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Abstract

Background: Intervening at an early stage of psychosis improves the chances of recovery from first-episode psycho-
sis. However, people who are experiencing distress and early psychotic symptoms generally seem to delay seeking
help. Therefore, multifaced information campaigns targeting help-seeking behavior of potential patients and their
network are considered important tools within early detection and intervention strategies. In this study, we aimed to
explore which discursive meaning content, including roles and actors, such information campaigns build on and con-
struct. Our intention was not to provide objective answers, but to contribute to a discursive debate about potential
conflicts in messages conveyed in such campaigns.

Methods: A broad sample of information material utilized by TIPS Stavanger University Hospital (Norway) was exam-
ined. The material consisted of posters, booklets and brochures, newspaper ads, Facebook ads, and TIPS Info's website,
representing various campaigns from 1996 to April 2018. A narrative discursive approach was applied at an epistemo-
logical level. At a practical level, a team-based thematic analysis was utilized to identify patterns across data.

Results: Diversity and several changes in strategy were recognized throughout the information material. Further-
more, three main themes and four subthemes were found to constitute the meaning content built in the information
campaigns: knowledge is key; (almost) an illness among illnesses; and we all have a responsibility (comprising of the
subthemes; to respond quickly; to step in; to provide an answer; and to tag along).

Conclusion: Our findings pointed to common dilemmas in mental health services: How to combine professional
expert knowledge with collaborative practices that emphasize shared decision-making and active roles on behalf of
patients? How to combine a focus on symptoms and iliness and simultaneously express the importance of addressing
patients'recourses? And how can we ask for societal responsibility in help-seeking when professionals are placed in
expert positions which may not be optimal for dialogue with potential patients or their network? We discuss whether
highlighting practices with more weight on resources and active roles for patients and their surroundings in informa-
tion campaigns could promote earlier help-seeking.
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Background

Psychotic symptoms may include delusions, hallucina-
tions (auditory, visual or tactile) and disorganized cogni-
tion [1]. Psychosis can be a single episode or recurring as
part of a psychotic disorder, e.g. schizophrenia. First-epi-
sode psychosis often occurs in late adolescence or early
adulthood and greatly influences the lives of those who
are affected and their families. Long-term studies have
documented considerably better prognoses for psychotic
disorders than early research indicated [2]. Substantial
research during the last decades also documents that
intervening at an early stage of psychosis plays an impor-
tant role in improving the chances of recovery [3-7]. In
consequence, early detection and intervention strategies
are now implemented in several local and some national
mental health services in most parts of the world [8]. One
important aim of these strategies is to reduce the ‘dura-
tion of untreated psychosis’ (DUP)—as well as shorten-
ing the length of the psychotic episode and preventing
relapses [7, 9]. However, it is still considered a major
problem that people generally seek help too late [10].
People who develop psychosis often go untreated for as
long as 2 to 3 years before they get in contact with the
mental health system [11].

Research has revealed that people may experience
longer trajectories of subjective distress than what was
emphasized in the focus on DUP [12]. A recent system-
atic review and meta-synthesis explored distinct sources
of distress in the first-person accounts of 33 qualitative
studies of first-episode psychosis. It emphasized the
diverse and multifaceted nature of both interpersonal
and intrapersonal strains in the lives of people experienc-
ing psychosis [13]. Furthermore, qualitative studies have
focused on how people experienced contact with early
intervention services for psychosis. In a literature review
and meta-synthesis of 17 qualitative studies, five broad
themes described the process of meeting with and going
through such services: something is wrong; do for myself,
it’s about people; a price to pay; and ongoing vulnerabil-
ity [14]. Similarly, Tindall, Simmons, Allott and Hamilton
[15] explored help-seeking processes and initial engage-
ment and found five key topics based on a summary and
analysis of nine interview studies: experiences of find-
ing help; factors promoting engagement; the therapeutic
relationship; the role of caregivers in supporting engage-
ment; and factors impacting ongoing engagement. More-
over, a qualitative sub-study of the ‘Early Treatment and
Intervention in Psychosis Study’ (TIPS-2), focusing on
obstacles to care in first-episode psychosis patients with
long DUP, identified five themes: participants’ failure to
recognize symptoms of psychosis; difficulties expressing
their experiences; concerns about stigma; poor psycho-
sis detection skills among health-care professionals; and
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participants’ lack of awareness or understanding of infor-
mation campaigns [16].

One explanation for the treatment delay may be that
early signs of psychosis, such as social withdrawal, anxi-
ety, sleep difficulties, concentration and memory prob-
lems, partly overlap with natural challenges in youth and
symptoms of other mental health problems [17]. There
is also considerable stigma associated with psychosis
and mental health services which impacts help-seeking
behavior [18, 19]. Additionally, public knowledge (men-
tal health literacy) and beliefs about psychosis and spe-
cific symptoms are regarded as lacking or inadequate [20,
21]. Information campaigns therefore represent a central
part of early detection and intervention strategies and
are considered an important tool to alter help-seeking
behavior [22, 23]. In a systematic review and meta-anal-
ysis, Lloyd-Evans et al. [24] found promising evidence
for interventions applying intensive, multi-targeted cam-
paigns—combined with easy accessible early detection
(ED) teams. The TIPS study, the Scandinavian early inter-
vention in psychosis, demonstrated that it was possible
to reduce DUP significantly. Multi-targeted information
campaigns played a significant role in this work [7, 9].
Hence, we do have some knowledge about how young
adults and their families experience the period before and
during contact with ED-services. Research also indicates
little public knowledge about psychotic symptoms, and
that multi-targeted information campaigns are the most
effective way to provide information directed at help-
seeking behavior [20, 21, 24]. However, we lack knowl-
edge about the messages that are conveyed to potential
patients and their surroundings in such multi-targeted
campaigns.

At the same time, there are clearly challenges related to
the implementation of ED and information campaigns.
For example, psychosis is not a straightforward concept.
In fact, scientists do not yet fully understand the nature
of this condition. It is still debated what role different fac-
tors such as biological, psychological and social aspects
play [25]. As a consequence, summarizing our knowledge
to the general public through information campaigns is a
complex enterprise as there is no real consensus on what
psychosis is or what causes it [26]. In addition, multi-
targeted information campaigns communicate slightly
different messages to several audiences simultaneously—
the person who may be affected, family, friends, teach-
ers, health- and social workers, as well as the public in
general—adding multiple facets to this challenge. Given
the central role information campaigns play in early
detection and intervention efforts and considering the
demanding landscape they have to maneuver, we aimed
to research which meaning content is built into such
multi-targeted campaigns. Further, we aimed to explore
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what actors and roles information campaigns build on
and construct.

Methods

To explore the research questions we examined all the
information material utilized by TIPS Stavanger Univer-
sity Hospital (Norway) from 1996 to April 2018. TIPS
Stavanger is particularly interesting as their program is
one of the most comprehensive interventions interna-
tionally, providing a broad and diverse spectrum of mate-
rial to select from. They have also documented significant
reduction in DUP, and explicitly and systematically used
information campaigns in this work [7, 9, 22, 23].

The present article is a composite of interrelated
methodological and theoretical approaches. On an epis-
temological level, we used a discursive [27-29] and
narrative-inspired [30-32] perspective to explore the
meaning content of the information material. A dis-
cursive approach involves studying the action-oriented
nature of language [27, 29]. Through a focus on the func-
tional aspects of language, reality is regarded as con-
structed, and at the same time constructive, as language
builds various versions of the world, actions, and events
[29, 33-35]. A narrative approach rests on the prem-
ise that people live and/or understand their lives in sto-
ried forms, meaning that events are connected together
as a plot and played out in a context, e.g. in a particular
society, culture and period of time [34, 36]. We used the
discursive-language element to examine and discuss how
messages built in language (and pictures) seemed to con-
struct certain roles and actors, and how these constructs
aimed at eliciting certain functions. The narrative ele-
ment provided us with a perspective on how various mes-
sages or language elements could be integrated into more
coherent stories or narratives told in the data material.

We chose thematic analysis [37] as the practical tool
for analysis. This is a flexible method that seeks to iden-
tify, describe and analyze patterns across data and may
be applied across various theoretical and epistemologi-
cal qualitative approaches [37]. We used a team-based
approach to this analysis [38] to emphasize reflexivity
[39, 40]. This means we noted our own presence in the
study and how our positions influenced the research pro-
cesses and outcome.

Settings for the present study

TIPS in Stavanger, Rogaland (Norway) started their
work in 1996 and was initially designed to test whether
early timing of treatment could improve trajectories in
first-episode psychosis [7]. The ED part of the program
is made up of two main elements: broad and multi-
targeted information campaigns directed at the gen-
eral public, schools and professional health personnel,
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in combination with accessible early detection teams
located in the specialized mental health care system [7,
23]. The program aims to change the help-seeking behav-
ior of the population in the designated catchment area
[10, 22, 23]. Second, early treatment is offered as a stand-
ardized 2-year standard protocol, which includes anti-
psychotic medication, supportive psychotherapy and
multi-family psychoeducation [7, 41]. This combination
of using multi-targeted campaigns and ED-teams was
groundbreaking when the intervention was first devel-
oped and implemented.

Data material and data collection

The data material consisted of all newspaper and Face-
book ads, TIPS Info’s website (http://www.tips-info.com),
posters, booklets and brochures (including one brochure
directed at mental health workers) developed and used by
TIPS from when they started their work in 1996 up until
April 2018. The data was collected by the first author
(H.H.) in collaboration with TIPS, Stavanger University
Hospital. First, we arranged a meeting between J.O.J. and
S.D. from TIPS Stavanger and H.H. to get an overview of
the potential data material. TIPS provided both physi-
cal ads and posters, in addition to a data file containing
relevant information material from their campaigns. Sec-
ond, H.H. collected digital data through TIPS Info’s Face-
book site (available from 2009 to 2018) and website. The
complete data material was then checked by three of the
authors, HH., SH.S., and M.V, for the following inclu-
sion criteria: The data material had to (a) be directed at
early detection/intervention in relation to first-episode
psychosis (text and/or picture), (b) be marked with TIPS
Stavanger’s logo and (c) be TIPS Stavanger’s (original)
material. To avoid considerable incongruity in the mate-
rial, we excluded longer texts, such as newspaper articles
and radio- and video clips from TIPS Stavanger. Links
to other Facebook pages (non-TIPS-material), courses,
conferences or other institutions’ information posted on
TIPS Facebook page were also excluded. The included
data material was thereafter sent to J.O.J. and S.D. to
assess whether it reflected the diversity and nuances in
TIPS’ information campaigns. The final data material
consisted of a total of 149 pages (collected between Janu-
ary and April 2018) representing various campaigns from
1996 to 2018.

Researchers

H.H.,, S.H.S.,, CM.,, and M.V. were a part of the analyti-
cal team, and H.H., ].O.]J. and S.D collected the data. L].
related the study to the literature on early intervention.
H.H. is a social worker and research fellow at West-
ern Norway University of Applied Sciences and princi-
ple investigator of this study. S.H.S., C.M., and M.V. are
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clinical psychologists. S.H.S. and M.V. are associate pro-
fessors at the University of Bergen, whilst C.M. is a pro-
fessor at Western Norway University of Applied Sciences.
J.O.J. is a psychiatrist and professor, and LJ. is a nurse
and associate professor, both working at TIPS, Stavanger
University Hospital and University of Stavanger. S.D. is
a communication advisor at TIPS, Stavanger University
Hospital. The researchers from TIPS have contributed to
developing the TIPS intervention and information cam-
paigns, and provided scientific oversight in the present
study. All authors have commented on the paper and
contributed to the final concept development.

Data analysis

The analysis was performed by the four researchers (out-
siders to the data material) in the analytical team (H.H.,,
S.H.S., C.M., and M.V.). Six steps from Braun & Clarke
[37] were applied to guide the analysis:

1. To become familiarized with the data, the material
was read and re-read. Preliminary features relevant
to our research questions were also considered. In
addition, we discussed how the analysts’ positions as
socially oriented researchers would influence what
we were looking for, as well as the directions of our
interpretations [38, 40].

2. Codes identifying semantic and/or latent content
were initially noted by the individual researcher in
the analytical team. We used an open-ended and
explorative approach [38, 40] to catch different and
nuanced messages in the data—and identify the
actors involved (e.g. mental health professionals,
patients, family, etc.). Text and associated pictures
were viewed as a whole and we focused on the way
they communicated together as a discursive resource
[34].

3. In an analytic-meeting, the team searched for pre-
liminary themes by sorting the different codes into
potential themes. Notes and tape recordings were
taken during this interpretive process. A flip-over
was used to record tentative themes.

4. The preliminary themes were reviewed by going back
and forth between the data material and the themes
to assure they were grounded in the data—and to
extract relevant quotations and pictures to underline
the content within each theme [38].

5. The themes were defined through the writing of a
‘story” for each theme, and considering how it fit
into a broader ‘story’ of the data. They were refined
through examining possible requirements for addi-
tional subthemes. As an integral step of the analytic
process, the result of the analysis was sent to J.O.J.,
LJ. and S.D., who read and commented on it. This
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provided important information about the context of
the present study and also held an important reflex-
ive function in making us aware of different positions
that may follow insider and outsider perspectives.

6. H.H. wrote a report in collaboration with the other
researchers from the analytical team. The report was
written to ensure sufficient evidence of the themes
within the data, but also by going beyond descrip-
tions to provide an analytic narrative which illus-
trated the story we (the outsiders) were telling about
the data. The outcome of our analysis was three main
themes and four subthemes which we saw as central
meaning patterns in the information material. Yet, in
discursive and interpretative approaches, many addi-
tional questions can be asked. Analysis is therefore
never regarded as exhaustive [34].

Results

In analyzing the data, the analytical team recognized
diversity in target groups throughout the material. The
ads and brochures were directed toward the general pub-
lic, as well as more strategic target-groups, i.e. students,
teachers, GPs, health- and social workers, etc. In addi-
tion, several changes in strategies were identified. We
describe this diversity before we turn to the three themes
found to constitute the meaning content: (1) Knowledge
is key, (2) (Almost) an illness among illnesses and (3) We
all have a responsibility.

Differentiated target group communications and changes
over time

In the early phase of the information campaign (1996—
1997), the information material was distributed to all
households in the county of Rogaland. At the same time, a
range of more demarcated target groups were addressed.
This included at risk youth, persons who had already
developed early signs of severe mental illness, as well as
people who were likely to interact with them: friends/
peers, parents, school counsellors/teachers, health- and
social workers etc. The ads often had slightly differ-
ent content depending on who the recipient was meant
to be. An example of this is a quote from an ad directed
at teachers: “It isn’t easy being a teacher when a student
changes and you don’t know why” (1999). Another exam-
ple is found in an ad directed at social workers: “Everyone
who works at the social office will now and then meet cli-
ents with mental health problems” (1999).

The early ads (1996—1999) were directed both at people
in general as well as people surrounding those who were
vulnerable. More often than not, parents, or mothers
in particular, appeared to be the most important target
group. For example, in one of the ads the heading said,
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“He or she who meets them [the problems] face on will
most easily put them behind them” (1998). The text in the
ad continued: “Rarely will the person who is struggling
with mental health problems be able to contact a doctor.
Most of the time it is relatives, friends or coworkers who
have to do it” and “You can get help in order to help”

Another variation we discovered in the data material
was that in the beginning (1996-1997) ads started out
with an open invitation to contact the early detection
team independent of their degree of concern. In time, the
ads communicated a slightly more restrictive service—
meaning that people should contact them according to
the supposed degree of risk. For example, in several Face-
book ads (2017) as well as the website (2018) three levels
of danger were utilized: green, yellow and red—repre-
senting the severity of signs/symptoms. In addition, the
later ads (approximately from 2009 to April 2018) also
seemed less authoritative than the early ones, as they
often used a more suggestive tone, e.g. “If youre worried
about yourself or someone else you can call TIPS” (2017).

Moreover, we found diversity in the way the concepts
mental illness, serious mental illness and psychosis were
utilized. In many ads, mental illness was used in the
heading followed by a description of psychosis in the
text. In some ads, both mental illness and serious men-
tal illness were applied, while in others the term psychosis
was used alone.

Three core categories, or themes, emerged when ana-
lyzing this diverse and dynamically changing pool of data
for thematic content across ads, across time periods and
across target groups. Here, a theme is understood as a
basic pattern of communication across contexts. In the
following, we present and detail the thematic structure
that resulted from the outsiders’ analyses.

Themes

Knowledge is key

Throughout the information material, knowledge was
presented as key to increasing public awareness and alter-
ing help-seeking behavior. It was communicated that the
content provided in the information material may assist
people in understanding what is going on. For example,
one ad said: “Read and become wiser..” (1997). As such,
knowledge was presented as something that professionals
within the mental health services hold. This is also illus-
trated through a quotation from one of the ads: “Experi-
enced professionals will tell you what you should do, how
you can move forward to figure out the situation and how
you can get the right treatment or assessment if that’s
necessary” (1999). This knowledge was often depicted
as specific and objective. An example from one brochure
pointed out: “Good treatment is based on solid knowl-
edge and not just viewpoints and ideological beliefs”
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(1999). In one of the brochures (1999), the right treat-
ment was described as consisting of mainly three parts:
consulting a doctor, psychiatrist or psychologist (psy-
chotherapy), combined with family-oriented therapy and
medical treatment. At the same time, it was underlined
that one type of treatment does not fit all. Hence, treat-
ment has to be individually tailored.

Furthermore, it is not sufficient that the mental health
system holds knowledge. One of the main messages in
the information material was that people who meet per-
sons at risk of developing psychosis should know what
to look for. Through the information provided, people
were told to attain a position in which they are able to
help others, illustrated by the following quotation from
one of the ads: “The more you know about them [mental
illnesses] the easier it is to help the one affected” (1997).
It was communicated that the reason why people do not
act, is that they lack or do not have the right knowledge.
In consequence, a core challenge is to get the information
out to the public. An ad stated that “TIPS has a goal of
increasing knowledge about mental illnesses so that more
people contact health care services earlier and get treat-
ment before the patient develops a serious psychosis”
(1999).

Symptoms or signs of psychosis were presented as
information that should be an essential part of common
knowledge. Almost every ad in the data material listed
signs to be aware of. They were presented as early signs
of psychosis, serious mental illness (particularly the early
ads) and mental health problems, or simply listed with-
out any label. People were told to be alert if a person
withdrew from his or her family, friends and colleagues,
or if he or she isolated him- or herself. Other signs to
look out for were if he or she slept poorly and ate little,
stopped taking care of themselves, spoke or wrote about
meaningless stuff or expressed inappropriate emotional
reactions (e.g. laughing when hearing about sad news).
Furthermore, reasons to be on guard included if the per-
son became expressionless or did not react at all, felt per-
secuted, controlled by voices from outside or believed
they had magical capabilities.

Symptoms and diagnoses were also presented on Face-
book through a Christmas calendar (2016-2017). Each
day, knowledge about one mental health issue was pre-
sented, starting with milder symptoms at day one, and
gradually increasing the level of severity in the signs pre-
sented, e.g. day nine presented hallucinations. An excerpt
from the accompanying text stated: “Hallucinations are
perceptions which aren’t caused by outer sensations”. The
calendar ends with psychosis on day 22—followed by
early intervention and prognosis on day 23 and 24. The
calendar can be interpreted as a gift to the public, com-
prising of knowledge as well as hope portrayed through
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the possibility of improving the prognosis through early
intervention.

In the early ads (1996-1997), knowledge was also seen
as key to breaking down old myths about mental health
services. References to (and pictures from) the movie
“One Flew Over the Cuckoo’s Nest” were, for example,
used to illustrate the stigma and myths surrounding men-
tal health institutions. One of the ads expressed: “A lot
has happened in treatment of mental illness the last dec-
ades, but old myths still endure” (1996) (Additional file 1:
Figure S1).

(Almost) an illness among illnesses

Many ads communicated that severe mental illnesses had
a lot in common with physical illnesses. In this sense, it
was communicated that psychosis has to be understood
and treated in similar ways to physical illnesses. Several
ads explicitly expressed: “Mental illnesses are like other
illnesses..” (1996-1997). Occasionally, ads shed light
on diagnostic labels, for example “bipolar disorder” or
“schizophrenia” (1996-1997). Furthermore, in one of
the ads a metaphor of a particular type of cancer, mela-
noma, was used. This is a type of cancer which the pub-
lic knew little about and, consequently, many died from.
After applying campaigns that raised public awareness
of what to look for, experts were able to save many lives
because people now sought treatment at an earlier stage.
The same rationale seemed to be applied to psychosis,
with the exception that the latter is said to be even more
difficult to detect. As such, public awareness needs to be
raised so that early intervention can be successful.

In the same way as with cancer/melanoma, psycho-
sis was seen as developing in stages. One brochure said,
“We see the psychosis as a process, where the psychotic
breakthrough or breakdown is a stage of the illness’
development” (1999). As such, psychosis appears to be
understood as developing from an early sense of anxi-
ety, with a risk of converting to psychosis if not detected
and treated at an early stage. Timely intervention can,
however, impede this development. For instance, one ad
expressed that: “Psychotic episodes can be prevented”
(2015). In addition, psychosis was in part described as
a breakdown in rationality and meaning, e.g. one of the
signs of psychosis listed in the ads was to “talks and
writes about meaningless things” (1998).

However, some ads had a slightly different twist.
Instead of comparing mental and physical illness, over-
lap between these was highlighted at just one point—the
need for early intervention. For instance, one ad showed
a picture of a bandaged thumb pointing upwards, fol-
lowed by the heading: “At one point, mental illnesses are
just like other illnesses—when the help is provided early
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there is a greater chance of getting healthy” (1997) (Addi-
tional file 2: Figure S2).

Simultaneously, psychosis was also defined as some-
thing different from physical illnesses. For instance, one
ad communicated how psychosis or mental illnesses are
valued differently than physical illness: “Mental illnesses
don’t have the same«status»[as physical illnesses]”
(2000-2001), and the same ad stated: “Still, they’re hard
to talk about” (2000-2001), which seems to point to the
stronger stigma related to mental illnesses.

In addition, it was communicated that psychosis was
seen as something other than physical illness, as there is
a fine line between psychosis and problematic, yet nor-
mal behavior or feelings, e.g. a quote from one ad said:
“That teenagers change is natural. When teenagers
change noticeably over a short period of time- parents
often worry. If teenagers isolate themselves, are silent or
seem depressed, it is natural to be on guard” (2012). As
such, natural emotions and behavior were expressed as
something worrisome if they lasted over a period of time.
Accordingly, signs of illness may also be signs of normal-
ity, as mental illness is more complicated to uncover than
many physical illnesses.

We all have a responsibility

A vital message throughout the information material was
the importance of reducing the duration of untreated
psychosis. Many of the ads emphasized that treatment
is often delayed. This was pointed out in the following
quotation from one of the ads: “One of the biggest prob-
lems in treatment of serious mental illnesses- psychoses-
is that the patients come to treatment too late” (1997).
As a consequence, we all have a responsibility to detect
people with, or at high risk of developing, psychosis, and
help them get in contact with mental health services. By
doing so, they can receive the treatment they need to get
well. In the material, this task was not communicated as
a responsibility only for mental health services. Psycho-
sis, or mental illness, was presented as something that
concerns everyone. In one of the brochures it said, “All
Norwegians know someone with mental health prob-
lems” and “Every 15th Norwegian has a serious mental
illness” (1998). This underlined a personal as well as a
societal responsibility. Both caring for the people who are
affected, as well as saving costs for society were presented
as justification for the broad approach and its urgency
claims. In this line of communication, mental health
is not a private issue, it affects us all—mothers, fathers,
friends and health workers. Everyone has to play a role to
help prevent and alleviate mental health suffering, albeit
with different role instructions. The societal responsibil-
ity was demonstrated through the next two quotations
from one of the ads: “If the sick get help earlier there is a
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greater chance of getting healthy and they need less time
at the hospital” (1998) and “It saves the society money
and the affected will have a better life” (1998).

In our analysis, we developed four subthemes to
summarize how we have a shared responsibility (a) to
respond quickly; (b) to step in; (c) to provide an answer
and (d) to tag along.

a. To respond quickly. Responsible: All It was held forth
as a fundamental problem that those it may concern rarely
contact the mental health services themselves, e.g. as
expressed in the following quotation from one ad: “The
person affected is rarely able to contact a doctor them-
selves. That’s why it’s often someone close to the person
who has to do it. That can feel hard and difficult, but it’s
important to act quickly” (1998). A perpetuating message
was conveyed saying that one should contact early detec-
tion services promptly if symptoms or signs of psychosis
are observed. For instance, several ads used the sentence:
“Seek help as soon as possible, that’s when you have the
greatest chance of getting healthy” (1996-1997). The call
for instant action underscored that it is possible to pre-
vent, relieve or delay the onset of serious mental disor-
ders, and that early treatment will be more effective.

In some ads, psychosis was presented as something that
evolves gradually and almost unnoticeable. In a sense,
it creeps up on you. As a consequence, the ads tell peo-
ple to be on guard, and that there is a need for constant
vigilance. What might seem like normal behavior does
not have to be. This is articulated in one of the ads: “Seri-
ous mental illnesses often begin innocently. The person
affected acts a little strange, but that can be temporary.
It’s the recurrence which signals danger” (1996-1997).

Another way of communicating the need to respond
quickly is to stress the negative consequences of delayed
action. Such effects were illustrated in several ads using
metaphors from children’s songs/plays expressing the
poor outcomes of late responses, e.g. “Snip, snap, snout,
this tale’s told out” (2000). By using single lines from chil-
dren’s songs literally, and thus juxtaposing mental images
of innocent children playing and severe mental health
suffering, the ads employed poignant rhetorical strategies
toward immediate action. Another example of possible
negative consequences if people do not respond quickly
can be found in an ad presenting a picture of domino
tiles that have begun falling. Once the domino tiles have
started to topple over, one thing leads to another in a
downward spiral. Both images stressed the need for early
detection and treatment, as well as the need for public
awareness and response (Additional file 3: Figure S3).

b. To step in. Responsible: all This is closely related to
the previous subtheme. However, while the former refers
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to the need for understanding what one observes, being
vigilant regarding signs of mental illness and swift action
when such signs are observed, this subtheme assigns the
responsibility to act even in ways you would not normally
do in regards to another person’s health. This seemed to
indicate that some young adults being at risk or suffering
from psychosis are hesitant to contact services and some-
times even refuse, thus others need to cross boundaries
they otherwise would not to step in. For example, one of
the ads stated: “That’s when it’s important that others take
responsibility and seek help” (2000). A central message in
the ads is that people have a moral obligation as citizens
to step in. This is illustrated through the following quota-
tion from one of the ads: “If you know somebody who is
affected by mental health problems, do as you would with
other illnesses, contact a doctor, psychologist or the emer-
gency room (ER) if you need advice” (1996-1997).

In many ads, this responsibility is more directly placed
on people’s close relatives. For example, one ad stated:
“This year many will worry about friends and fam-
ily developing mental health problems... make sure the
worry passes as soon as possible (2000). In this way, the
commitment to take action is placed on the reader. As
such, the messages conveyed through this strategy seem
to suggest that one should go further than one ordinar-
ily would with a young adult. One possible implication of
this strategy is that many with mental illnesses are unable
to take proper care of themselves, needing others to step
in and make good choices for them. The legitimization
for this breach of autonomy boundaries seems related to
the images presented with regard to the roles of the suf-
fering person and the responsible other.

Attention seems to be given to the importance of early
intervention and that people around should step in, while
the person’s own preferences at this stage are secondary.
To lower the limit for contacting the services anonymous
calls was presented as an option, e.g. from one of the ads:
“You can get help in order to help... call TIPS, feel free to
do it anonymously..” (1998) (Additional file 4: Figure S4).

c. To provide an answer. Responsible: the mental health
professionals Most of the ads described the ED team
as a resource to the problems concerning youth at risk of
developing a severe mental illness, as such the services
readiness to help and to provide proper treatment and/
or advice was highlighted. This was illustrated through
the following quotation found in one of the brochures:
“Everyone has specialized education/training and knows
what should be done when a mental illness is developing”
(1999). In the same way as with physical illness, mental
health professionals seem to be regarded as experts who
can provide knowledge. E.g. from one of the brochures:
“We have created a brochure which talks about mental ill-
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nesses, what it is and how they are treated” (1999). This
expert position was particularly emphasized in the early
ads (1996-1999), for example it was said that: “.. we will
give a true picture of today’s options’, or in one of the bro-
chures: “The patients get help quickly and are offered the
help that is considered the best” (1999). Moreover, it was
expressed that mental health issues can be severe and that
people should take them seriously. One of the ads under-
scored that several hundred people have already called
and received help and advice (1998). Accordingly, it was
communicated that the early detection and intervention
services are successful in their mission and that people
can count on them. In some ads and brochures, photos
and professional titles seemed to serve as a way of putting
a face to mental health workers (1996-1999) (Additional
file 5: Figure S5).

d. To tag along. Responsible: patients An indirect mes-
sage expressed in the ads was that people with, or at risk
of developing, psychosis should seek help and follow pro-
fessional advice. It was underlined that if someone feels
uneasy or confused, they should contact health profes-
sionals. In one ad they say: “When you feel like something
is wrong, you go to the doctor” (1996-1997). As such,
their own interpretations or meaning-making capabilities
were toned down, especially in the early ads (1996-1999).
The main responsibility of the patient is therefore to go
along with the treatment offered by professionals when in
crisis and extreme distress, in order to get well and be able
to continue on with their lives (Additional file 6: Figure
S6).

The mental health professionals are not able to provide
appropriate help unless patients share detailed informa-
tion about their problems, as expressed in one ad: “We
need your help to get where we want” (1996-1997). If
potential patients (or others around them) do not contact
the services and tell them about their afflictions, there is,
in fact, nothing the mental health services can do. In this
way, responsibility was also given to the patient.

In some of the later ads, home visits were proposed as
an option. Here, mental health services are stepping out
of their territory and into the context of people’s every-
day life. Moreover, the language seemed less authoritative
as the importance of following the professionals’ advice
is toned down. A quotation from one of the Facebook
ads illustrates this: “If you experience that challenges are
larger than what can be solved in a confidential conversa-
tion you can ask us for help” (2017).

Insiders’ reflections on the findings

A tentative report of the outsiders’ findings was sent to
J.O.J., L]. and S.D. from TIPS to obtain the insiders” per-
spectives and viewpoints on the findings. This provided
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us with an opportunity to utilize elements of discourse
while maintaining multiple perspectives. Involving the
researchers from TIPS in this process, helped clarify the
intentions behind the data material, and it became clear
that the outsiders’ interpretation of the material at times
diverged from TIPS purpose and plan.

For example, the outsiders interpreted the message
that psychosis is an illness in line with physical illnesses.
However, the insiders wanted to underscore the same
need for early intervention in mental illnesses as in physi-
cal illnesses. The insiders stressed that they did not have a
“strict/traditional bio-medical” understanding, but rather
a dimensional understanding of psychosis (a process,
developing in stages). They also pointed out that they
wanted to tone down the significance of genes or heritage
as important causal factors of psychosis.

Secondly, the insiders stressed the need to consider the
context when understanding the information material.
E.g. in relation to the subtheme “to respond quickly’, they
underscored that the mental health system in 1996/1997,
before TIPS initiated low threshold and easy access, had
been less accessible to people. Therefore, it was vital to
change people’s attitudes towards the system by point-
ing out that they were welcome to seek help—which was
a totally new signal from the mental health services at
that time. They further pointed out that the outsiders’
understanding about negative consequences (e.g. dom-
ino) of not responding promptly differed from the insid-
ers’ conception of psychosis as gradually developing in
stages—and intervention could hinder worsening at any
stage—not just the first. It should also be noted that at
that time, psychosis (schizophrenia) was seen as an ill-
ness without hope of recovery.

A third remark was related to the subtheme “To step
in” The insiders pointed out that sometimes people
lacked insight into their own condition/situation, mean-
ing it could be unethical not to act against someone’s will.
Finally, the outsiders’ depiction of mental health profes-
sionals’ expert position in the subtheme “To provide an
answer” was incongruent with the insiders’ aspiration to
convey hope and readiness to help.

Discussion and implications

In this study, we studied a broad sample of TIPS Stavan-
ger’s information campaigns, ranging over a period of
22 years, to explore the meaning content, roles and actors
built into information campaigns targeting help-seeking
in first episode psychosis. Our analysis resulted in three
main themes: (1) Knowledge is key, (2) (Almost) an ill-
ness among illnesses, and (3) We all have a responsibil-
ity, with the last theme comprising four subthemes: (a)
to respond quickly (all), (b) to step in (all), to provide an
answer (mental health professionals), and, to tag along
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(patients). Our findings and research process shed light
on several conflicts within the data material, and the sig-
nificance of perspective and context for understanding
and interpretation. We believe these tensions represent
common dilemmas in the broader field of mental health.
On the one side, mental health professionals clearly
hold important expert knowledge that needs to be put
to use for the benefit of people suffering from psycho-
sis. At the same time, the mental health system aims to
develop collaborative practices that involve more egali-
tarian services [42]. How then, does one go along to com-
bine practices based on dialogue, in which the patient
is also involved in decisions about his or her treatment,
when the use of professional knowledge, often involve
evidence-based knowledge and standardized treatment?
And, how could an integration of these two perspectives
be better reflected in information campaigns to promote
help-seeking?

The expert position
ED services represent an important step forward when
it comes to providing prompt care for people who expe-
rience first-episode psychosis [8]. ED services vary in
content, but often they combine medical treatment
with psychotherapy and family interventions, thus rep-
resenting a distancing from the traditional ways of
understanding mental health issues based on strictly
medical approaches [43]. However, as shown in the
theme “knowledge is key’, professional knowledge has
played, and still plays, a central role within ED services.
The strategy of distributing knowledge about mental
health services and symptoms of serious mental illness to
the general population has been documented as success-
ful in influencing help-seeking behavior as TIPS reduced
DUP from a median of 26 weeks to 4 weeks [7, 9].
However, the dilemma we face in providing this kind
of information as part of ED efforts is that it rests on
an underlying assumption that potentially contradicts
the competing interest of user involvement and col-
laborative practice. If information is the answer, lack
of information or adequate knowledge (mental health
literacy) must be the problem. Adequate knowledge
in this regard, seems to be understood as professional,
evidence-based knowledge. As such, experience-based
knowledge held by people with lived experiences of
mental health issues is not presented as an important
part. For information to be effective in altering help-
seeking behavior, health care workers then must con-
struct an expert position—as providers of answers/
solutions through their professional knowledge (and
as part of a mental health system). Although the
expert positioning was toned down in the later ads,
our findings show that primacy was given to focusing
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on signs and symptoms, based on professional knowl-
edge, indicating the recipients’ need for specific action
(help-seeking). This way of providing information may
enable people to make more rational choices about
their health. Yet, a dilemma still emerges between how
to express professional knowledge from such a position
and simultaneously convey a belief in the importance of
people having faith that they will be able to handle their
own lives.

Moreover, by utilizing such a strategy actors involved
are assigned rather distinct roles. In discursive
approaches, roles can be understood as constructed
through language and social interaction [44]. We have
focused on how the roles have been constructed through
the language (including pictures) used in the information
material, and how this can be understood in the context
of mental health services. As shown in the subtheme
“to provide an answer’, mental health professionals can
be regarded as experts holding the answers. As pointed
out in “Insiders reflection on the findings’, the research-
ers with an insider perspective did not regard themselves
as experts, their primary intention had been to commu-
nicate their willingness to help and provide hope. The
outsiders’ interpretation of the data, however, was that
such a position was established by e.g. portraying mental
health workers as being specially trained and competent
to act appropriately when mental illness was about to
develop. The outsiders understood potential patient, on
the other hand, to be positioned in rather passive roles as
followers of the professionals’ advice. Again, this diverged
from the insiders aim to contribute to people’s active
engagement in their own health behavior.

These positions may partly be understood in light of the
traditional understanding within mental health services,
that psychotic patients often lack insight into their illness
[45]. Research indicates that denial of being mentally ill
is particularly evident in patients with first-episode psy-
chosis [46]. In a qualitative study involving professionals
and patients, Solbjer, Rise, Westerlund and Steinsbekk
[47] found that lack of insight was one of the factors
that made participation difficult. This concept has, how-
ever, been critiqued for being limited by the validity of
the diagnosis [45], which, in turn, can be regarded as an
inaccurate measure and highly dependent on the clini-
cians subjective assessment [48, 49]. Furthermore, insight
is not a straightforward concept as it means different
things to different people. On one side of a continuum,
the patient may be expected to accept having a mental ill-
ness, and on the other side, it is expected that the patient
become aware that something has gone wrong in his or
her life [50, 51]. With only one part possessing the power
to define this the starting-point for dialogue and shared
decisions making becomes compromised.
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However, new role constellations which embrace both
professional and lived experience knowledge are emerg-
ing within mental health services. Collaborative prac-
tices which emphasize shared decision-making and focus
on individual’s goals and life circumstances have shown
promising outcomes for engagement, particularly for
groups such as young adults with first-episode psychosis
[52]. Implementing such models involves working with
competing beliefs, values, power balancing and relational
competencies [42]. Applying methods based on co-pro-
ductive principles in designing information campaign
messages, could contribute to present potential patients
in more active roles in future information campaigns.

Making it clear, but not simplistic
Another dilemma following the provision of evidence-
based knowledge about psychosis is how to express clear
messages about the nature of psychosis when several dif-
ferent ways of understanding and explanatory models
exist side by side. In fact, the understanding of psychosis
ranges from psychosis as a chemical imbalance or brain
disease to psychosocial explanation models, emphasiz-
ing the role of contextual factors such as stress, trauma,
poverty, racism, sexism, etc. [53]. Accordingly, formulat-
ing clear, but not simplistic messages, about such a com-
plex matter appears as a demanding task. As our findings
showed in “(Almost) an illness like other illnesses’, the
diversity of interpretations are also reflected in the infor-
mation material. Different ways of looking at psychosis
are likely to impact the role of the involved actors. The
outsiders’ interpretation was that psychosis was partly
portrayed as comparable to physical illness. This seems
to communicate that psychosis is something that one
should not be ashamed of, and in the same way as with
physical illnesses—the victim is not to blame [54]. The
effects on reducing stigma by stressing that psychosis is
an illness like other illnesses have later been questioned
[55, 56]. A literature review concluded that this strategy
raised public fear as well as social distance towards peo-
ple with psychosis [55]. However, there is some support
that less stigma is perceived when applying descriptions
of specific experiences, e.g. voice-hearing, as opposed to
labeling diagnoses such as ‘schizophrenia’ [57]. The latter
has been found to increase negative beliefs and attitudes
in the general public [58], and research also indicates that
diagnostic labelling negatively affects self-stigma [59].
Moreover, applying an illness-focus in information
campaigns can be understood as placing the patient in a
‘sick’ role, which does not acquire much effort from the
patient. Thus, the patient’s own actions are not regarded
as an important part of treatment beyond seeking help.
As pointed out under ‘Insiders reflection on the findings;,
this understanding was not in line with what the insiders
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intended to convey. The insiders did not intend to base
their description of psychosis on a medical understand-
ing. Their intention had been to stress similarity to physi-
cal illnesses at just one point, namely—the same need for
early interventions. However, the outsiders understood
the illness-focus to be more pervasive. As a consequence
of comparing psychosis with illness, passive roles risked
being established on behalf of patients. As pointed out in
the sub-theme “to tag along’; the patient’s main task then
is to follow expert advice. This message does not match
the knowledge we have of lived experiences of people
with first-episode psychosis who were in contact with ED
services which stressed the significance of self-efficacy
[14].

In addition, our findings showed that psychosis can
also be communicated as something dissimilar to physi-
cal illnesses. Psychosis was for example portrayed as a
process that develops in stages. As such, the underlying
understanding seems to be that psychosis is a result of
several factors (biological, psychological and social)—
the amount of stressors combined with the individual’s
vulnerability (stress-vulnerability model) causes devel-
opment of psychosis, or for some very few, a psychotic
disorder [25]. By portraying psychosis as a process, the
similarities with physical illnesses seem to be toned
down (although some physical illnesses are understood
to develop in similar ways)—and other aspects of psycho-
sis were communicated. In this sense, psychosis may be
viewed as an integrated part of the person, as opposed
to some kind of ‘entity’ that just needs to be medicated
away. Thus, people’s own meaning making processes and
actions have a more central place in treatment as their
faith is not only in the professionals’ [60].

This latter way to convey psychosis, points to more
active roles for potential patients, which may be a more
befitting way to present psychosis in information cam-
paigns than focusing heavily on signs and symptoms. As
such, there might be something to learn from approaches
which put patients in more assertive roles, such as e.g.
peer support. Peer support is generally described as a
model for promoting wellness, focusing on strengths
and positive aspects of people as opposed to an illness
model focusing on symptoms and problems [61, 62].
Peer support is already one of the approaches utilized in
early intervention services [63]. Although it was not very
prominent in the information material, peer support is
also included in TIPS intervention program. Within a
mental health services context, peers may participate in
mutual support groups where they can share common
experiences (peer-to-peer support). Peers that have come
further in their recovery processes may, however, be
employed by the services (peer staff support) so that they
can use their lived experiences to contribute positively by
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engaging people and serving as a bridge between patients
and staff [62, 64—66]. Drawing more on knowledge-by-
experience in information campaigns could provide a
more nuanced picture of what psychosis is, and insight
into important aspects to convey in information cam-
paigns in order to reach the target groups. Additionally,
elements of ‘peer staff support’ approaches might be uti-
lized as ways of informing campaign designers of what
people with lived experience of psychosis find to be help-
ful messages in this regard.

We all have a responsibility

In the theme “we all have a responsibility”, the outsiders
in the analytical team found that psychosis was portrayed
as something that should not be considered an individ-
ual concern alone, thus, the societal responsibility was
emphasized. The societal level is not normally a level in
which the mental health services operate on, at least not
related to treatment of psychosis. By putting psychosis on
the agenda, as TIPS did through the multi-targeted infor-
mation campaigns, the mental health services became a
visible actor in the community. The broad strategy was
based on studies of available literature at the time they
started, and such multi-targeted and repetitive cam-
paigns are still regarded as effective in altering behavior
[67].

Moreover, the findings showed that people in general
were encouraged to take action as delayed help-seeking
is considered a serious problem in treatment for first-epi-
sode psychosis. For example, TIPS stated: “We need your
help..”” This inviting tone represents something unusual
coming from the mental health services, as these services
have not traditionally been very assertive in asking for
assistance from outsiders. People surrounding the young
adults were told to be on alert and ready to step in when
a close one or somebody else was in need of help. Hence,
the primary roles of people around the one that struggles
can be seen as helpers of the mental health system. As
such, family members or school teachers, GPs or others
who had concerns on behalf of a young adult were asked
to step in and contact the services if needed. By apply-
ing such an action-focus, TIPS goes further than some
of the other mental health information campaigns, e.g.
“Depression: Let’s talk” [68]. In addition, TIPS has estab-
lished an accessible ED-team who are ready to answer
phone calls and offer help at short notice. However, the
encouragement to step in and contact the services may
raise ethical considerations for people around a person
who struggles if the person does not agree. In this regard,
the insiders pointed out that it may also be considered
unethical not to take action if the person does not real-
ize that he or she is in need of help. Moreover, meeting
such an action-oriented service may also be perceived as
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what people surrounding young adults who struggle need
[69]. However, the roles applied to people in general in
TIPS information campaigns seemed—from the outsid-
ers’ point of view, primarily limited to serving as helpers
for the mental health system. In this sense, the constel-
lation of constructed roles in the information campaigns
seem to sustain the conventional roles within the mental
health system and between the system and its surround-
ings. As such, information campaigns could be improved
by conveying more explicitly the importance of actors
outside the mental health system—not only as helpers of
the system, but also as support systems for the potential
patients.

More specifically, research shows that families play a
vital role in help-seeking related to psychosis [70-72] Yet,
studies also show that family members often attribute
early psychotic symptoms to ‘normal’ adolescent behav-
iors [73], temperament, drug use, or physical illnesses
[74, 75]. Similarly, stigma towards mental health services
seems to partly explain delayed help-seeking [76-78]. A
meta-synthesis of qualitative studies also reported that
family members often exposed feelings of despair and
fear towards mental health services, combined with a
general feeling of hopelessness [79]. This implicates that
information directed at a rational level might be insuf-
ficient. Thus, the potential of direct future information
campaigns also toward emotional aspects should be
explored. Additionally, to make information campaigns
more appropriate to different target groups in the sur-
roundings (e.g. parents, teachers, or social workers),
piloting of how different messages are perceived by vari-
ous target groups, could be a way to make the informa-
tion campaigns more relevant for its different receivers.

Methodological considerations

The present study draws on material developed within
one program over a period of more than two decades.
Thus, a strength is that it sheds light on shifting historical
and social perspectives of how to present information for
the public.

Also, as evident from the divergence in perspectives
between the insider and outsider perspectives on the
material, a narrative discourse analysis does not estab-
lish intentions. Rather, the promise of such methodology
is to describe how meaning is created and transported
between different actors and roles in a social system,
as a basis for constructive discussions. We consider it a
strength that we could include both perspectives in the
presentation of the findings. The different positions as
insiders and outsiders to the data material, provided us
with proximity and distance that necessarily impacted
the interpretations. However, it also became clear that
the perceptions of insiders and outsiders were not always
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congruent. As such, we tried to make our different posi-
tions a transparent discursive element in the discussion.

Furthermore, these divergent perceptions underscore
that the interpretations made by the analytical team were
undoubtedly colored by the lenses of socially oriented
researchers with particular interest in collaborative prac-
tice. By applying such an interpretative approach based
on constructive epistemology, it was not our intention
to reveal an objective truth—but to discuss the con-
structions in light of contextual information about the
services.

However, a limitation is that we did not have access to
any representatives from the information campaigns’ tar-
get groups. Another limitation is that most quotes and
pictures applied in the themes are retrieved from the
early ads and brochures. They were chosen as they were
the most distinct examples of the themes we found. It is
also a limitation that our sample did not include all the
various types of information provided by TIPS, such as
radio programs, video clips, or dialogue-based education
for youths and meetings with high school counselors,
which could have provided a more nuanced picture.

Conclusion

This is, to the best of our knowledge, the first study
exploring the meaning content in information cam-
paigns related to first-episode psychosis. A broad sam-
ple of information material made up the basis for our
narrative discourse analysis. We interpreted that three
main discourses were built in the material. First, pro-
fessional knowledge was conveyed as key to promote
help-seeking behavior. Second, psychosis was mainly
presented within an illness model. Third, psychosis was
conveyed as a concern for the wider society. In addition,
we focused on the constructed roles and actors that we
interpreted these campaigns conveyed. Professionals
were usually presented in expert positions, while poten-
tial patients seemed to play rather passive roles as receiv-
ers of help, people in the surroundings were conveyed as
helpers of the mental health system. The positioning of
roles pointed to several dilemmas in the mental health
services: How can we integrate apparently conflicting
views between evidence-based professional knowledge
and subjective knowledge obtained through lived expe-
riences? How do we combine a symptom- and illness
focus with the expression of belief in the persons own
resources? How do we provide knowledge about psy-
chosis when there is no consensus on what it is or what
causes it? And, how can we combine the expression of a
need for social responsibility with limited role construc-
tions that seem to maintain status quo in the relationship
between the mental health services and its surroundings?
These are the questions that were raised and discussed
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based on our findings. We did not intend to provide final
answers, but rather contribute to discussion by putting
meaning content and discourses on the map. We have,
however, tentatively pointed to several ways in which
information campaigns within the context of ED services
for young adults with first-episode psychosis could be
advanced (Additional files 7, 8).

Additional files

Additional file 1: Figure S1. MYTH AND REALITY.
Additional file 2: Figure S2. THUMBS UP.
Additional file 3: Figure S3. DOMINO.

Additional file 4: Figure S4. PHONE.

Additional file 5: Figure S5. TIPS TEAMS.
Additional file 6: Figure S6. EXPERT AND PATIENT.

Additional file 7. Data material part 1. Overview over data used in the
analysis.

Additional file 8. Data material part 2. Overview over data used in the
analysis.

Abbreviations

DUP: duration of untreated psychosis; TIPS-2: Early Treatment and Interven-
tion in Psychosis Study; ED: early detection; TIPS-study: the Scandinavian early
intervention in psychosis; TIPS: early identification and treatment of psychosis;
GP: general practitioner.

Acknowledgements
Not applicable.

Authors’ contributions

HH, JOJ and SD collected the data; IJ related the study to early intervention
literature; JOJ and IJ provided scientific overview over the field of informa-
tion campaigns; HH, SHS, CM and MV analyzed the data. HH wrote a report in
collaboration with SHS, CM and MV; all authors commented and contributed
to the final concept development. All authors read and approved the final
manuscript.

Funding
Not applicable.

Availability of data and materials
Data material are available by request to the corresponding author: hege.
hansen@hvl.no.

Ethics approval and consent to participate

The project did not need consent to participate or formal ethical approval
according to national standards in Norway as data consisted of information
material available to the public or to mental health workers and did not
contain sensitive information.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
! Department of Welfare and Participation, Western Norway University
of Applied Sciences, Postbox 7030, 5020 Bergen, Norway. > Department


https://doi.org/10.1186/s13033-019-0289-4
https://doi.org/10.1186/s13033-019-0289-4
https://doi.org/10.1186/s13033-019-0289-4
https://doi.org/10.1186/s13033-019-0289-4
https://doi.org/10.1186/s13033-019-0289-4
https://doi.org/10.1186/s13033-019-0289-4
https://doi.org/10.1186/s13033-019-0289-4
https://doi.org/10.1186/s13033-019-0289-4

Hansen et al. Int J Ment Health Syst (2019) 13:32

of Clinical Psychology, University of Bergen, Bergen, Norway. > Department

of Psychiatry, District General Hospital of Farde, Farde, Norway. 4 TIPS-Network

for Clinical Research in Psychosis, Stavanger University Hospital, Stavanger,
Norway. > Network for Medical Sciences, Faculty of Health, University of Sta-
vanger, Stavanger, Norway.

Received: 15 February 2019 Accepted: 30 April 2019
Published online: 09 May 2019

References

1. Garety PA, Kuipers E, Fowler D, Freeman D, Bebbington PE. A cogni-
tive model of the positive symptoms of psychosis. Psychol Med.
2001;31:189-95.

2. Menezes NM, Arenovich T, Zipursky RB. A systematic review of lon-
gitudinal outcome studies of first-episode psychosis. Psychol Med.
2006;36(10):349-1362. https://doi.org/10.1017/50033291706007951.

3. Murru A, Carpiniello B. Duration of untreated illness as a key to early inter-

vention in schizophrenia: a review. Neurosci Lett. 2018;16(669):59-67.
https://doi.org/10.1016/j.neulet.2016.10.003.

4. Hegelstad WTV, Larsen TK, Auestad B, Evensen J, Haahr U, Joa |, et al.
Long-term follow-up of the TIPS early detection in psychosis study:
effects on 10-year outcome. Am J Psychiatry. 2012;169(4):374-80.

5. Henry LP, Amminger GP, Harris MG, Yue HP, Harrigan SM, Prosser AL, et al.
The EPPIC follow-up study of first-episode psychosis: longer-term clinical
and functional outcome 7 years after index admission. J Clin Psychiatry.

2010;71:716-28.

6. Perkins DO, Gu H, Boteva K, Lieberman JA. Relationship between duration
of untreated psychosis in first-episode schizophrenia: a critical review and

meta-analysis. Am J Psychiatry. 2005;162:1785-804.

7. Johannessen JO, McGlashan T, Larsen TK, Hodneland M, Joa I, Mardal
S, et al. Early detection strategies for untreated first-episode psychosis.
Shizophr Res. 2001;51:39-46.

8. McGorry PD. Early intervention in psychosis. Obvious, effective, overdue.
J Nerv Ment Dis. 2015;203(5):310-8. https://doi.org/10.1097/nmd.00000

00000000284

9. LarsenTK, McGlashan T, Johannessen JO, Friis S, Guldberg C, Haarh
U, et al. Shortened duration of untreated first episode of psychosis:
changes in patient characteristics at treatment. Am J Psychiatry.
2001;158(11):1917-9.

10. Johannessen JO, Larsen TK, Joa |, Melle |, Friis S, Opjordsmoen S, et al.

Pathways to care for first-episode psychosis in an early detection health-

care sector. Br J Psychiatry. 2005;187(48):24-8.

11. Hafner H, Maurer K, Loffler W, van der Heiden W, Hambrecht M, Schultze-

Lutter F. Modeling the early course of schizophrenia. Schizophr Bull.
2003;29(2):325-40.
12. Kamens SR, Davidson L, Hyun E, Jones N, Morawski JG, Kurtz MM, et al.

The duration of untreated psychosis: a phenomenological study. Psycho-

sis. 2018. https://doi.org/10.1080/17522439.2018.1524924.
13. Griffiths R, Mansell W, Edge D, Tai S. Sources of distress in first-episode

psychosis: a systematic review and qualitative metasynthesis. Qual Health

Res. 2019;29:107-23. https://doi.org/10.1177/10497323187905441049
732318790544.

14. Hansen H, Stige SH, Davidson L, Moltu C, Veseth M. How do people expe-

rience early intervention services for psychosis? A Meta-Synthesis. Qual

Health Res. 2018;28(2):259-72. https://doi.org/10.1177/104973231773508

0.
15. Tindall RM, Simmons MB, Allott K, Hamilton BE. Essential ingredients of

engagement when working alongside people after their first episode of
psychosis: a qualitative meta-synthesis. Early Interv Psychiatry. 2018. https

://doi.org/10.1111/eip.12566.

16. Bay N, Bjgrnestad J, Johannessen JO, Larsen TK, Joa I. Obstacles to care
in first-episode psychosis patients with a long duration of untreated
psychosis. Early Interv Psychiatry. 2014;10:71-6.

17. Corcoran C, Gerson R, Sills-Shahar R, Nickou C, McGlashan T, Malaspina D.
Trajectory to a first episode of psychosis: a qualitative research study with

families. Early Interv Psychiatry. 2007;1:308-15.

18. Thornicroft G. Stigma and discrimination limit access to mental health
care. Epidemiol Psychiatr Sci. 2008;17(1):14-9. https://doi.org/10.1017/
$1121189x00002621.

20.

21.

22.

23.

24.

25.

26.

27.
28.

29.

30.
31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

Page 13 of 14

. Gronholm P, Thornicroft G, Laurens K, Evans-Lacko S. Mental health-

related stigma and pathways to care for people at risk of psychotic disor-
ders or experiencing first-episode psychosis: a systematic review. Psychol
Med. 2017;47(11):1867-79. https://doi.org/10.1017/50033291717000344.
Jorm AF. Mental health literacy. Public knowledge and beliefs about
mental disorders. Br J Psychiatry. 2000;177:396-401.

Jorm AF. Mental health literacy. Empowering the community to take
action for better mental health. Am Psychol. 2012;67(3):231-43. https
://doi.org/10.1037/a0025957.

Joa |, Johannessen JO, Larsen TK, McGlashan T. Information campaigns:
10 years of experience in the early Treatment and Intervention in Psy-
chosis (TIPS) Study. Psychiatr Ann. 2008. https://doi.org/10.3928/00485
713-20080801-06.

Joa |, Johannessen JO, Auestad B, Friis S, McGlashan T, Mele |, et al.

The key to reducing duration of untreated first psychosis: information
campaigns. Schizophr Bull. 2008;34(3):466-72. https://doi.org/10.1093/
schbul/sbm095.

Lloyd-Evans B, Crosby M, Stockton S, Pilling S, Hobbs L, Hinton M,

et al. Initiatives to shorten duration of untreated psychosis: systematic
review. Br J Psychiatry. 2011;198:256-63. https://doi.org/10.1192/bjp.
bp.109.075622.

Read J, Dillon J. Models of madness. Psychological, social and biologi-
cal approaches to psychosis. 2nd ed. New York: Routledge; 2013.
Geekie J, Read J. Making sense of madness. Contesting the meaning of
Schizophrenia. East Sussex: Routledge; 2009.

Edwards D, Potter J. Discursive psychology. London: Sage; 1992.
Wetherell M. Positioning and interpretative repertoires: conversation
and post-structuralism in dialogue. Discourse Soc. 1998;9:431-56.
Wetherell M. A step too far: discursive psychology, linguistic ethnogra-
phy and questions of identity. J Soc. 2007;11(5):661-81.

Bruner JS. Act of meaning. Cambridge: Harvard University Press; 1990.
Polkinghorne DE. Narrative configuration in qualitative analysis. Int J
Qual Stud Educ. 1995;8:5-23.

Riessman CK. Narrative methods for the human sciences. Thousand
Oaks: Sage Publications; 2008.

Billig M, Condor S, Edwards D, Gane M, Middleton D, Radley A. Ideo-
logical dilemmas: a social psychology of everyday thinking. London:
Sage; 1988.

Wertz FJ, Charmaz K, McMullen LM, Josselson R, Anderson R, McSpad-
den E. Five ways of doing qualitative analysis. Phenomenological
psychology, grounded theory, discourse analysis, narrative research,
and intuitive inquiry. New York: The Guilford Press; 2011.

Lawless M, Augoustinos M, LeCouteur A."Your Brain Matters”issues of
risk and responsibility in online dementia prevention information. Qual
Health Res. 2017. https://doi.org/10.1177/1049732317732962.

Sarbin TR. The narrative as a root metaphor for psychology. In: Sarbin
TR, editor. Narrative psychology: the storied nature of human conduct.
Westport: Praeger Publishers/Greenwood Publishing Group; 1986. p.
3-21.

Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77-101.

Binder PE, Holgersen H, Moltu C. Staying close and reflexive: an explora-
tive and reflexive approach to qualitative research on psychotherapy.
Nord Psychol. 2012;64(2):103-17. https://doi.org/10.1080/19012
276.2012.726815.

Finlay L. Reflexivity: a practical guide for researchers in health and social
sciences. Hoboken: Wiley Online Library; 2003.

Veseth M, Binder PE, Borg M, Davidson L. Collaborating to stay open and
aware: service user involvement in mental health research as an aid in
reflexivity. Nord Psychol. 2017,69:256-63. https://doi.org/10.1080/19012
276.2017.1282324.

Melle |, Larsen TK, Haahr U, Friis S, Johannessen JO, Opjordsmoen S, et al.
Reducing the duration of untreated first-episode psychosis: effects on
clinical presentation. Arch Gen Psychiatry. 2004,61:141-50.

Ness O, Borg M, Semb R, Karlsson B."Walking alongside:” collaborative
practices in mental health and substance use care. Int J Ment Health Syst.
2014. https://doi.org/10.1186/1752-4458-8-55.

Malla AK, Norman R, Joober R. First-episode psychosis, early inter-
vention, and outcome: what have we learned? Can J Psychiatry.
2005;50(14):881-91.


https://doi.org/10.1017/S0033291706007951
https://doi.org/10.1016/j.neulet.2016.10.003
https://doi.org/10.1097/nmd.0000000000000284
https://doi.org/10.1097/nmd.0000000000000284
https://doi.org/10.1080/17522439.2018.1524924
https://doi.org/10.1177/10497323187905441049732318790544
https://doi.org/10.1177/10497323187905441049732318790544
https://doi.org/10.1177/1049732317735080
https://doi.org/10.1177/1049732317735080
https://doi.org/10.1111/eip.12566
https://doi.org/10.1111/eip.12566
https://doi.org/10.1017/s1121189x00002621
https://doi.org/10.1017/s1121189x00002621
https://doi.org/10.1017/S0033291717000344
https://doi.org/10.1037/a0025957
https://doi.org/10.1037/a0025957
https://doi.org/10.3928/00485713-20080801-06
https://doi.org/10.3928/00485713-20080801-06
https://doi.org/10.1093/schbul/sbm095
https://doi.org/10.1093/schbul/sbm095
https://doi.org/10.1192/bjp.bp.109.075622
https://doi.org/10.1192/bjp.bp.109.075622
https://doi.org/10.1177/1049732317732962
https://doi.org/10.1080/19012276.2012.726815
https://doi.org/10.1080/19012276.2012.726815
https://doi.org/10.1080/19012276.2017.1282324
https://doi.org/10.1080/19012276.2017.1282324
https://doi.org/10.1186/1752-4458-8-55

Hansen et al. Int J Ment Health Syst (2019) 13:32

44,

45.

46.

47.

48.

49.

50.

51

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

Harré R, van Langenhove L. Varieties of positioning. J Theory Soc Behav.
1991,21(4):393-407.

Tranulius C, Freudenreich O, Park L. Narrative insight: rethinking insight
in psychosis. Int J Cult Ment Health. 2009;2(1):16-28. https://doi.
0rg/10.1080/17542860802560363.

Thompson KN, McGorry PD, Harrigan SM. Reduced awareness of illness in
first-episode psychosis. Compr Psychiatry. 2001;42:498-503. https://doi.
0rg/10.1053/comp.2001.27900.

Solbjer M, Rise MB, Westerlund H, Steinsbekk A. Patient participation in
mental healthcare: when is it difficult? A qualitative study of users and
providers in a mental health hospital in Norway. Int J Soc Psychiatry.
2001;59(2):107-13. https://doi.org/10.1177/0020764011423464.
Tranulius C, Corin E, Kirmayer LJ. Insight and psychosis: comparing

the perspectives of patient, entourage and clinician. Int J Soc Psychol.
2008;54(3):225-41. https//doi.org/10.1177/0020764008088860.

Veen ND, Selten JP, Schols D, Laan W, Hoek HW, van Der Tweel |, et al.
Diagnostic stability in a Dutch psychosis incident cohort. Br J Psychiatry.
2004;185:460-4.

Davidson L, Tondora J, Lawless MS, O'Connell MJ, Rowe M. A practical
guide to recovery-oriented practice: tools for transforming mental health
care. Oxford: Oxford University Press; 2009.

Veseth M, Stige SH, Binder PE. Medicine and meaning. How experi-
enced therapists describe the role of medication in recovery processes
in bipolar disorder. Couns Psychother Res. 2019;19:66-74. https://doi.
org/10.1002/capr.12193.

Dixon LB, Holoshitz Y, Nossels I. Treatment engagement of individu-

als experiencing mental illness: review and update. World Psychiatry.
2016;15(1):13-20. https://doi.org/10.1002/wps.2030.

Read J, Mosher L, Bentall R.’Schizophrenia'is not an illness. In: Read J,
Dillon J, editors. Models of madness. Psychological, social and biological
approaches to psychosis. New York: Routledge; 2013. p. 3-8.

Read J, Haslam N, Magliano L. Prejudice, stigma and ‘schizophrenia”: the
role of bio-genetic ideology. In: Read J, Dillon J, editors. Models of mad-
ness. Psychological, social and biological approaches to psychosis. New
York: Routledge; 2013. p. 157-77.

Read J, Haslam N, Sayce L, Davies E. Prejudice and schizophrenia: a review
of the ‘mental illness is an iliness like any other’approach. Acta Psychiatr
Scand. 2006;114:303-18.

Wood L, Burke E, Byrne R, Pyle M, Chapman N, Morrison A. Stigma in
psychosis: a thematic synthesis of current qualitative evidence. Psychosis.
2015;7(2):152-65. https://doi.org/10.1080/17522439.2014.926561.
Kingston D, Moghaddam NG, Dawson DL. How do differential explana-
tions of voice-hearing influence attributions and behavioral intentions
towards voice-hearers? Psychiatry Res. 2016;237:208-21. https://doi.
0rg/10.1016/j.psychres.2016.01.039.

Imhoff R. Zeroing in on the effects of schizophrenia label on stigmatizing
attitudes: a large scale study. Schizophr Bull. 2016;42(2):456-63. https.//
doi.org/10.1093/schbul/sbv137.

Brohan E, Elgie R, Sartorius N, Thorhicroft G. Self-stigma, empower-
ment, and perceived discrimination among people with schizophrenia
in 14 European countries: the GAMIAN-Europe study. Schizophr Res.
2010;122(1-3):232-8.

Mariott MR, Thompson AR, Cockshutt G, Rowse G. Narrative insight in
psychosis: The relationship with spiritual and religious explanatory frame-
works. Br Psychol Soc. 2018. https://doi.org/10.1111/papt.12178.

Mead S. Defining peer support; 2003. http://chrysm-associates.co.uk/
images/SMeadDefiningPeerSupport.pdf. Accessed 20 Nov 2018.

Repper J, Carter T. A review of the literature on peer support in

mental health services. J Ment Health. 2011;20(4):392-411. https://doi.
0rg/10.3109/09638237.2011.583947.

Page 14 of 14

63. SaleT, Raymaker D, Rija M, Gould V, Wall C, Melton R. Mitigating early loss
of community participation in early psychosis services: state of the sci-
ence series. Pathways RTC; 2018. https://www.pathwaysrtc.pdx.edu/pdf/
state-of-the-science-articles-2018-easa.pdf. Accessed 20 Nov 2018.

64. Davidson L, Chinman M, Kloos B, Weingarten R, Stayner D, Tebes JK. Peer
support among individuals with severe mental illness: a review of the
evidence. Clin Psychol Sci Pract. 1999;6:165-87.

65. Solomon P. Peer support/peer provided services underlying processes,
benefits and critical ingredients. Psychiatr Rehabil J. 2004;27(4):392-401.

66. Davidson L, Bellamy C, Guy K, Miller R. Peer support among persons with
severe mental ilinesses: a review of evidence and experience. World
Psychiatry. 2012;11(2):123-8.

67. Heijnders M, van der Mejj S. The fight against stigma: an overview of
stigma-reduction strategies and interventions. Psychol Health Med.
2007;11(3):353-63. https://doi.org/10.1080/13548500600595327.

68. WHO. Depression: let’s talk. 2017. https://www.who.int/mental_health/
management/depression/en/. Accessed 26 Nov 2018.

69. SinJ, Moone N, Wellman N. Developing services for the carers of young
adults with early-onset psychosis—Ilistening to their experiences and
needs. J Psychiatr Ment Health Nurs. 2005;12:589-97.

70. Archie S, Akhtar-Danesh N, Norman R, Malla A, Roy P, Zipursky RB. Ethnic
diversity and pathways to care for a first episode of psychosis in Ontario.
Schizophr Bull. 2010;36:688-701.

71. DelVecchioV, Luciano M, Sampogna G, De Rosa C, Giacco D, Tarricone
I, et al. The role of relatives in pathways to care of patients with a first
episode of psychosis. Int J Soc Psychiatry. 2015;61(7):631-7. https://doi.
org/10.1177/0020764014568129.

72. Connor C, Greenfield S, Lester H, Channa S, Palmer C, Barker C, et al.
Seeking help for first-episode psychosis: a family narrative. Early Interv
Psychiatry. 2016;19(4):334-45. https://doi.org/10.1111/eip.12177.

73. Brunet K, Birchwood M, Lester H, Thornhill K. Delays in mental
health services and duration of untreated psychosis. Psychiatry Bull.
2007;31:408-10.

74. Chien VH, Compton MT. The impact of mode of onset of psychosis on
pathways to care in a hospitalized, predominantly African-American, first-
episode sample. Early Interv Psychiatry. 2008;2:73-9.

75. Green B, Young R, Kavanagh D. Cannabis use and misuse prevalence
among people with psychosis. Br J Psychiatry. 2005;187:306—13. https.//
doi.org/10.1192/bjp.187.4.306.

76. Franz L, CarterT, Leiner AS, Bergner E, Thompson NJ, Compton MT.
Stigma and treatment delay in first-episode psychosis: a grounded
theory study. Early Interv Psychiatry. 2010;4:47-56. https://doi.org/10.111
1/j.1751-7893.2008.00061 X.

77. Gerlinger G, Hauser M, de Hert M, Lacluyse K, Wampers M, Correll CU. Per-
sonal stigma in schizophrenia spectrum disorders: a systematic review of
prevalence rates, correlates, impact and interventions. World Psychiatry.
2013;12:155-64.

78. Griffiths KM, Carron-Arthur B, Parsons A, Reid R. Effectiveness of programs
for reducing the stigma associated with mental disorders. A meta-analy-
sis of randomized controlled trials. World Psychiatry. 2014;13:161-75.

79. Cairns VA, Reid GS, Murray C. Family members’ experience of seeking help
for first-episode psychosis on behalf of a loved one: a meta- synthesis of
qualitative research. Early Interv Psychiatry. 2015;9:185-99. https://doi.
org/10.1111/eip.12157.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations


https://doi.org/10.1080/17542860802560363
https://doi.org/10.1080/17542860802560363
https://doi.org/10.1053/comp.2001.27900
https://doi.org/10.1053/comp.2001.27900
https://doi.org/10.1177/0020764011423464
https://doi.org/10.1177/0020764008088860
https://doi.org/10.1002/capr.12193
https://doi.org/10.1002/capr.12193
https://doi.org/10.1002/wps.2030
https://doi.org/10.1080/17522439.2014.926561
https://doi.org/10.1016/j.psychres.2016.01.039
https://doi.org/10.1016/j.psychres.2016.01.039
https://doi.org/10.1093/schbul/sbv137
https://doi.org/10.1093/schbul/sbv137
https://doi.org/10.1111/papt.12178
http://chrysm-associates.co.uk/images/SMeadDefiningPeerSupport.pdf
http://chrysm-associates.co.uk/images/SMeadDefiningPeerSupport.pdf
https://doi.org/10.3109/09638237.2011.583947
https://doi.org/10.3109/09638237.2011.583947
https://www.pathwaysrtc.pdx.edu/pdf/state-of-the-science-articles-2018-easa.pdf
https://www.pathwaysrtc.pdx.edu/pdf/state-of-the-science-articles-2018-easa.pdf
https://doi.org/10.1080/13548500600595327
https://www.who.int/mental_health/management/depression/en/
https://www.who.int/mental_health/management/depression/en/
https://doi.org/10.1177/0020764014568129
https://doi.org/10.1177/0020764014568129
https://doi.org/10.1111/eip.12177
https://doi.org/10.1192/bjp.187.4.306
https://doi.org/10.1192/bjp.187.4.306
https://doi.org/10.1111/j.1751-7893.2008.00061.x
https://doi.org/10.1111/j.1751-7893.2008.00061.x
https://doi.org/10.1111/eip.12157
https://doi.org/10.1111/eip.12157

	“We all have a responsibility”: a narrative discourse analysis of an information campaign targeting help-seeking in first episode psychosis
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Methods
	Settings for the present study
	Data material and data collection
	Researchers
	Data analysis

	Results
	Differentiated target group communications and changes over time
	Themes
	Knowledge is key
	(Almost) an illness among illnesses
	We all have a responsibility
	a. To respond quickly. Responsible: All 
	b. To step in. Responsible: all 
	c. To provide an answer. Responsible: the mental health professionals 
	d. To tag along. Responsible: patients 


	Insiders’ reflections on the findings

	Discussion and implications
	The expert position
	Making it clear, but not simplistic
	We all have a responsibility
	Methodological considerations

	Conclusion
	Acknowledgements
	References




