and identity constructions of this group, suggesting validity of this focus group in representing 

the wider EBE identity. 

 

8.1.3. Carer focus group 

This Carer focus group was also run via Zoom conferencing and carried out online. 

This enabled Carers who otherwise wouldn’t have been able to attend in person due to their 

caring commitments to be able to participate. Seven Carers attended from different universities. 

Initially as a researcher, I had the Carer identity in mind when inquiring about how individuals 

within this group thought about themselves. This meant that my line of inquiry was being 

influenced by my own understandings of how Carers construct their identities. The first 

question asked was about whether they identified with the label of Carer which was the first 
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question in a line of questions. The answer surprised me when the group collectively rejected 

the Carer label and its identity based on the stigma attached to it. This gave me the knowledge 

that I would have to adjust my line of inquiry to unpick how this group thought of themselves 

as individuals and as a group. This initially felt challenging to me, which meant I had to be 

flexible and enable the discussion to be directed by the group. The power lay in the group and 

their answers that directed the construction of knowledge. I was also aware of the fact that I 

had no experience of being a Carer and therefore I should be led by the conversation that 

occurred within the focus group.  

The group, despite not identifying with the label of Carer seemed to agree and have a 

consensus in their experiences of the roles and the challenges and stigma associated with it and 

this meant the focus group, to me, felt like a community coming together that had shared values, 

experiences, and knowledge of each other. The Carers within the focus group engaged in 

conversation with one another, rather than being led by me, the researcher. This felt like a 

social identity of people with similar experiences coming together and educating an outsider 

about themselves. The power that lay between them as a group was empowering and 

encouraging of each other and their perspectives and the conversation continued after the 

recording ended. It changed my understanding of their identities and made me realise how 

stigmatised the label of Carer was, and how disempowering it could be. This was so different 

to the sense of empowerment I felt witnessing the strength that lay in the connection of 

members within the group and the power of a shared group identity they belonged to. 

 

8.1.4. Expert by Qualification focus group 

This was the last focus group in this study, and it took a long time to organise and get 

people available at the same time. The label given to the identities in this group, EBQs, was 

very powerful and made me feel more nervous in my role as the interviewer as these 

participants were Experts in the field of Clinical Psychology and somehow this took the power 

and control away from me as the researcher. The label carried certain meanings associated with 

it. However, as the research was my PhD work and I was an expert in the research, I was able 

to take back some of this control by being able to facilitate and steer the conversation to the 

point of the research question. The EBQ members felt uncomfortable about the label that had 

been assigned to this focus group, explaining Clinical Psychology and Research Psychologist 

staff as EBQs. This relates to similar feelings of being out of control that service users and 

Carers experience, having labels assigned to them without their control. The members in the 

focus group had both positive and mixed feelings of the label of EBQs. They found it useful in 



CHAPTER 8.                                                                           REFLECTIONS OF IDENTITY                 

 178 

representing the diversity of staff they have on their programs such as both Clinical 

Psychologists and Research Psychologists, but they had never heard the term before, and it 

intrigued them. They felt that it gave them a lot of power and expertise, but this also made them 

uncomfortable. However, they reflected that they often label service users and Carers as EBEs 

and how this dynamic then restores the power imbalance, making them more equal. There was 

also discussion on visible and invisible identities and how sometimes choice regarding sharing 

and disclosing parts of who you are is dependent on its visibility through the label used to 

describe you. There was also motivation for some to integrate their lived experience into the 

research they do as researchers, but with competing motivations of Clinical Psychologists in 

the group wanting to separate the personal from their professional lives. This aligned with my 

own experiences of the research and clinical field, where lived experience feels much more 

welcoming in the research process, whereas it is perceived to be problematic in a clinical 

context. 

 

8.2. Reflections of a Service user Advisor – by Alison Bryant 

 I am writing this reflective piece to consider how my involvement with Liverpool 

Experts by Experience (LExE) clinical psychology doctorate group, has influenced my identity 

and to see where in this process the EMERGES framework relates and helps me to understand 

my involvement. My knowledge of service user providers was negligible prior to becoming a 

member of LExE, that support and act as a critical friend to the Doctorate of Clinical 

Psychology at the University of Liverpool. I knew how it felt to be a service user within mental 

health or physical health settings, but not that the knowledge that the experience afforded me 

could be perceived as valuable to others. I had been conscious at times that I had experiences 

that were detrimental to my recovery, or conversely beneficial, but I had never encountered a 

forum in which these matters could be held up to illustrate a service user perspective, by voicing 

experiences which could shape understanding, empathy, and insight in informing health 

professionals and to offer that perspective to those in training. 

 My route to LExE involvement came about as a result of my clinical psychologist’s 

intervention contacting the LExE team on my behalf. At that time I socialised little, lacked 

confidence, was isolated and my interest in life was diminished. My introduction to becoming 

a service user provider and developing this aspect of my identity with LExE has been 

transformative over the 3 years of my involvement. This involvement has given me so many 

rewarding experiences, shaping my identity and awareness in the process of exploring each 

new opportunity to engage with clinical psychology trainees. My negative perspective and 
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feelings about my lived experience and the consequences of having lived with a range of mental 

health issues for a lifetime have been reframed as a result. Involvement provides a route by 

which the negative becomes a positive, in that other service users on their journey may benefit 

through sharing knowledge with the clinical psychologists of tomorrow. The hard edges of the 

pain of lived experience have eroded as I have shared my story and perspective with these 

trainees, evolving my identity further and shaping a solidarity and shared identity as we work 

towards a common goal together. The academic team responsible for assisting and developing 

the service user input for the Doctorate of Clinical Psychology are fully invested in the process 

and involvement of those with lived experience, and are open to exploring meaningful ways in 

which participation can be further developed. There is nothing tokenistic about this 

participation, and that validates me as a service user provider to feel valued as a co-producer 

in the activities which are deeply embedded throughout every aspect of training. 

 The EMERGES framework developed by Veenu Gupta has offered me both insight 

into the construction of my own service user identity and also insight through investigating and 

considering the structures of the framework by which others and I can evaluate, understand and 

develop our own identities as service user providers and to thrive in that identity. There has 

been a marked growth for me as an individual resulting from my involvement, enhancing my 

understanding of overlapping identities and concurrently as a stabilising factor in my continued 

recovery, with better insight, knowledge and understanding of myself when reflecting on the 

work I have participated in and found so rewarding. My sadness is that there are other service 

users who have not had this rich and valuable experience. All service users have so much to 

share derived from their specific identity and experiences and, if given the opportunity to do 

so, this would be the catalyst for change for themselves, for services, for policy, for training 

and for others that they come into contact with in their lives. 

 The benefits of greater understanding and empathy are like ripples on a pond, 

encompassing coping with mental health in all forms, supporting carer roles, assisting to 

promote mental health awareness, and reducing societal and self-stigma. This is about 

empowerment in every sense, through facilitating and encouraging service users to take on the 

mantle of service user provider identities. Utilising the EMERGES framework in practice 

allows service user providers better insight into their identity/identities when considering and 

assessing at each stage Empowerment, Motivation, Empathy, Recovery, Growth, Exclusion 

and Survivor Roots as specific aspects of their individual and unique journey as a service user 

or service user provider. Use within the therapeutic alliance by clinical psychologists would 

help to open up discussions with service users about how these issues impact the individual, to 
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promote engagement with the benefits that come with involvement as a service user provider 

to increase self-esteem and promote recovery. Within training, the EMERGES framework for 

those with lived experience or trainees with no lived experience can facilitate sharing and 

solidarity in co-production with service user providers to the benefit of each, particularly when 

striving to ensure power imbalances are reduced. 

 My understanding and ability to reflect on the work that I do as a service user provider 

with LExE has been enhanced via applying the EMERGES framework to myself and my 

involvement. This is a powerful tool for understanding and insight into what identity/identities 

are, how these identities arrived and formed and how they intersect with my role as a LExE 

member, and what it means to my identity and mental health stability to have participated in 

shaping the next generation of clinical psychologists in training through my involvement. 

 

8.3. Reflecting on the results of Chapter 6 by Alison Bryant 

As an EBE and advisor on this research, I have been eager to explore the findings of 

the studies in relation to the hypotheses and subsequent analysis of the data. I was interested in 

the in-group identification measure on one hand but also to explore the data relating to the 

identification of trainees to EBQs, EBEs, Carers and trainees, the results were intriguing and 

enlightening. As an EBE deeply involved in every aspect of the Doctorate of Clinical 

Psychology programme, using my lived physical and mental health perspective to add richness 

and detail to training, teaching and research, I want and hope to make a difference. Therefore, 

it was not easy to consider that from the research findings that both Carers, and to a lesser 

extent EBEs, are not identified with by trainees in the same way they identify with EBQs and 

other trainees. It shows that there is some way to go in establishing the value of Carers within 

training and reinforcing the value of EBEs. Of course, this data directly relates to the 

participants and the courses they have attended who have been involved in the research. Some 

courses still have scant EBE/Carer involvement, or the involvement is not true co-production, 

where EBEs/Carer’s are not viewed as valued partners but as a tick in a box to satisfy course 

requirements. 

 Carers, have a smaller representation on courses than EBEs, so may have struggled to 

have their identity acknowledged and their voices heard. Establishing the validity and value of 

Carer perspectives is clearly a challenge to overcome. Once qualified, trainees spend the bulk 

of their professional lives building therapeutic alliances with service users where the input of 

the Carer or family is vital in the success of that process, so their voice needs to be heard in 

training to reinforce their status and value to tip the balance to support healthcare professionals 
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in identifying with this population. Having the opportunity to work alongside Carers and EBEs 

enriches training/trainee knowledge helping them to become better Clinical Psychologists. If 

these studies are repeated in the future, I hypothesise there will be evidence of a shift in the 

way trainees identify with Carers, as well as a greater identification with EBEs as 

courses/trainers make ongoing efforts to maximise inclusion of EBE/Carers as being central to 

training.  

It is I suspect inevitable that Trainees are disposed to relate to other 

Trainees/Psychologists at a cognitive level as they share a profession/career path and a similar 

route through higher education to achieve and undertake training and positions within their 

profession. Also, through their training, Trainees gain insight, knowledge and a common 

language which affords them a shared professional perspective (together with qualified 

Psychologists) on society, systems, services and EBEs and Carers. 

Trainees are compassionate people who have entered a profession that cares for some 

of the most vulnerable people in society – those with mental/physical health issues. Cognitively 

and affectively however, as illustrated by the research findings, there is a significant barrier to 

identification. Potentially, through affectively connecting by sharing narratives in the context 

of training will enhance Trainees’ understanding of Carers and EBEs who are not clients in 

therapy but educators sharing their lived experiences. This population can add huge value and 

insight to training and though they may be respected by trainees, currently from the findings 

there is a “credibility deficit” where they are not viewed or identified as colleagues. The barriers 

that are so necessary for clinical psychologists to maintain the therapeutic alliance with service 

users need to be modified in training settings. Retaining professional boundaries is not essential 

and may be detrimental in forming valuable connections in training settings. Perhaps taking a 

different stance and seeing EBEs/Carers as having their own ‘qualifications’ to contribute to 

training might elevate their identity. The EBE qualification is not academic but their life 

experience is. 

I enjoy my contact with Trainees. I identify with them, with their commitment to 

training and their goal to practice as a clinical psychologist. My own identity as a service user 

has been shaped by my experience of receiving clinical psychology and I am passionate about 

offering my experience and insight to enhance their training. I enjoy being part of Trainees’ 

lives during the three years of their course and contributing to their research. I believe I can 

make a strong connection which is valued by Trainees and I know is valued by myself.  

I am an EBE and not a Trainee or EBQ, however, I empathise and identify with all the 

groups and their identities. My life experiences and what I have to share places me in the group 
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of EBEs, even though we as a group may not share the same background or mental/physical 

health issues. I also identify with Carers through my own lived experience and my knowledge 

of the role of others as Carers etc. In regard to identity, I personally don’t feel any barrier to 

engagement with Trainees or EBQs despite not sharing their training or academic background. 

My perspective when considering the groups and their separate and shared identity is to see 

this through the lens of considering our shared humanity, shared goals, and our joint experience 

of wishing to contribute to and enrich training.  

 

8.4. Reflections on Chapter 7 by Veenu Gupta 

Factor 1; Strengthening my identity, skills, growth, and empowerment. 

As a lived experience researcher and PhD researcher, I have often experienced great 

distress and stigma and discrimination due to my mental disabilities that has resulted in a 

diminished self-concept, self-belief, and lack of confidence. The lived experience researcher 

role, specifically, means a navigation of both service user and researcher identities that is often 

unclear and ambiguous, and so it necessitates a strengthening of identity and an understanding 

of the role and its many facets. As a lived experience researcher, I have appreciated when I 

have been supported to develop my skills and ability to effectively carry out my role as well as 

when supervisors have been emotionally validating, and acknowledging the difficulties I have 

experienced both personally and professionally, which have on occasions been empowering 

and enabling. This experience of supportive relationships in the supervisory process has the 

potential to counter relationships and experiences that have been disempowering in people’s 

personal life.  

 

Factor 2; Exploring the emotional and relational link I have with the research. 

 Lived experience research is intrinsically linked to a personal connection to the 

research, participants, and the data. Often this has led to a questioning of the objectivity of the 

lived experience researcher due to their intense and close relation to the research. This is 

sometimes considered a strength and a useful insight and expertise into the subject matter and 

subsequently an asset to the research. The nature of quantitative research is built on establishing 

objectivity, and the ownership of subjectivity is explored through reflexivity and reflection in 

qualitative work and supervision. Despite the strengths and limitations of having a closeness 

to the research, there are times when the research can be triggering and remind me of my own 

lived experiences.  This means my supervisory needs may be different to researchers without 

lived experience and warrant additional support through a type of clinical supervision that can 
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support me with self-care and compassion or strategies to support me with the emotional impact 

of the work by signposting to support when the research is particularly triggering and explore 

these experiences in supervision. A need to explore connection to the research is something 

that is also validating and recognises the complexity of the lived experience researcher role and 

their relation to the research process. I think from a personal perspective I identify most with 

this particular factor and this might be because I am more introspective in my nature. 

 

Factor 3; Navigating my lived and professional experiences practically and emotionally. 

Any effective supervision strives to provide support strategies for lived experience 

researchers to effectively carry out their roles. Practical ways are the typical sources of support, 

such as methodological and academic. However, as a lived experience researcher I have found 

I have needed to navigate times when I have required both emotional and practical support to 

carry out my role.  I have found support to navigate both lived and professional experiences is 

essential as I have moved between different positions of identity, I am drawing on depending 

on who I am talking to, or the context I am working in which might require further support 

from supervisors to negotiate this movement between identities. I have also often wanted to 

disclose my lived experiences but due to stigma and feeling as though I will be asked to take 

time off work, I have not disclosed this in supervision. I also acknowledge that I do not want 

the entire supervision to be about my lived experiences but about instead to focus on the 

research. Normalising discussion of both lived experience and professional needs can lead to 

provisions of support relevant to the lived experience researcher and for them to be supported 

in the way they need to be. This requires the supervisor to also move between their own 

positions of identity to provide tailored practical and emotional support. 

 

8.5. Reflections on Chapter 7 by Alison Bryant 

As a service user and an EBE Research Adviser aligned to the Doctorate in Clinical 

Psychology programme and specifically involved in this research project, I know my own 

boundaries and what I am comfortable with regarding my identity and involvement. However, 

reflecting on this chapter and aware of how I relate to it with that lens, I am so fortunate to 

have the support of the lead researcher with regard to my lived experience when contributing 

to this research.  

I am also aware that for the lead researcher (and this really resonated deeply with me) 

that supervision appropriately provided is required for all lived experience researchers, not only 

within the research process itself but particularly in the need for the safe space of supervision 
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to support and share their lived experience perspective and identity as lived experience 

researchers in research. The lead researcher is keenly attuned to her own perspective and 

identity in this context and brings that reflection to bare throughout her research, checking for 

bias and double-checking for unconscious bias as I have discovered in our many conversations. 

I reflected too on how rewarding reading the data in this chapter was for me in exploring 

and analysing the research findings which address existing gaps in the literature concerning 

lived experience researchers and supervision.  I also relished and related to the depth and 

richness captured via the anonymised feedback, and insights shared by participants on their 

experiences and lived identity working in lived experience researcher roles.  

Hopefully, supervision will become mandatory with the publication of this research 

underscoring the need to bridge and address the gaps that exist in supervision, particularly in 

emotional validation, for lived experience researchers which needs prioritising. Supervision 

must be a tailored blend of research and clinical support for the lived experience researcher, 

conducted with sensitivity and awareness by the supervisor around the harm that may be caused 

in bringing that lived experience to an area of research so directly connected to their lived 

experience identity. It is important all lived experience researchers and supervisors reflect on 

this and develop a framework structure or tool which can be used, to encourage best practice 

in supervision in the future when currently targeted supervision for lived experience 

researchers is not commonplace.  

I know how much I benefit in sharing my concerns and perspective on this research 

with the lead researcher, to examine my own identity and bias unconscious or otherwise as a 

result of my lived experience. My familiarity and identification with the EMERGES framework 

allows me to further explore and better understand how my identities are integrated and 

connected to my role in research as an EBE Research Adviser. It is intriguing to acknowledge 

that I have that intersectionality with separate aspects and identities that converge and merge 

in that context. Having been involved in this research throughout its lifespan has empowered 

me, giving me new insights and expertise as an EBE Research Adviser.  

 

8.6. Reflection on becoming a Lived Experience Researcher– by Alison Bryant 

Before accepting the role to become the service user/EBE adviser on the PhD, I was 

aware of the subject of the research and of the lived experience of the researcher. I considered 

my own identity at the outset and how any bias I may have had would impact through my 

involvement. The process of reflection has been continuous for me throughout the lifespan of 

the research, which was partly instigated by myself because of my concerns, but also 
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encouraged by the researcher to be able to discuss and share my perspective through the 

research process and journey. At the outset I had preconceived notions about boundaries and 

the limitations of my own involvement and a wish not to ‘tread on any toes’ of supervisors or 

of the lead researcher and indeed of participants through my input because of my lived 

experience identity and not being an EBQ. I did not then acknowledge that my lived experience, 

my life experiences, and my knowledge of research at that point put me at the intersection of 

holding a variety of identities and positions. Effectively, throughout the research process I have 

become more and more deeply embedded within my identity and able freely to share my 

perspective and input to participate fully and meaningfully. My involvement has been valued 

and my opinion sought throughout which has empowered me in feeling confident that my 

contribution is worthwhile and that I have also grown with the support of the lead researcher. 

She has given me time to explore my thoughts at every turn and with a safe space, that I would 

term supervision, to consider myself as a lived experience researcher rather than how, at the 

outset, I would have considered myself as an EBE adviser. The research process has taken me 

to new places in my thinking about identity and how my identity and those of others are 

constructed and navigated and built and change. 

The EMERGES framework, has allowed me to explore my identity/identities and how 

I can benefit through using this as a tool for understanding myself in relation to others as well 

as in better understanding myself. The research findings have opened up conversations on 

every role and identity held in training/research and beyond.  The EMERGES framework is 

also a portal in supervision to safely navigate the links between the individual and their 

identity/identities and their research, particularly where lived experience and research subjects 

coincide. The lead researcher said to me, “I think we’ve both grown in our roles over time and 

through learning from each other”. I would say I know I have grown and feel comfortable and 

confident now in my lived experience researcher skin and that I can contribute to research 

adding a different but equally valid perspective and knowledge and have grown in my overall 

knowledge of the research process which has upskilled and empowered me further. I know too 

that the research journey has taken the lead researcher on her own parallel journey to the one I 

have taken and I would like to state how much I value the expertise, skills and knowledge 

which she has shared freely and openly throughout this process. I know as the research is 

published and disseminated it will have real impact in training and supervision and wider 

clinical practice.  I look forward to seeing this next stage of the research journey come to 

fruition with pride in my own involvement and gratitude to the lead researcher in inviting me 

to share her research journey and I wish her well now and in the future.       
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9.1.  A reorientation back to the aims of the thesis 

 

• To understand the identity of lived experience researchers and groups in clinical 

psychology training through multiple methods. 

 

• To identify recommendations to support groups in clinical psychology training to work 

together more effectively and reduce them and us divisions. 

 

• To identify the needs of those with lived experience working in mental health, 

education, and research settings and how to support them.  

 

9.1.1. An Overview 

The thesis began with Chapter 1, an exploration of my identity as a PhD researcher, as someone 

working in lived experience work, to gain an understanding of the many facets of identity I 

hold and the factors that contribute to identity formation. The purpose of Chapter 1 was to 

provide a reflective and reflexive account of my positionality at the beginning of the research. 

Chapter 2 went on to situate this field of work through outlining the history of service user 

involvement and its progress to date, to contextualise the research in the context of what is 

already known about lived experience work. Chapter 3, provided a brief overview of the 

theoretical basis of identity, considering Social Identity Theory, Identity Theory, Liminality, 

Intersectionality, and Hermeneutical and Testimonial Injustice to provide a basis from which 

to understand identity constructions and which is knowledge that can be drawn upon when 

understanding proceeding empirical chapters. Although it was found that these theories relating 

to identity were not robust enough to explain the identities of those who span oppositional 

identities, such as the experts by experience role. This role spans service user and professional 

identities at the same time, which are often construed as binary in the way they are understood. 

This meant there was space to better develop and understand the identities of those in lived 

experience roles and to contribute conceptually and theoretically to develop the evidence base 

to understand these identities better. Therefore, the PhD attempted to better understand the 

identities in the field of mental health, education, and research through a mixed methods 

approach with a motivation to identify their support needs.  
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The following section details a summary of the empirical studies within the thesis and 

how the main aim of understanding identity constructions across lived experience researchers 

and providers and also groups in the context of clinical psychology training were measured 

through different approaches such as qualitative, quantitative and multiple methods. This is 

followed by an additional section synthesising these findings in consideration of the 

EMERGES framework developed in the thesis, and how the findings relate to the wider 

research. This will be followed by a consideration of the strengths and limitations of the thesis, 

ideas for future directions and applications of the research to move the field forward and 

recommendations for practical applications and utility of the findings to reduce ‘Them & Us’ 

divisions and identify support needs for those in this sector.  

9.1.2. Chapter 4 Understanding the Identity of Lived Experience Researchers and 

Providers  

Chapter 4 identified and synthesised 13 qualitative empirical studies on lived 

experience researchers and providers that explored their identities in a systematic way. A 

search strategy and inclusion and exclusion criteria were identified, including lived experience 

researchers and providers who were either service user researchers, experts by experience, peer 

support workers or mental health professionals with lived experience who were treated as a 

homogenous group. The synthesis applied a modified version of Popay et al. (2006) method of 

conducting narrative reviews through 3 stages: 1) A preliminary summary of findings of the 

studies; 2) Assessing the relationships within the data and 3) Testing the robustness of the 

synthesis with key stakeholders. The review identified a conceptual framework to understand 

the identities of lived experience researchers and providers through positions of professional, 

service user, integrated, unintegrated and liminal identities that they often moved between 

dependent on context and triggers. These positions of identity were influenced by the 

EMERGES framework, through themes of Enablers and Empowerment, Motivation to 

Integrate, Empathy of the Self and Others, Recovery model and Medical Model, Growth and 

Transformation, Exclusion and Survivor roots. The systematic review highlighted that the 

studies had methodological flaws and bias and limited research from the field of clinical 

psychology training. The framework can support those in the sector to better understand the 

identities of lived experience researchers and providers and provide ways to support them in 

reflecting on their identities through applying the framework in their reflective practice. It can 

also support team members to better understand them and work with them more effectively.  



CHAPTER 9.                                            A GENERAL DISCUSSION AND CONCLUSION 

 189 

9.1.3. Chapter 5 A Social Construction of Identities in Clinical Psychology Training in 

the UK  

Chapter 5 was focused on creating and measuring a social construction of identities in 

Clinical Psychology training in the UK, through focus group methodology. Four separate focus 

groups with a total sample of N = 25, with 6 experts by experience, 7 expert carers, 8 trainee 

clinical psychologists and 4 experts by qualification were conducted with key stakeholders in 

clinical psychology training. The research explored and analysed these identities through their 

discourse and interactions via a thematic analysis with a social constructionist epistemology 

and critical realist ontology, deductively interpreted through the EMERGES framework from 

Chapter 4. The research found further nuance to their identities, which were structured similarly 

to the positions of identity found in Chapter 4. Additional themes identified how each group 

belonged to multiple identities of professional and personal identities and the different groups 

were motivated to integrate, separate, permeate or make visible or make invisible these 

different identities dependent on context. Each group also constructed Learner and Expert 

identities in relation to their ability to effectively engage in lived experience work. The study 

found that labels carried expectations and weight and thereby impacted the power, status, and 

stigma these groups experienced. There were motivations across groups to rebalance the power 

between them. There were also fixed impermeable identities, reminiscent of social identities 

that constructed barriers between these groups, but which could be bridged through emotional 

connections, communication, and redistribution of power. It was also found that groups in 

clinical psychology training functioned in a way that was consistent with the meanings attached 

to their labels, suggesting the importance of developing labels that were representative of their 

roles and their purpose in the context of clinical psychology training so they could work more 

effectively in their organisation. Recommendations to support these groups to work more 

effectively together, and additionally recommendations for label constructions to rebalance the 

power between groups and to accurately reflect individual role identities were developed.  

9.1.4. Chapter 6: Developing an In-Group Identification Measure in Clinical Psychology 

Training  

Chapter 6 was a pilot study aimed to develop a reliable and valid in-group identification 

measure for trainee clinical psychologists and then apply the measure to understand trainee 

clinical psychologists’ identification towards their trainers. Items for the measure adapted and 

adopted the cognitive and affective identification scale developed by Johnson et al., (2012) and 
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tested its reliability and validity in newly qualified clinical psychologists in a pilot study with 

a sample of N = 32, where items were reviewed for comprehensibility and clarity. The measure 

was then administered to a sample of N = 108 trainee clinical psychologists to understand their 

identification towards Experts by Experience, Carers, Trainee Clinical Psychologists and 

Experts by Qualification. In this phase of the study participants were also administered 

personality measures and measures of mental health, professional identities, and other related 

variables. The data was entered into an exploratory factor analysis, and the factor structure was 

verified through confirmatory factor analysis. The findings revealed the 2-factor measure 

manifested 3 dimensionally resulting in cognitive, affective, and evaluative types of 

identification. This third component explained items of identification that encompassed items 

relating to when the participant was personally impacted by a negative outcome that affected 

the person they were identifying with, hence labelled Evaluative due to the personal ties 

element of the factor. The research found that trainee psychologists did not affectively identify 

with experts by experience or expert carers. They did however cognitively identify with trainee 

clinical psychologists and experts by qualification suggesting identity formation occurs 

cognitively with a dominant identity. There were few trainees with lived experience of mental 

health or of being a Carer that may have impacted a lack of detection of emotional factors 

influencing connections between them and EBEs and Carers. It is theorised that this 

disconnection between trainee clinical psychologists and EBEs and Carers may perform a 

function in reducing the emotional burden that comes from connecting with those with lived 

experience. It was also theorised that EBEs may come across as professionalised, and thereby 

they may not invoke emotional responses. The findings illustrate that identification towards 

different trainers occurs differently and is influenced by individual differences in personality, 

mental health, and professional identities.  

9.1.5. Chapter 7: Identifying Priorities of Lived Experience Researchers for Supervision  

The final study in Chapter 7 was preliminary research involving a Q sort study that 

aimed to understand the priorities of lived experience researchers for discussion in supervision. 

The study brought together learning from across each empirical and reflective chapters to 

identify the breadth and complexity of the experience and needs of lived experience 

researchers. The study found three factors of lived experience researchers. Factor 1: 

Strengthening identity, skills, growth, and empowerment; Factor 2: Support to navigate 

personal and relational link to the research, and Factor 3: Support to navigate personal and 
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professional identities emotionally and practically, This study identifies key topics important 

to lived experience researchers to explore in supervision but also identifies three types of lived 

experience researchers and their individual support needs that can help their supervisors to 

effectively provide tailored support to them. Each of the factors encompass the importance of 

emotionally validating responses from supervisors. In contrast to the expected findings, there 

were limited motivations between lived experience researchers to co-create labels and job titles 

that reflected their roles which may have been because this task does not require ongoing 

support and may be useful at one point in time and its importance in supervision may be less 

relevant. This motivation may be more relevant in social settings where individuals are 

interacting with others based on their roles and the labels used to describe them, as opposed to 

in a supervisory session. The three factors also span different areas of the EMERGES 

framework that can help inform the way supervisors support lived experience researchers by 

referring to the specific themes identified within the EMERGES framework relevant to each 

of the three factors, to identify more personalised ways to better support lived experience 

researchers. The findings of this study also identify the support needs of lived experience 

researchers as spanning both research and clinical supervision, that could be developed in the 

future.  

9.2. The EMERGES Framework  

 The systematic narrative review found themes that are related to identity development 

and to some extent influence the positions of identity found of Professional, Service user, 

Integrated, Unintegrated and Liminal identities. The positions of identity found through a 

synthesis of 13 empirical studies, closely resemble findings of the identity constructions of 

mental health professionals with lived experience in a previous study (Richards et al., 2016) 

but additionally incorporates Liminal identities that were also found to occur in lived 

experience researchers and providers, described as liminal or ambivalent identities (Faulkner 

& Thompson, 2021; Simpson et al., 2018). The EMERGES framework, however, is a novel 

and original conception of this thesis. It is an acronym that identifies themes of Enablers and 

Empowerment, Motivation to integrate, Empathy of the self and others, Recovery model and 

medical model, Growth and Transformation, Exclusion/Stigma and Discrimination and 

Survivor roots that influence identity positions. The following discussion will assimilate 

findings from the three empirical studies and observe how they relate to the framework, to 

reinforce its robust nature. The framework also identifies similar themes to CHIME-D 
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framework identifying themes related to recovery in mental health patients of Connectedness, 

Hope, Identity, Meaning, Empowerment (Leamy et al., 2011) and recommendations from later 

researchers to include the idea of Difficulties. The PROSPER framework also identifies factors 

related to post-traumatic growth in patients with psychosis specifically (Ng et al., 2021) which 

has some overlap with the idea of growth and transformation in the EMERGES framework. 

However, the EMERGES framework provides an accessible way to understand the themes that 

impact lived experience researchers and providers and is more pragmatic and highlights both 

the positive and negative experiences of lived experience researchers and providers.  

9.2.1. Enablers and Empowerment  

The findings from the systematic narrative review revealed that when lived experience 

researchers were able to combine their existing skills from their personal lives into their 

professional roles was an empowering and enabling experience. The empowerment of peer 

workers was facilitated by the process of training, which Simpson et al., (2018) found promoted 

their professional development.  

Findings from the qualitative study, Chapter 5, identified how Carers felt the Carer label 

was stigmatising and were motivated to develop alternative labels to describe themselves, 

which increased their value in society. This fits with research that suggests labels can be 

empowering or disempowering (Ashford et al., 2018). Experts by Experience and Trainee 

clinical psychologists were also motivated to redistribute power between them and others in 

clinical psychology training by flattening the hierarchy and rebalancing the power, which 

aligns with the process of democratic and emancipatory lived experience work. This involves 

service users and survivors taking power from service providers (Beresford, 2021). Being 

associated with the social identity of clinical psychology training, may also have the impact of 

empowering those working within it as it is an identity that is associated with greater power 

and status. This might influence the maintenance of service users and survivors remaining in 

EBE roles despite them being emotionally laboursome. Being associated with this helping 

profession, may consequently have an influence on the health and wellbeing of those associated 

with it.  

Chapter 6 found that dominant social identities were formed through cognitive 

connections, that lead to a stronger sense of social identity. Research suggests that social 

identities can have an impact on the health and wellbeing of the group, and potentially be 
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empowering, through the idea of the social cure identified by Jetten et al., (2012) and have a 

positive influence on wellbeing. 

The process of empowerment manifested itself in Chapter 7, a Q methodology study 

into identifying priorities for supervision by lived experience researchers where Factor 1: 

Strengthening the identity, skills, growth, and empowerment of lived experience researchers 

was identified. Research suggests that when the supervisory relationship is empowering it leads 

to greater engagement and retention of researchers (Kirrane et al., 2019) and may reduce the 

emotional burden on those in lived experience work. A strengths-based approach towards lived 

experience work and working in ways that are empowering is essential in sectors that integrate 

lived experience. 

In the supervisory relationship, typically the supervisor is the expert and the supervisee 

the learner. However, the lived experience researcher begins as an expert in their field, and so 

the typical supervisory relationship that is premised on the supervisor being the expert and the 

lived experience researcher the learner (Hair & O’Donoghue, 2009) may not be relevant to the 

needs of the lived experience researcher and may consequently be disempowering. Chapter 5 

found that individuals could be both learner or expert, but not everyone could be an expert. For 

the lived experience researchers to work as experts in their field they may need to be 

empowered to inhabit the expert role. Research suggests that supervisors should tailor 

supervision relevant to the developmental needs of the supervisee specific to their expert or 

novice status (Littrell et al., 1976). Foglesong et al., (2022) recognises how mental health 

practitioners are typically supervised by other mental health practitioners. However, they make 

the observation that peer support workers are not necessarily supervised by other peer support 

workers, consequently meaning supervisors may lack the expertise in lived experience work. 

This may be replicated in the supervision of lived experience researchers. This means greater 

guidance for supervisors of those with lived experience in the field is necessary and so the 

learning from Chapter 7 can be empowering to both lived experience researchers and 

supervisors. This suggests that empowering relationships may come through connecting with 

peers, as opposed to those who are more expert. This suggests that expert knowledge of how 

to integrate lived experiences into professional domains may come from peers in the field and 

highlights the benefits of peer supervision as suggested by Faulkner & Thomposon (2021). 

9.2.2. Motivation to integrate  
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The findings of the systematic review identified lived experience researchers and 

providers had a motivation to integrate lived experiences into their work and this was especially 

significant for peer researchers and experts by experience. Some research also indicated that 

when others demonstrated and modelled disclosure, supported them to understand how to 

disclose lived experienced themselves (Newcomb et al, 2017).  

Chapter 5, the qualitative chapter, identified how experts by experience were more 

concerned with this motivation. Although trainee clinical psychologists also had this 

motivation but felt they did not have the skills to be able to integrate their lived experiences in 

the context of clinical psychology training and felt that they did not have opportunities to 

disclose their personal experiences in their training, or training on how to do this effectively in 

clinical practice. This also reproduced the learner nature of trainees and the expert nature of 

experts by experience regarding this motivation to be able to effectively integrate lived 

experience into their work. This may have resulted from the effect of inhabiting labels used to 

describe them as experts and labels such as trainees that acted as self-fulfilling prophecies, 

resulting in individuals acting in accordance with the meanings of the labels used to describe 

them. Although, there is now guidance for valuing lived experience for trainee clinical 

psychologists in the context of clinical psychology training (BPS, 2020) that may go some way 

in providing trainee clinical psychologists with more skills in how to integrate their lived 

experience. The research also identifies how lived experience is emotional work and is 

laboursome in roles where lived experience is more visible, such as the expert by experience 

role. Whereas trainees and EBQs have the choice in determining if, when and how they disclose 

their lived experiences into their work. 

Chapter 6, into understanding trainee clinical psychologists’ identification to their 

trainers only had a few trainee clinical psychologists with service user or carer experience. This 

resulted in a lack of detection of lived experience in the population which may occurred due to   

stigma of lived experience in the profession. The lack of integration of lived experience and 

identification with EBEs and Expert Carers by the trainee clinical psychologists in this study 

may be explained by the motivation of the trainees to develop their professional and expert 

knowledge as clinicians, despite clinical psychology training advocating for and valuing lived 

experience, as this is not the purpose of their role. The thesis found the purpose of particular 

roles in clinical psychology training determined the extent to which integration of lived 

experiences occurred. However, Richards et al., (2016) identify that mental health spaces may 
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not be safe for disclosures, which may have also influenced this lack of disclosure amongst 

trainees in the sample. 

Chapter 7 identified methods to support integration of lived experience into lived 

experience researcher roles resulting in the manifestation of Factor 2: Support to navigate 

personal and relational link to the research as a lived experience researcher. Poremski et al., 

(2022) found the process of reflexivity was more important to the peer support worker, 

particularly if they were more inclined to be introspective. Calvert et al., (2016) identified how 

the process of reflection and reflexivity in supervision could be transformational. Discussion 

of the emotional labour of lived experience work necessitates greater support, outlined by 

Faulkner & Thompson, (2021). The research finds that lived experience researchers are also 

likely to be impacted by the interactions between the data and their own lived experiences. In 

an anonymous blog for McPin Foundation, a peer researcher talks about how she experienced 

imposter syndrome as she felt her own lived experiences may not have been as distressing as 

the experiences of those she worked with (McPin Foundation, 2018). This suggests that the 

lived experience researcher when engaging in work that requires integration of lived 

experience, may compare, and evaluate the validity of their own distress with the people in the 

research data and those they work with, justifying the need to be reflexive and to be adequately 

supported.  

It might therefore be beneficial to draw on learning from clinical supervision that is 

integrative in nature and is centred on the dynamics between the supervisor, supervisee and the 

third party, the patient, amongst other things (Holloway, 1995). A greater exploration of the 

reciprocal relation to the research process between the lived experience researcher, the 

participants in the data, the supervisor, and additionally the population may be worth exploring 

in supervision. Faulkner and Thompson (2021) identify how lived experience researchers 

might benefit from peer supervision. Alternative methods might be to employ dyads or triads 

between multiple lived experience researchers and the supervisor. This can support the learning 

of the supervisee by understanding their own experiences in relation to the experiences of peers 

(Borders, 1991). As there is an emotional labour to lived experience work (Faulkner & 

Thompson, 2021) it may be justified to incorporate a clinical dimension to supervision or for 

example consider psychoanalytic approaches to supervision (Ogden, 2005) or trauma informed 

approaches (Berger et al., 2018). Chapter 7 also suggested there is an idea that lived experience 

researchers might not be as effective researchers due to their closeness to the research and often 
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there is a questioning of their objectivity by supervisors. This is an idea that needs to be 

challenged and explored. Due to a personal and professional dimension to lived experience 

work, a combination of research and clinical supervision is recommended. Clinical supervision 

is mandatory to all healthcare professionals (CQC, 2022) although this does not apply to lived 

experience researchers. This thesis, however, suggests a clinical need for it.  

9.2.3. Empathy of the self and others  

The systematic review in Chapter 4, found that sharing of lived experiences and social 

connections and reciprocity enabled empathetic responses and a greater understanding of their 

lived experiences and needs. There was also learning and understanding through hearing about 

others’ experiences which helped them understand their own. Lived experience work resulted 

in feelings of ‘group survivorship’ (Hill, 2021) and of ‘personhood,’ (Richards et al., 2016) 

which are ideas that allude to the development of shared social identities. 

Chapter 5 also builds on the idea of empathy that comes through belonging to the same 

social identity. The focus group methodology evidenced stronger social identities of members 

in each focus group that resulted in supportive and empathetic relationships and a sense of 

shared experiences. The theme of empathy manifested differently among Experts by 

Experience who each had unique lived experiences, but they connected through a common 

shared experience of their roles, general experiences of distress and common goals in wanting 

to make a difference to the mental health system due to their own experiences. The Carer focus 

group revealed a stronger social identity and supportive interactions. The trainee clinical 

psychologist identity was motivated in better connecting with their cohort and other trainee 

clinical psychologists, and experts by qualification on the courses, but they did not feel 

completely connected to experts by experience. This was due to limited timetabled involvement 

and the perceived formality of relationships that did not occur fluidly. The expert by experience 

was also motivated in building better connections with trainee clinical psychologists. The focus 

group methodology may have resulted in individuals operating in a way that was consistent 

with their social identity that was further reinforced through highlighting the perceived barriers 

and differences between them and other groups, that further exacerbated the strength of their 

own group, which is consistent with how social identities are formed (Tajfel & Turner, 1979). 

The focus group methodology also enabled the members in the group to function as a whole 

through the idea of in-group homogeneity. There was an empathy towards those in one’s own 

in-group which relates to previous research (Szanto & Krueger, 2019). However, if the research 
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methodology explored identity constructions through for example individual interviews or 

mixed group focus groups, their identity constructions may have manifested differently. 

Identification with their own group members in Chapter 5, showed solidarity, 

satisfaction and centrality towards their own in-groups following in-group identification that 

enabled them to identify with the group and behave as one. This is explained by the factors 

found by Leach et al., (2008) regarding the components that influence in-group identification. 

Additionally, this could be understood through the process of applying the findings from 

Chapter 6, of affective, evaluative, and cognitive factors of identification and further research 

to determine whether these different types of identification influence the process of empathy 

differently may be important. A three-factor model aligns with measures of identification 

identified (Cameron, 2004; Obst & White, 2005). The process of Evaluative identification with 

others occurs in a way that better reflects the process of empathy, in that the individual 

identifying with another is personally affected by a negative impact to the social identity they 

strongly identify with, suggesting an empathetic response. This suggests the process of 

identification may also occur through empathetic responses (Szanto & Krueger, 2019). This 

Evaluative component may mean a sense of shared group identity and shared fate that results 

from belonging to a social identity and the extent to which members identify with and 

empathise with a group is illustrated in research by Walters et al., (2020) based on research on 

LGBT and Muslim identities. Rogers, (1959) suggests empathy is key in a therapeutic 

relationship between service providers and service users. This might also apply to connecting 

groups within clinical psychology training and between lived experience researchers and their 

supervisors. The process of empathy can reduce barriers between groups, and support trainee 

clinical psychologists to better learn from their trainers, through this process of identification 

and empathy. The idea that Experts by Experience and lived experience researchers and 

providers across the studies have been shown to be empathetic, suggests that they can be 

effective service providers in the context of mental health, education, and research, reinforcing 

their values as experts by experience, lived experience practitioners or mental health 

professionals with lived experience.  

Chapter 7 identified how lived experience researchers had an empathy towards their 

research participants and therefore the importance of Factor 2: Support to navigate personal 

and relational link to the research as a lived experience researcher. This highlighted the 

necessity of reflection and reflexivity in lived experience work, due to their personal 
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connection to the work. There were strong themes of a need to be supported in emotional and 

validating ways in lived experience work and to feel a sense of belonging in their roles. This 

might come from connecting with peers, shared goals, shared lived experiences, shared belief 

in conceptual models in the mental health and disability fields. It was also found there was a 

sense of shared fate across lived experience researchers, suggesting greater empathy to others 

like themselves. 

9.2.4. Recovery model and medical model  

Models in healthcare and service user and carer involvement are found to be 

predominantly based on the recovery model, medical model, social disability model and trauma 

informed models. This theme encompasses the idea of each of these models that are differently 

identified with by both service users and service providers. They also differently impact 

attitudes towards mental illness and disability and stigma, as well as the power dynamics held 

between experts by experience and experts by qualification. They all also, influence the extent 

to which a lived experience role is professionalised, or the extent to which the individual 

maintains authenticity as a service user or survivor. Chapter 5 found that there was a motivation 

to rebalance the power dynamics by trainee clinical psychologists who recognised they held 

power, and experts by experience and carers that wanted to claim back power from service 

providers. The expert by experience role and label was a way to gain expert status and transfer 

the power back to service users. Models influence the extent to which lived experience is 

stigmatised. Chapter 6 identified trainees’ identification between experts by experience, carers, 

trainees, and experts by qualification but could have provided greater insight into how 

individual differences between identification with different conceptual and philosophical 

models of care trainee clinical psychologists believe in influenced their identification with 

experts by experience that feel the same or differently about these models. However, chapter 7 

found that philosophical models and differences working with people that understand their 

experiences differently or similarly were not subject matters that lived experience researchers 

prioritised as things they wanted to discuss. However, the importance of these models of 

healthcare and disability may be more relevant in clinical settings where service users and 

survivors are directly impacted by service providers. Although this research also finds that even 

in service user and carer involvement work models such as the medical model can be re-

enacted, and the types of relationships found in healthcare between service users, carers and 

service providers is replicated in lived experience work. Going forward service providers 
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should help understand the perspective and frame of model the service user provider wants to 

understand their experiences through and work with them in this person-centred way.  

9.2.5. Growth and Transformation  

The systematic review in Chapter 4, suggests that lived experience researchers grow 

and transform due to the impact of their roles, gaining additional skills and confidence 

(Hutchinson & Lovell, 2013). The theme also relates to research on posttraumatic growth (Ng 

et al., 2021). Chapter 5 identifies how each group in clinical psychology training, Trainee 

Clinical Psychologists, Experts by Experience, Carers and Experts by qualification are both 

constructed as learner and expert as they progress and develop greater skills and knowledge of 

how to integrate lived experience into their professional work. Chapter 6 identified three factors 

which were found to influence the process of identification between individuals and their social 

identities and therefore these are influencing factors that can support and foster a sense of 

belonging that may lead in turn to growth in developing connections and relationships with 

others and stronger social identities, resulting in greater wellbeing. This can be explained by 

the social cure phenomenon highlighted by Jetten et al., (2012). The learning from Chapter 6 

can support people to facilitate and trigger their affective, evaluative, and cognitive 

identification towards those they work with and thereby support growth and encourage the 

effects of a social cure. Chapter 7 also encompasses the idea of growth and development for 

the lived experience researcher through Factor 1: Strengthening the identity, skills, growth, and 

empowerment of lived experience researchers which was the biggest factor. It appears to be 

important across the literature and studies that those in lived experience roles move beyond the 

service user identity, and lived experience roles can enable growth and transformation. 

9.2.6. Exclusion/Stigma and Discrimination  

The systematic review in Chapter 4 found the theme of exclusion and stigma and 

discrimination across the literature. There were them & us divisions within and between experts 

by experience and mental health professionals with lived experience (Adame, 2011) and 

exclusion of those from minorities in the mental health sector. It was also identified how the 

sector was unsafe for disclosures of lived experience that stopped some disclosures (Richards 

et al., 2016). Chapter 5 found there were Them & Us divisions between groups, and barriers to 

lived experience work by service providers. There was also stigma within the profession of 

clinical psychology that stopped disclosures and integration of lived experience by trainees and 
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experts by qualification. These findings relate to the ideas of institutional, relational, and self-

stigma and so these individuals experience multiple levels of discrimination. This 

disconnection between trainee clinical psychologists and EBEs and Expert Carers may be 

influenced through the process of epistemic and hermeneutical injustice (Fricker, 2017) that 

impacts the knowledge gained from those in these roles, as they have lower status based on 

where they are placed in the hierarchy such as within the context of clinical psychology 

training. It was also found that Trainee clinical psychologists from minoritized backgrounds 

were not expected in the stereotypes associated with roles in clinical psychology training which 

thereby unconsciously excluded minorities and their place within clinical psychology training. 

This suggests a greater need to establish greater diversity in the profession and encourage the 

changing identity of clinical psychology training going forward.  

 Chapter 6 identified that trainee clinical psychologists did not strongly identify with 

experts by experience and expert carers, which may have been due to stigma and fear of lived 

experience or due to dissonance and not wanting to be emotionally burdened by lived 

experience. It may have also been because they wanted to be associated with social identities 

that had increased status and held more power such as the expert by qualification. However, 

there was a difference between trainees relationship towards experts by experience and the 

relation of newly qualified clinical psychologists and their increased identification towards 

experts by experience. This might be because as psychologists become more experienced in 

their roles, it becomes easier to tolerate and work with lived experience, and not have to work 

in ways that puts a barrier up to it. Chapter 7 also identified a sample that was illustrative of 

the lack of diversity in lived experience work. Participants acknowledged the importance of 

more diversity and representation in lived experience work despite not embodying that 

intersection of identity. However, the value of lived experience work comes through 

individual’s personal connection and so it is increasingly important to have those from each 

intersection in the field so it can result in meaningful research that benefits marginalised and 

minoritized identities. This is shown to make the process of research much more meaningful 

in addressing the needs of the population. 

9.2.7. Survivor roots  

Chapter 4 identified how the roots of service user and survivor led work started from 

lived experience of disability or trauma (Toikko, 2016). Service users and Survivors and mental 

health professionals with lived experience might have different experiences of services and this 
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might influence whether or why they engage in lived experience work, in order to improve the 

system or to stay away from it. The chronology of the lived experience worker usually begins 

with lived experience and this pattern and trajectory is paralleled in the wider literature. Chapter 

5 however identifies that lived experience work can also be a source of burden that fits with 

the idea of emotional labour talked about by Faulkner & Thompson (2021). Although the 

experience of suffering is something that motivates those in lived experience roles to endure 

this due to the importance of the work and wanting to make a difference for others like 

themselves. Chapter 5 also highlights the diversity of thought across those in lived experience 

roles that fits with previous research (Wallcraft & Nettle, 2009). 

Chapter 6 identifies how the evaluative identification factor also manifested, suggesting 

identification can be influenced through the process of suffering and lived experience. 

However, trainees’ identification to EBEs and Carers was not affective, and there was a 

disconnect in terms of an emotional connection to them. This dissonance may have been a 

protective factor and acted as a buffer against the emotional burden of lived experience. 

Chapter 5 and 7 identified that those in lived experience work continued in their roles even if 

they were suffering from the emotional burden and pain of the work because of the importance 

of the work, or potentially because their threshold for suffering was so high, they maybe could 

not recognise when they needed to look after themselves. The idea of wellbeing intelligence 

may have been demonstrated by trainees and EBQs in Chapters 5 and 6 and less so from EBEs 

and Expert Carers, that were more likely to be closer to the experience of suffering. Although 

Carers did identify the importance of separation from lived experiences alongside Trainees and 

EBQs, but this motivation to separate lived experiences and professional experiences did not 

apply to the motives of EBEs. This might reinforce the distinct roles and purpose of the EBE 

and EBQ. 

Chapter 7 identifies the importance of support found through Factor 3: Support to 

navigate personal and professional identities in emotional and practical ways. This suggests 

support should be specific to the needs of the individual at a given time and acknowledges the 

wide variation in needs of those engaged in lived experience work, which might be because 

their backgrounds and lived experiences are so diverse and varied. This coalesces with the 

person-centred approach to healthcare identified by (Rogers, 1959). 

9.3. Strengths and Limitations  
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The order of studies including systematic review (Chapter 4) and empirical papers 

(Chapter 5 and 6) occurred in parallel to one another, but may have benefitted from a sequential 

progression, building on each other. Although, the final empirical paper (Chapter 7) enables a 

synthesis of learning from across each chapter.  

The qualitative chapters 4, 5, and 7 have an element of subjectivity in relation to how 

findings could have been interpreted, but they were informed through a multidisciplinary team 

of lived experience researchers, service user advisors, clinical psychologists and research 

psychologists that were expert in the field and participants were also experts and so there is 

validity and data saturation in the studies. Chapter 4 is the first systematic narrative review to 

provide a conceptual framework to understand the process of identity development in lived 

experience researchers and offers a novel synthesis that has utility as a reflective tool for lived 

experience researchers and providers to reflect on their experiences. However, the conceptual 

framework and its comprehensive nature may have meant that other findings were interpreted 

through its lens and assimilated into the identified themes. If the conceptual framework was 

not identified for example, the interpretation of findings may have been different. However, 

the triangulation of each empirical study and its observation of identity through different 

methods results in a comprehensive exploration of identities in this field. The fact that the 

findings from across the thesis can be assimilated into the framework evidences its robustness. 

The systematic review, however, did not account for the grey literature or research on identity 

in other fields such as survivor and service user blogs, literature on gender, LGBT and 

Ethnicity, which may have contributed additional insight into the process of identity formation. 

Chapter 5 is the first qualitative paper to use focus group methodology to measure the 

collective group identity of key stakeholders in clinical psychology training and identifies 

recommendations to reduce power imbalances, them & us divisions and advises on label use 

for groups in clinical psychology training. Although the sample was small and lacked diversity. 

Although, the research team and those sampled were experts in their fields in clinical 

psychology training and so there was assumed to be data saturation. There was also a 

recommendation to increase diversity across these groups, so the field is better representative 

of the population and its needs. 

Chapter 6 is the first psychometric development of an in-group identification measure 

for use with trainee clinical psychologists. Although, Chapter 6 and its quantitative component 

had a relatively small sample of N = 108 trainee clinical psychologists from across a limited 
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number of clinical psychology courses in the UK and was cross sectional in design. This means 

the findings need to be treated with caution and may not be generalisable. The field of lived 

experience work in clinical psychology training is ever changing and evolving and so 

replication of these studies would be important to understand the changing identity of members 

within clinical psychology training going forward.  

Chapter 7 is the first attempt to understand the subjective needs of lived experience 

researchers through supervision and identifies a collection of issues they may need support 

with. A focus was to identify from lived experience researchers what their priorities for 

discussion in supervision were, based on their individual needs. It also reduces the complexity 

of the EMERGES framework and positions of identity and identifies relevant support strategies 

for lived experience researchers in a more personalised way. The three factors found also 

coalesce with the extant supervisory literature on normative, restorative, and formative, factors 

integral to supervision found by Proctor (1987). 

As the PhD researcher, I had to navigate multiple identities in this research and how to 

work with those in different roles such as experts by qualification and service user advisors 

whilst negotiating their different identities. I had great difficulty in navigating my user-led 

motivations for the research whilst relinquishing some control over the research through the 

participation and involvement of a service user advisor. However, it is acknowledged that this 

type of involvement from the service user advisor may have been more participatory rather 

than perceived as coproduction, and this may have been influenced by the complex identities 

having to be navigated and the idea that as the PhD researcher, I should have control and 

autonomy over the research process, evidencing the multiple levels of complexity and difficulty 

of lived experience work. The lived experience and personal connection that I brought to the 

PhD thesis helped support the robustness of the research which was designed through this 

subjective perspective and then objectively measured through empirical studies in the real 

world, to see how the identities of others in lived experience work are constructed. The rigour 

by which the empirical studies were designed and informed through lived experience, has 

consequently resulted in meaningful outcomes to the field. The application and utility of the 

findings can better support lived experience work and those that work in the field.  

9.4. Implications and clinical significance        

 The thesis helps to better understand the identities of those in mental health, education 

and research settings and identifies some support strategies to better support those in this sector 
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to engage in lived experience work. The research offers novel findings both conceptually and 

theoretically, to the evidence base, that help elucidate the identities of those in the sector. The 

EMERGES framework offers a robust conceptual framework from which to understand those 

in this field. The focus group research provides an original and novel understanding of the 

organisational identity of clinical psychology training and provides recommendations to 

support each group within the organisation to work together more effectively. A reliable and 

valid In-group identification measure is also established. The measure is the first in-group 

identification measure adapted and adopted for use with trainee clinical psychologists. The 

three factors of affective, cognitive, and evaluative identification can be used as ways to better 

connect groups within clinical psychology training. The thesis also provides an understanding 

of the support needs of lived experience researchers and how each can be understood as 

belonging to one of three factors that can be used to understand them and their individual 

support needs. The thesis, therefore, provides a range of methods to support identity 

consciousness and ways to support lived experience work. The three factors found of lived 

experience researchers is linked back to key components in the EMERGES framework specific 

to their needs as demonstrated in Figure 9.1, offering an evidence-based way to personalise 

support to lived experience researchers. 

9.5. Future research  

The EMERGES framework can be further tested for external validity through asking 

lived experience research organisations to adopt the framework and support lived experience 

researchers to reflect on their experiences in relation to the framework. It would also be 

important to understand whether an understanding of identities supports effective team working 

and reduces them and us divisions between those in lived experience roles and those 

specifically in professional roles. The effect of ascribing expert status to both service users and 

carers in the context of mental health, education and research should also be studied to see 

whether it has the desired and assumed effect of increasing status, value and respect and reduce 

stigmatised identities. As the context of clinical psychology and the mental health and research 

field expands and grows through increased motivations to integrate lived experience, it would 

be important to replicate these studies to understand whether identity constructions change in 

the field going forward.  
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9.6.1. Recommendations for using the EMERGES framework  

Enablers and Empowerment  

•      Understand existing competencies and provide additional opportunities for learning 

and training.  

•      Meaningful involvement and integration of lived experience that is not tokenistic and 

feeling valued and listened to.  

•      Providing a functional and effective payment method for lived experience researchers 

and providers.  

•      Providing reasonable adjustments for involvement.  

 

Motivation  

•      Understand motivations behind lived experience researchers and providers’ work.  

•      Find ways of integrating lived experience into work.  

•   Demonstrating disclosure and learning effective methods of disclosure through others. 

 

Empathy of the self and others  

•      Provide a social domain to work within to share ideas and experiences to encourage 

mutual understanding of distress.  

•      Understand how our own experiences might impact how we understand the 

experiences of others, both negatively and positively.  

 

Recovery model and medical model  

•      Respect and understand the models from which lived experience researchers and 

providers understand their experiences.  

•      Reflecting on power differences in the team 

•   Find ways to rebalance the power dynamics and redistribute power 

 

Growth and transformation  

•      Provide lived experience researchers and providers opportunities to integrate their 

lived experience as this can lead to growth and benefits.  

•     Measure the impact of integration of lived experience on the lived experience 

researchers and providers and whether this is positive or negative on them and the service.  

• Opportunities and time to develop in expertise through talking with other experts. 

 

Exclusion/Stigma and Discrimination  

•      Provide lived experience researchers and providers with opportunities to understand 

their experiences of stigma and discrimination.  

•      Understand the them and us divisions between distinct groups in mental health services 

and find ways of reducing this gap and developing ways to be more inclusive.  

•      Create safer spaces for diverse communities within lived experience roles  

 

Survivor roots  

•      Understand the complexity and nuance in experience of each lived experience 

researcher and provider and their positionality as for example either survivors of the mental 

health system or service users.  

•      Ensure that negative experiences of the mental health system are not reproduced in 

lived experience researchers and providers work contexts. Provide service providers with 

opportunities to learn from service users and survivors and their experiences.  
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9.6.2. How to support lived experience researchers in supervision 

 

• Factor 1; Strengthening the identity, skills, growth, and empowerment of the lived 

experience researcher.  

 

• Factor 2; Exploring the emotional and relational link the lived experience researcher 

has with the research.  

 

• Factor 3; Supporting the lived experience researcher to navigating their lived and 

professional experiences practically and emotionally.  

 

• Provide both research and clinical supervision to lived experience researchers. 

 

• Ask lived experience researchers to complete the Q sort study regularly to review their 

requirements and needs from supervision. 

 

• Refer to the particular elements of the EMERGES framework specific to the factor that 

the lived experience researcher falls under. 

 

9.6.3. Recommendations for clinical psychology training 

• Open communication between trainee clinical psychologists and experts by experience 

in both informal and formal settings to promote fluid connections and relationships and 

an open culture embedding and integrating lived experience in clinical psychology 

training. 

 

• Rebalancing power dynamics between groups through ascribing expert status to experts 

by experience and expert carers and avoiding referring to trainers as experts by 

qualification. 

 

• Establishing a more effective payment method and considering integrating experts by 

experience and expert carers onto the payroll system to enable them to feel like genuine 

staff members and embedded in clinical psychology training. 

 

• Co-creating labels for groups in clinical psychology training and identify ways to know 

what diversity in schools of thought relating to philosophical and conceptual 

understandings of lived experience they each belong to, to help reinforce their identities 

and how they can be better understood by the people they work with. 

 

• Development of guidelines to support experts by experience and expert carers to 

support them with issues relating to disclosure and the impact of this. 

 

• Support trainee clinical psychologists to reflect on their affective, evaluative, and 

cognitive connections they have with experts by experience and experts by qualification 

that train them using items from the psychometric tool, to help facilitate identification 

between them.  

 

• Ask trainee clinical psychologists and lived experience researchers to explore their 

relation to their research and participants in the data by using the reliable and valid in-

group identification measure. 
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Figure 9.1. Mapping the factors onto the EMERGES framework (Empowerment and Enablers, 

Motivation to integrate, Empathy of the self and others, Recovery model and medical model, Growth and 

transformation, Exclusion and Survivor roots). 
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growth, and empowerment 

Factor 2: Exploring the emotional and 

relational link I have with the research  

 

Factor 3: Supported to navigate my lived and 

professional experiences in practical and 

emotional ways.  
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9.7. Final Reflections: A Continuing Development of my Identity 

As I have come through the process of doing my PhD, I have learned more about those 

in the field of mental health education and research and specifically about the nature of roles 

that encompass both professional and lived experience identities. I have also learned about how 

to conduct qualitative research both through the narrative systematic review and the focus 

group interviews. I have enhanced my quantitative research skills by learning about 

confirmatory factor analysis and learning new skills in Q methodology. I have also managed 

to navigate and negotiate the many challenges of being a lived experience researcher, and the 

pull to integrate and embed my own lived experiences, whilst also learning about the 

experiences of others that are equally valid experiences. The research findings have been rich 

in quality and validate the complexity of lived experience work in this field and the difficulties 

and challenges that need to be navigated. I have, through this process, learned to better navigate 

my different identities, and the research findings can help support others to also navigate their 

lived experience roles. I have developed my skills as a mixed methods researcher and gained 

confidence in learning new research methodologies that I can add to my skill set. This fits with 

the idea of Empowerment in the EMERGES framework, the final stage in the framework.  

Early on, I went through the struggles of being a service user and survivor roots that 

have been a strong part of my identity, but this is not a linear model and I have continuously 

moved between the stages of the framework throughout the PhD. Through engaging in lived 

experience work made me think I could be more than just a service user. I have experienced 

tokenism and experiences of exclusion and understand how those experiences can negatively 

impact the lived experience researcher, but also how when we are listened to and our feedback 

implemented, can make us and the service grow and develop. I have learned that people in this 

work can sometimes be individuals in groups, sometimes working independently and 

sometimes working for the collective. There is also wide variation regarding the models in 

which they identify and come to understand their experiences of distress. The field can result 

in many different types of power dynamics that need to be navigated, with a view to rebalancing 

these power dynamics across groups. Through the process of the focus group research and 

reflecting on this experience I grew a greater understanding of my own experiences in relation 

to others and grew a greater empathy for others in this role, as well as identities that I was not 

familiar with, such as the Carer identity. I also realised the impact of labels and social identities, 

and how they influence the construction of identities and influence individuals to operate in 

ways that are consistent with them. The more I engage in this type of work, the more expert I 

get at it and learn new ways of integrating lived experiences, without necessarily telling my 
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story, but through embedding theoretical models and channelling this in my research and lived 

experience work. Having come through my PhD as a learner and become an expert by 

experience and also an expert by qualification, I understand that these identities can coexist 

and there can be overlap between them. I hope the research can go some way in mental health, 

education, and research to better support the motivations of those with lived experience in the 

field to integrate their experiences in the way they want to. Overall, the process has been 

empowering, and I have reached the top of the EMERGES framework. I hope to continue my 

development and embed the learning from this PhD into lived experience work going forward 

and apply what I have learned in my new role as Research Associate in the EXTEND early 

intervention in psychosis study, working closely with the EXTEND-InG, involvement group, 

with Experts by Experience, service users and carers. I hope to support their growth, identity, 

skills, and empowerment, helping them navigate their multiple identities and their relational 

and personal links to the research. As Mahatma Gandhi said, “The best way to find yourself is 

to lose yourself in the service of others.” I better understand my own identity now through the 

process of this research and hope the research can go some way in being of service to others. I 

hope to continue to work in the field and continue to promote the development of emerging 

identities in mental health, education, and research. 

 

9.8. Final Conclusions 

To conclude, the PhD thesis has been an exploration of emerging identities in mental health, 

education, and research. It has been a multiple methods approach to understanding identity and 

its formation in a collection of different ways. It has gone some way in providing ways to raise 

identity consciousness in this field and has resulted in multiple methods for those in the field 

to reflect on their identities and identifies support for those that integrate lived experience in 

professional spheres and mechanisms to do this more effectively. 
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APPENDICES 

 

Appendix A 

 
Chapter 5 Interview schedule 

Firstly, thank you for coming to participate in this focus group – it’s very difficult to get people 

free at the same time so thank you for taking time out of your day to do this. So, I’m Veenu a 

PhD Psychology researcher and I will be facilitating this discussion. This focus group will also 

be audio-recorded with your consent. The research data will contribute towards PhD thesis, 

journals and disseminated at conferences. Only the research team will have direct access to this 

data, but this will go into archives for other researchers to use with controlled access, if their 

question fits with the data. There will be two weeks after the focus group where you can ask 

for your data or parts of your data to be omitted from the transcript, should you wish and the 

data from that point onwards will be anonymised using pseudonyms. 

So, I thought I’d give you some information about the study and its aims. We are hoping 

to see what identities exist within clinical psychology and how different groups within clinical 

psychology training think of themselves as well as how they think of others. It’s also important 

to assess the individual unique identities that exist within each group. We are therefore looking 

to assess the social and personal identities of service users, carers, trainees and Expert by 

Qualifications that are involved in clinical psychology training and their relation to one another 

and move forward further down the line to see how we can encourage connections with one 

another through identity. A person’s identity is not just about what makes an individual unique 

(which is what most people take identity to mean), but also what we share with others and the 

groups in which we feel we belong. 

This focus group will be one of four and we are hoping to have separate focus groups 

for service users, carers, Expert by Qualifications and trainees. Similar questions will be asked 

within each focus group. The focus group will be more of a discussion and not everyone needs 

to answer each question if they do not wish to. These questions are semi-structured and will 

just provide a guide for the discussion within the focus group and I will use prompts to facilitate 

this. 
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So, this focus group will involve a discussion around certain questions, and this will 

hope to tap into some data that will hopefully provide answers to how those in clinical 

psychology construct their identities and see themselves and how they see others. To give a bit 

of clarity in terms of the meaning of identity, I think of it as something explaining a sense of 

who you are as a person as well as social identity that is drawn from the groups in which we 

belong through having shared values, beliefs and goals that connect us. 

4 focus groups A separate focus group for each of these: 1) Expert by Experience 2) Carers 3) 

Experts by Qualification 4) trainee clinical psychologists. 

Even though these groups are exclusive: either service users, carers, trainees or Expert by 

Qualifications – the individuals within these groups may personally feel they belong to another 

group in addition to this. So, it would be important to find out why they have chosen to 

participate in this specific focus group. (For example, a Expert by Qualification may also be a 

carer, or a Trainee may also be a service user). 

(This may reflect that the focus group they have chosen to participate in will reflect a stronger 

identity for them). These groups however will not be purposely mixed.  

Please only share what you feel comfortable with and be mindful not to identify other people 

if you discuss their answers outside of this group. Please therefore respect that this is a 

confidential space. 

 

Social Identity mapping  

Please think of and write down the different groups you are a part of and/or work with and 

identify how important these groups are to you, in what way you are connected to them and 

how these different groups are connected or not connected. I have provided an example for 

you. 

 

Warm up question: Tell us a bit about which service user and carer group you belong to 

and how important it is to you. 

Within this focus group we will think about your identity in relation to your role within clinical 

psychology. I guess to start us off it might be nice to see why you are involved as an (EBE, 

Carer, trainee or EBQ?).  

 

Warm up question: So, I wondered what you all thought about the identity of this group and 

the label of it as either (EBE, carer, trainee & EBQ.) What do you think of the other labels 

(EBEs, carer, trainees & EBQs?). 
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Self-Categorisation 

1. How would you describe yourself/identity in relation to your involvement in Clinical 

Psychology training? (Self-stereotyping) For example I am an EBE and PhD researcher.  

2. Do you think of yourself as an (EBE, Carer, Trainee or EBQ?). 

3. Has being a (EBE, Carer, Trainee, EBQ) had an impact on you/changed the way you 

think about yourself? What has it made you think about yourself? How does that make 

you feel? 

4. How important is this identity to you? (Salience). Why is it so important to you? 

5. Do you hold more than one identity? For example, are there multiple hats you wear?  

6. Do you feel you belong to any of the other groups involved in clinical psychology 

training (EBE, Carer, Trainee, EBQ)? How important are these other identities to you? 

Professional identity 

7. Has being a (Trainee, EBE, Carer, EBQ) had an impact on the way you think about 

yourself?  

8. Would you say you have a professional identity as a result of being a (EBE, Carer, 

Trainee, EBQ)? What is it about this role that encourages this identity? How does this 

affect you in your role? - Do you think of this identity outside of this context? (Salience) 

In what context do you think about this identity? (Salience) How important is this 

identity to you? (Centrality). How often do you think about this identity? How does that 

make you feel? 

9. Do you think there is a conflict between your occupational role (EBE; Carer; trainee 

and EBQ) and your identity? In what ways does this occur?  

Lived Experience Identity 

10. Do you think your role encourages or discourages a lived experience identity (Service 

user identity)? What is it about this role that encourages/discourages this identity? How 

does this affect you in your role? – Do you think of this identity outside of this role? 

(Salience) In what context do you think about this identity? How important is this 

identity to you? (Centrality). How often do you think about this identity? How does that 

make you feel? 

11. Do you think there is a conflict between your lived experience identity and your 

professional identity? 
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12. Do you think the other groups are able to talk about their own lived experience 

identities? 

Intra-group identity/ In-groups 

13. Do you feel connected to this group (EBE, Carer, Trainee, EBQ)?  (Solidarity) What 

connects you?  

14. Do you feel like you share the same experiences/values as others within this group 

identity? (In- group homogeneity) In what way? Are there similarities and differences 

within your group identity?  

15. How does belonging to this group (EBE; Carer; Trainee; EBQ) make you feel? Do you 

have any positive or negative feelings attached to this group?  

16. How content are you belonging to the group (EBE, Carer, Trainee, EBQ)? 

(Satisfaction)  

Inter-group identity/ Out groups 

17. What do you think about the other groups? (EBE; Carer; EBQ; trainee). Do you have 

any positive and negative feelings about the other groups? Do you think that the other 

groups see themselves in this way? Are there similarities and differences between your 

identity and their identity?  

18. Do you feel connected to the other groups (EBEs, Carers, EBQs, trainees) involved in 

clinical psychology training? Do you feel disconnected from the other groups in any 

way?  

19. What do you think the other groups think about you?  

20. How do you think the other groups identify themselves?  

21. How do you see your group within the wider clinical psychology programme? Do you 

think these groups function as a whole within clinical psychology training or do they 

have separate identities?  
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Appendix B  

 

Chapter 6 Additional measures 

 

I am cynical about the benefits of coproduction.  

I believe that clinical psychology is not political  

I am religious  

I feel different to trainee clinical psychologists  

I feel different to service users  

I feel different to carers  

I feel different to Experts by Qualification (Clinical Psychologists and Research staff) 

I identify with people who think of mental health conditions as a result of a chemical 

imbalance  

I identify with people who view mental health conditions as a result of trauma  

I identify with people who view mental health conditions as a result of social inequalities  

I am content with trainees in clinical psychology.  

I am content with the level of service user involvement in clinical psychology  

I am content with the level of carer involvement in clinical psychology  

I am content with clinical psychology as a profession  

I feel I belong within the world of clinical psychology  

I see my ethnicity represented in clinical psychology  

I see my social class represented in clinical psychology  

I feel connected to service user and carer groups within clinical psychology  

I feel disconnected from service user and carer groups in clinical psychology education as a 

result of COVID – 19  

I think of my occupational role outside of the context of clinical psychology training  

I hold negative attitudes towards those with mental health conditions  

I hold appropriate boundaries  

I think people will judge me badly if I disclose my mental health  

I am interested in coproduction  

I experience a Power imbalance in relation to my role within clinical psychology  

I am Burnt out  

I experience Imposter syndrome  

I am empathetic  

I have taught empathy to trainees  

I am non- judgemental  

I have taught trainees to be non-judgemental  

I am genuine  

I have taught trainees to be genuine  

I believe trainees learn from other trainees  

I believe trainees learn from service users (Experts by Experience)  

I believe trainees learn from Carers (Experts by Experience)  

I believe trainees learn from experts by qualification (Clinical Psychologists and Research 

staff)  

 
 
 

 



 229 
 

Appendix C 

 

Trainee identification to Experts by Experience (Service users)  

  

Factor loadings based on a principal components analysis with oblique rotation of nine 

items measuring cognitive and affective identification of trainee clinical psychologists 

towards Experts by Experience (service users and survivors that train clinical 

psychologists).  

Items in Social identification measure  

  

Cognitive 

identification  

  

  

Affective  

Identification  

1. I feel happy to work with service users within 

a clinical psychology programme   

2. I am proud to work with service users within a 

clinical psychology programme   

-.119  

 

.105  

-.905  

-.871  

3. It feels good to work with service users within 

a clinical psychology programme   

-.068  -.896  

4. If any service user was asked to leave their role 

I would be very disappointed.   

5. My self-identity is based in part on 

membership/connection to expert by 

experience groups   

.209  

.725  

-.445  

-.008  

1. I think of myself as a member of an Expert by 

experience group and this is very important to 

my sense of who I am  

2. My sense of self overlaps with the identity of 

service users   

.763  

.834  

.217  

-.033  

8. If service users were criticised it 

would influence how I thought 

about myself.   

9. I identify with service users who 

are Experts by Experience   

                     .607  

                     .743  

-.250  

-.118  

 Eigenvalues (Cumulative Variance)  3.692 (41.022%) 

1.878 (61.86%) 
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Appendix D 

 

Trainee to Carer Identification  

Factor loadings based on a principal components analysis with oblique rotation of nine items 

measuring cognitive and affective identification of trainee clinical psychologists towards 

Carers (that train clinical psychologists). 

  

Items in Social identification measure  

 

  

Cognitive  

Identification   

Affective 

Identification  

1. I feel happy to work with carers within a clinical 

psychology programme   

-.077  .925  

2. I am proud to work with carers within a clinical 

psychology programme   

3. It feels good to work with carers within a clinical 

psychology programme.   

4. If a Carer was asked to leave their role I would be 

very disappointed.   

5. My self-identity is based in part on 

membership/connection to carer groups   

-.081  

-.054  

.222  

.790  

.954  

 

.933  

 

.595  

 

-.002  

6. I think of myself as a member of a Carer 

group and this is very important to my 

sense of who I am   

7. My sense of self overlaps with the identity 

of carers  

              .866  -.167  

.843   .102  

8. If carers were criticised it would influence 

how I thought about myself.  

 

9. I identify with Carers.  

 .771  

.778  

 .183  

  

-.090  

Eigenvalues (Cumulative variance) 3.518  39.090% 2.886  71.158%  
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Appendix E 

 

Trainee to Trainee identification   

  
Factor loadings based on a principal components analysis with oblique rotation of nine 

items measuring cognitive and affective identification of newly trainee clinical 

psychologists towards trainee clinical psychologists.  

  

Items in Social identification measure  

  

Affective 

Identification  

  

  

Cognitive  

Identification  

1. I feel happy to work with trainee clinical 

psychologists within a clinical psychology 

programme   

.940  .008  

2. I am proud to work with trainee clinical 

psychologists within a clinical psychology 

programme   

3. It feels good to work with trainee clinical 

psychologists  

.844  

.943  

-.119  

.078  

4. If a trainee clinical psychologist was asked to leave 

their role I would be very disappointed.  

.404  .021  

5. My self-identity is based in part on my 

membership/connection to trainee clinical 

psychologists.   

-.084  -.858  

6. I think of myself as a member of trainee clinical 

psychologist group and this is very important to my 

sense of who I am.  

7. My sense of self overlaps with the identity of 

trainees.  

-.034  -.912  

-.045   -.897  

8. If trainees were criticised it would influence how I 

thought about myself.   

.349   -.420  

9. I identify with trainee clinical psychologists   .366   -.601  

 Eigenvalues (Cumulative variance)   4.480   49.777% 1.559  69.098%  
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Appendix F 

Trainee to Expert by Qualification  

Factor loadings based on a principal components analysis with oblique rotation of nine 

items measuring cognitive and affective identification of trainee clinical psychologists 

towards Experts by Qualification (research and clinical psychologists and other academic 

staff that train clinical psychologists).  

Items in Social identification measure  

    

   

Cognitive  

Identification  

  

Affective  

Identification  

1. I feel happy to work with Experts by Qualification 

(Clinical Psychologists and Research staff)   

   -.011  .898  

2. I am proud to work with Experts by Qualification 

within a clinical psychology programme.   

   .061  .874  

3. It feels good to work with Experts by Qualification      -.072  .906  

4. If an Expert by Qualification was asked to leave 

their role I would be very disappointed.   

   -.117  -.024  

5. My self-identity is based in part on 

membership/connection to clinical 

psychology as a profession.   

   .861  .014  

6. I think of myself as a member of Clinical Psychology as 

a profession and this is very important to my sense of 

who I am   

   .882  .102  

7. My sense of self overlaps with the identity of 

Experts by Qualification.   

   .862  -.067  

8. If the clinical psychology programme were 

criticised, it would influence how I thought about 

myself.   

   .275  .110  

9. I identify with Experts by Qualification      .747  -.052  

Eigenvalues (Cumulative variance)     3.508  38.981% 2.049  61.745%  
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Appendix G 

Trainee to Trainee scree plot and parallel analysis of items and eigenvalues 

 

Appendix H 

Trainee to EBE (service user and survivor) scree plot and parallel analysis of items and 

eigenvalues. 
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Appendix I 

 

 
Figure 7. Trainee to Carer scree plot and parallel analysis of items and eigenvalues. 
 
 
Appendix J 
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Appendix K 

 

A reliable and valid In-group Identification measure for use between groups in 

Clinical Psychology 

 

1.     I feel happy to work with ( ) Affective 

2. I am proud to work with ( ) within a Clinical Psychology 

programme 

Affective 

3.     It feels good to work with ( ) Affective 

4.     If a ( ) was asked to leave their role I would be very disappointed Evaluative 

5.     My self-identity is based in part on membership/connection to ( ) 

group 

Cognitive 

6.    I think of myself as a member of a ( ) group and this is very 

important to my sense of who I am 

Cognitive 

7.     My sense of self overlaps with the identity of ( ) Cognitive 

8.     If ( ) were criticised it would influence how I thought about 

myself 

Evaluative 

9.     I identify with ( ) Identification  

 

Measures of Mental health and Professional Identities 

My experiences of mental health define who I am     Mental health 

identity 

Cognitive 

My occupational role defines who I am  Professional 

identity 

Cognitive 
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