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Abstract 

People experiencing psychosis identify intimate relationships as integral to their well-being and 

recovery. However, psychiatric symptoms, cognitive deficits, and stigma experienced in early 

psychosis may disrupt the formation and maintenance of these relationships. Although early 

psychosis intervention (EPI) programs are effective at improving symptomatic and functional 

outcomes, issues related to intimacy and sexuality are often overlooked, receiving little clinical 

or academic focus. The objective of the current dissertation was to explore how functioning in 

intimate, sexual, and romantic relationships are related to symptoms and impairment experienced 

in early psychosis, and how these areas of life are conceptualized as part of recovery. In Chapter 

2, data from qualitative interviews highlight how people with early psychosis navigate and derive 

meaning in areas relating to intimacy, romance, and sexuality in their lives. Across four themes, 

participants described their experiences and aspirations, and reflect on the value of addressing 

these topics in EPI programs as important aspects of recovery. Chapter 3 presents data examining 

differences between early psychosis and control participants on measures related to intimacy, 

romance, and sexuality. Results demonstrate that individuals with early psychosis report more 

negative outcomes related to social, romantic, and sexual functioning, and that these areas are 

often insufficiently addressed in healthcare settings. Chapter 4, data are presented that show that 

individuals with psychosis demonstrate greater impairment on a novel task assessing social 

cognition specific to sexual and romantic interactions. Performance on this novel task was 

associated with romantic and sexual functioning above and beyond the effects of psychiatric 

symptoms, cognition, or traditional measures of social cognition. These findings inform a sparse 

literature base on intimacy, romance, and sexuality in early psychosis, highlight the value of 

addressing these topics in EPI programs, and support their role in recovery from psychosis.  
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Chapter 1 

General Introduction  

1.1 Early Psychosis and Psychotic Disorders 

The term “psychosis” refers to a condition in which an individual has difficulty 

distinguishing reality from their internal experience. An episode of psychosis is typically 

characterized by positive symptoms (e.g., delusions and/or hallucinations), disorganized speech, 

grossly disorganized or abnormal motor behaviour (e.g., catatonia), and negative symptoms (e.g., 

alogia, anhedonia, flattened affect; American Psychiatric Association, 2013). Together, these 

symptoms cause marked distress and functional impairment. The most recognizable psychotic 

disorders are schizophrenia-spectrum disorders (e.g., schizophrenia, schizoaffective disorder, 

delusional disorder). However, psychosis, which is not a formal diagnosis in and of itself, is a 

condition that can occur during the course of other clinical disorders, such as major depressive 

disorder and bipolar disorder (Goes et al., 2007). As such, an experience of psychosis can be 

transdiagnostic. 

The typical onset for a first episode of psychosis is between the ages of 16 and 35 (Liu et 

al., 2013), but can occur even earlier in adolescence and childhood (Schulz et al., 1998; Hollis, 

2000). Impairments across several behavioural domains often emerge gradually in those who 

later develop psychosis, and may be present for weeks, months, or even years before the onset of 

psychotic symptoms (Owen et al., 2011). This initial phase of psychosis, known as the prodrome, 

may involve less apparent symptoms, such as reduced concentration and attention, social 

withdrawal, anxiety, or depressed mood (Yung & McGorry, 1996). The first psychotic episode 



2 
 

that follows is characterized by more severe symptoms and greater functional decline that 

dramatically interferes with a person’s quality of life (Lasalvia et al., 2014).  

1.2 Functional Impairment and Predictors of Social Functioning in Psychosis  

Psychotic disorders are associated with frequent relapses, increased mortality, cognitive 

deficits, and impairment across functional domains, such as vocational functioning, adaptive and 

everyday functioning, and social functioning (Emsley et al., 2013; Robinson et al., 1999; Saha et 

al., 2007; Świtaj et al., 2012). In early psychosis, symptom onset during the critical 

developmental periods of adolescence and early adulthood can interrupt one’s ability to develop 

the skills needed to integrate socially and vocationally, as well as delay key markers of the 

transition to adulthood, including financial and residential independence, educational attainment, 

and involvement in romantic and sexual relationships (Roy et al., 2013). Functional impairment 

poses a significant barrier to recovery from psychosis, often persisting even after symptom 

remission (Harvey & Strassnig, 2012 Hegarty et al., 1994). Research attempting to address this 

gap in treatment success has pointed to cognitive deficits as the largest predictor of most 

dimensions of everyday functioning (Bowie & Harvey, 2005), and has identified the persistence 

of negative symptoms as contributing factors to functional impairment (Mitra et al., 2016). 

In schizophrenia, cognitive impairment is recognized as a ubiquitous and defining feature 

of the illness (Heinrichs & Zakzanis, 1998; Bowie & Harvey, 2005; Fioravanti et al., 2012; 

American Psychiatric Association, 2013). Cognitive deficits in attention, verbal fluency, working 

and verbal memory, processing speed, and executive functioning are persistent throughout the 

illness course and are often observed in the prodromal period, even prior to the first episode of 

psychosis (Bowie & Harvey, 2005; Fusar-Poli et al., 2012; Aas et al., 2014; Bora & Murray, 

2014). Improvements in cognitive functioning via targeted interventions (e.g., cognitive 
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remediation or cognitive training) are successful at improving vocational and everyday 

functioning (McGurk et al., 2007; Twamley et al., 2003; Wexler & Bell, 2005). However, while 

neuropsychological domains are robust predictors of functional impairment in several domains 

(e.g., community activities, activities of daily living, work skills), this relationship is less 

consistent when exploring predictors of interpersonal and social competence (McClure et al., 

2007; Bowie et al., 2008; Laes & Sponheim, 2006). 

To better understand predictors of social functioning specifically, researchers have 

explored social cognition as a more proximal predictor of social functioning and social 

impairment. Social cognition refers to the set of cognitive processes that contribute to the 

accurate identification and interpretation of the thoughts, beliefs, and intentions of others in 

social situations (Couture et al., 2006). These processes assist individuals in navigating complex 

social interactions, recognizing social cues, and guiding socially appropriate behaviours (Savla et 

al., 2012). Social cues are often subtle, requiring attention to nuanced facial expressions and 

slight changes in body language. Furthermore, there are a large number of implicit social rules, 

norms, and expectations that apply across different social settings (Harvey & Penn, 2010). Green 

and colleagues (2008) have identified five domains of importance within social cognition: 1) 

emotion perception; 2) social perception; 3) social knowledge; 4) theory of mind; and 5) 

attributional styles and biases. 

Social cognition has been found to account for greater variance in functioning compared 

to neurocognition (Pijnenborg et al., 2009). Social cognition and negative symptoms have been 

found to account for approximately a third of the variance in social competence, and these three 

variables together account for a third of the variance in social functioning (Kalin et al., 2015). In 

particular, theory of mind has been found to be a stronger predictor of social and community 
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functioning than neurocognition (Fett et al., 2011; Roncone et al., 2002). Theory of mind, which 

refers to the ability to reason about the intentions and beliefs of others, has been consistently 

found to be impaired in people with schizophrenia, including among those whose acute 

symptoms of psychosis have remitted (Bora & Pentelis, 2013; Sprong et al., 2007). Deficits in 

theory of mind are also present in early-episode psychosis (Betrand et al., 2007; Kettle et al., 

2008). As such, theory of mind appears to be a specific component of social cognition that is 

related to real-world social functioning.  

Social functioning deficits interfere with one’s ability to engage socially in educational or 

vocational activities, build and maintain friendships, and develop intimate relationships. For 

many people with psychosis, these types of social relationships play a significant role in their 

mental health recovery. Understanding deficits in social cognition and social functioning is 

thereby crucial for informing the development of interventions that may support individuals with 

psychosis in developing and maintaining supportive social relationships.  

1.3 The Role of Social Relationships in Recovery 

Social support and relationships have been found to be a facilitator of recovery for people 

with severe mental illnesses, and are associated with improvements in mental health, life 

satisfaction, and coping ability (Mizock et al., 2019; Boucher et al., 2016). For individuals with 

early psychosis, higher levels of social support are related to lower levels of positive symptoms 

and fewer hospitalizations at a three-year follow-up (Norman et al., 2005) and predict better 

psychological well-being (Uzenoff et al., 2010). These gains extend to other areas of life as well, 

as people with psychosis who are supported by friends and family are more likely to be 

employed and to have better self-care (Evert et al., 2003). There also appears to be a unique role 

of friendships, rather than familial relationships, as sources of support, with friendship networks 
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and more frequent interaction with friends being associated with clinical recovery over a two-

year period, while interaction with family members was not significant as a predictor of recovery 

(Bjornestad et al., 2017).  

Unfortunately, individuals with psychosis tend to experience a reduction in social 

networks and social support in the prodrome and first-episode phases of illness (Gayer-Anderson 

et al., 2013). The lack of intimate, social, or relational connections has been shown to be related 

to stigma and a lack of empowerment, which is associated with depression, and, in turn, poor 

quality of life (Sibitz et al., 2011). Loneliness, described as a subjective discrepancy between a 

person’s idealized and actual social relationships, is associated with negative mental health 

outcomes (e.g., depression, suicidality, anxiety), perceived discrimination, and internalized 

stigma (Alasmawi et al., 2020; Lim et al, 2018). In one study, loneliness was identified as a 

predictor of symptom severity, affective symptoms, self-rated recovery, and health-related 

quality of life over time (Wang et al., 2020).  Loneliness has been identified as a significant 

barrier to recovery that is rarely addressed in the treatment of other cognitive, emotional, and 

social difficulties associated with psychosis (Badcock et al., 2020). One study reported the 

prevalence of loneliness among individuals with psychotic disorders as up to 75%, and even 

higher among those with comorbid depression and psychosis (94%; Badcock et al., 2020). 

Elevated loneliness is also common in the first episode and even prodromal stages of psychosis, 

leading some researchers to hypothesize that it may be associated with the later development of 

psychotic symptoms, such as paranoia, heightened threat sensitivity, and negative symptoms 

(Badcock et al., 2020). This notion has been supported by other research finding that reduced 

social networks are associated with increase loneliness, negative self-perception, and low self-

worth, leading to increased anxiety and paranoia (McGuire et al., 2020; Świtaj et al., 2015). 
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Interestingly, there is only a weak correlation between social isolation and subjective experience 

of loneliness, suggesting that simply having more social contacts (the focus of many social skills 

trainings and interventions) is insufficient to see improvements in outcomes; rather, 

improvements require more intimacy and subjective interpersonal connectedness (Badcock et al., 

2020). 

1.3.1 Intimate and Romantic Relationships  

Regardless of diagnostic status, relationships are a source of emotional and physical 

intimacy. Close relationships are associated with improvements in mental health symptoms, life 

satisfaction, coping abilities, and overall quality of life (Boucher et al., 2016; McGuire et al., 

2020; Mizock et al., 2019). While close relationships with family are valued in recovery, people 

with psychosis often cite the attainment of friendships and intimate relationships as more 

associated with their subjective ideas of recovery (Bjornestad et al., 2017; Windell et al., 2012). 

An intimate relationship is defined as one in which two partners express and share their feelings, 

thoughts, and experiences, both verbally and nonverbally, in order to learn more about 

themselves and each other (Reis & Shaver, 1988). Intimacy involves self-disclosure, which refers 

to communicating information about oneself, and responsiveness, which refers to a partner 

reacting to the self-disclosure, ideally with understanding, care, and validation (Reis & Shaver, 

1988). Through repeating this process, an intimate relationship may develop. In one study, over 

70% of respondents spontaneously identified romantic relationships, intimacy, and sexual 

activity as influential in their recovery (Boucher et al., 2016). For people with psychosis, 

romantic relationships have been associated with reduced positive and negative symptoms of 

psychosis (White et al., 2021a). Married individuals with schizophrenia have been shown to have 

fewer hospitalizations and more successful community integration than unmarried or divorced 
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individuals, as well as higher self-image, self-confidence, and sense of normalcy (Doron et al., 

2014). Findings suggest that romantic relationships may be a protective factor related to mental 

health outcomes. 

The sensitive periods of adolescence and young adulthood, during which psychosis 

typically firsts manifests, are also critical for consolidating secure relational internal working 

models and unlearning insecure internal working models. Adolescents may begin to turn to peers 

rather than parents to fulfill attachment needs, with friendships laying the foundation for later 

intimate relationships by promoting the development of social and emotional competence 

(Nickerson & Nagle, 2005). Dating relationships during this time are often of significant 

importance in the lives on young people, and are involved in the development of identity, 

independence, and autonomy (Redmond et al., 2010). The sense of social belonging created 

through these relationships is a need shared universally, and deficits in one’s ability to pursue and 

maintain meaningful relationships represent a threat to general health and well-being 

(Baumeister & Leary, 1995). For young people whose psychotic symptoms developed during this 

critical period, difficulties with clinical symptoms and social functioning may pose substantial 

barriers to the development and maintenance of romantic relationships. The subsequent lack of 

intimate relationships may result in social isolation, fear, loneliness, and sadness (de Jager et al., 

2017), contributing to poor prognoses and delays in achieving recovery goals. Findings from this 

limited area of research indicate that single relationship status in is associated with lower quality 

of life and poorer prognosis among individuals with psychosis (de Jager & McCann, 2017). For 

those in relationships, these relationships tend to be rated as lower in intimacy, commitment, and 

passion compared to a normative control group (Doron et al., 2014).  



8 
 

1.3.2 Sexuality and Sexual Relationships 

Research on sex and sexuality in psychotic disorders has typically taken a narrow focus 

on sexual dysfunction, risk factors, and vulnerability (Boucher et al., 2016). Overall, between 70-

85% of people with schizophrenia report sexual dysfunction, compared to 35-50% of the general 

population (Harley et al., 2010; Van Sant et al., 2012). Sexual dysfunction is reported early in the 

illness course, and is experienced by up to 50% of individuals at ultra-high risk for psychosis and 

65% of individuals with first episode psychosis (Marques et al., 2012). Notably, sexual 

dysfunction is higher among those at high risk who subsequently developed psychosis compared 

to those who did not (Marques et al., 2012).  

Existing research being disproportionately focused on sexual function and dysfunction is 

in contradiction with well-established conceptualizations of sexuality. According to the World 

Health Organization (2006), sexuality is “a central aspect of being human that encompasses sex, 

gender identities and roles, sexual orientation, eroticism, pleasure, intimacy, and reproduction.” 

While sexuality can be expressed physically through sexual activity, it is also recognized to be 

experienced and expressed in thoughts, fantasies, desires, beliefs, attitudes, values, practices, 

roles, and relationships (WHO, 2006). This definition recognizes the interaction of 

psychological, social, economic, political, cultural, legal, historical, religious, and spiritual 

factors in the expressed and experience of sexuality. Limited research in psychotic disorders has 

explored other aspects of sexuality outside of sexual functioning, such as sexual satisfaction, 

desire, attitudes, motivation, and self-efficacy. This represents a failure to acknowledge that 

having fulfilling sexual and/or intimate relationships is a fundamental need that can directly 

enhance one’s quality of life (McCann et al., 2019). For many people with schizophrenia, 

sexuality is integrated into their sense of self, just as it is for their unaffected peers (Volman & 
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Landeen, 2007). Despite experiencing higher rates of sexual dysfunction, people with psychosis 

report desires for intimacy and sexual activity equivalent to their unaffected peers (Barker & 

Vigod, 2020; Huguelet et al., 2015; McCann, 2010a). However, they report less frequent sexual 

activity, lower sexual satisfaction, and lower sexual self-esteem (Huguelet et al., 2015; McCann, 

2010a). Compared to 15% of the general population, 64% of people with psychosis report 

dissatisfaction with their sex life (de Jager et al., 2018). In fact, in one sample of 1404 patients 

with psychotic disorders, satisfaction with one’s sex life was significantly lower than satisfaction 

in any other life domain, including mental health (Laxhman et al., 2017). People with greater 

sexual self-esteem and perceived importance of sexual activity are more likely to be sexually 

active (Bonfils et al., 2015). Conversely, feelings of sexual worthlessness were found to decrease 

social functioning and thereby reduce opportunities for sexual engagement, creating a negative 

cycle of withdrawal (de Jager & McCann, 2017). 

1.4 Barriers to Intimate, Romantic, and Sexual Relationships in Early Psychosis  

Individuals with psychosis face considerable barriers to the development and 

maintenance of intimate, romantic, and sexual relationships. Symptoms and impairments 

associated with psychosis, such as medication side effects, mental health symptoms, stigma, self-

esteem, cognitive deficits, and social functioning impairments, may directly and uniquely impact 

one’s ability to initiate and engage in intimate, romantic, and sexual relationships (de Jager et al., 

2017; Padgett et al., 2008; Van Sant et al., 2012). Frequent hospitalizations, challenges with 

independent living, and fears and anxiety about relationships all may also interfere with the 

trajectory and success of a relationship (Barker & Vigod, 2020).  

Deficits in social cognition and social functioning are widely recognized to affect the 

initiation of dating and romantic relationships (Van Sant et al., 2012; Padgett et al., 2008). 
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Navigating intimate, romantic, and sexual encounters requires identifying, interpreting, and 

acting on specific behavioural and social cues, as well as incorporating contextual information 

and knowledge of specific social and sexual scripts (Hall, 2016). Sexual problems in psychosis 

have been hypothesized to be tied to social impairments and deficits in social functioning 

(Verhulst & Schneidman, 1981). Often, family members and mental health support staff make up 

the majority of the social networks of people with psychosis (Harley et al., 2012; McGuire et al., 

2020), resulting in limited social networks and a lack of opportunity to meet prospective 

partners. Relationships may also become oriented around the person’s mental illness, thus 

maintaining the role of “being ill” and associated stigma and lack of autonomy. The lack of 

reliable and positive social relationships may contribute to chronically unmet belongingness 

needs which negatively influences a person’s health and well-being. 

Stigma has emerged as a central barrier for people with psychosis seeking intimate 

relationships. This experience is predominant among young people with psychosis, who report 

experiences of stigma within relationships, messages that they are undesirable partners or unable 

to choose their partners, and internalized self-stigma regarding their perceptions of themselves as 

partners (Elkington et al., 2013). These greater stigmatizing experiences also reduce positive 

sexual experiences (Bonfils et al., 2015). Self-stigma is associated with lower self-esteem, 

withdrawal, depression, and hopelessness (Segalovich et al., 2013), as well as poorer 

neurocognitive functioning (Chan et al., 2019). Notably, internalized stigma may be more of a 

barrier to engagement with relationships than external stigma; Cechnicki and colleagues (2011) 

found that while 27% of individuals with psychosis experienced discrimination in intimate 

relationships, up to 60% of people anticipated experiencing discrimination. This anticipated 

discrimination may also lead people to stop seeking close relationships (Lasalvia et al., 2014).  
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Regarding barriers to sexual functioning, research has demonstrated that antipsychotic 

medication can cause sexual dysfunction in several domains (e.g., arousal, orgasm; for a review 

see Kelly & Conley, 2004). Importantly, sexual dysfunction in psychotic disorders is not limited 

to its relationship with antipsychotic medication. In one study, non-medicated men with first-

episode psychosis experienced significantly more sexual dysfunction than healthy controls, 

which was associated with a longer duration of untreated psychosis and more severe negative 

and depressive symptoms (Sabry et al., 2017). These findings are consistent with past research 

that has hypothesized that depressive and negative symptoms, such as anhedonia and impaired 

anticipatory pleasure, are closely related to sexual dysfunction (Barker & Vigod, 2020; Fan et al., 

2007) and sexual satisfaction (Laxhman et al., 2017). More severe psychotic symptoms have also 

been associated with higher sexual dysfunction and dissatisfaction (McMillan et al., 2017). These 

findings highlight the prevalence of sexual dysfunction even among drug-naïve patients, 

suggesting that sexual dysfunction is related to aspects of the illness outside of solely 

antipsychotic medication.  

Health and mental health conditions that are commonly comorbid with psychosis and 

schizophrenia, such as diabetes, obesity, substance abuse, or depression, all may impact romantic 

and sexual functioning to some degree (Barker & Vigod, 2020). Many of these conditions may 

be indirectly associated due to their effect on self-esteem, confidence, and body image (de Jager 

et al., 2018). For men, unmet sexual needs were associated with medication side effects, social 

stigma, social skills deficits, psychiatric symptoms, and low sexual self-esteem (de Jager et al., 

2018). Other obstacles to meeting one’s sexual needs included lack of sexual education, stigma, 

low self-esteem, and barriers to safe sex (McCann, 2010b).  
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In summary, although fulfilling and satisfying intimate, romantic, and sexual 

relationships are associated with well-being and recovery for people experiencing psychosis, 

individuals face various clinical, social, and functional barriers to the attainment of these 

relationships. Addressing these barriers in treatment represents an opportunity to bolster the 

interpersonal skills and relationships of young people experiencing psychosis, thereby promoting 

positive outcomes associated with recovery. 

1.5 Early Psychosis Intervention and Recovery from Psychosis 

Early psychosis intervention (EPI) programs have been developed as a response to 

research that has identified early intervention as critical to symptomatic and functional recovery 

for individuals with psychosis. EPI programs have demonstrated promising effectiveness for 

symptom reduction, improving outcomes, and reducing relapse in early psychosis (Catts et al., 

2010; Malla et al., 2005; Marshall & Rathbone, 2011). Since specific diagnoses are unclear in the 

context of a psychotic episode, programs that specialize in early psychosis intervention are 

necessarily transdiagnostic, non-specific, and multidimensional. The rise in popularity of these 

programs reflects the growing recognition of the strengths of practical preventative strategies and 

systematic early delivery of treatments, and a shift away from the historical perspective that 

symptoms experienced in first episode psychosis are untreatable or irreversible. Indeed, although 

early views of schizophrenia and other psychotic disorders held that these illnesses had 

inevitably poor prognoses and declines in functioning, recent research has demonstrated that the 

course of these illnesses is much more malleable and heterogenous (McGorry et al., 2008).  

Just as treatment for schizophrenia and other psychotic disorders has shifted from illness 

management to the treatment of symptoms, recent paradigmatic shifts have also reshaped the 

concept of “recovery” from severe mental illnesses such as schizophrenia. In clinical psychiatric 
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research, conceptualizations of recovery often prioritize indicators of recovery that are perceived 

as objective and quantifiable, such as housing, employment, an absence or alleviation of 

symptoms, or a return to premorbid levels of functioning (Davidson, 2003). In contrast, 

definitions of recovery from those with lived experience of psychosis emphasize acceptance, 

hope, belongingness, and sense of self. For instance, Deegan (1988, p. 5) draws upon her lived 

experience of schizophrenia to state that “recovery refers to the lived or real-life experience of 

persons as they accept and overcome the challenge of the disability”. A review of personal 

accounts of recovery by Davidson (2003) emphasizes the individual nature of recovery as being 

different across each person, but also highlights common aspects of the recovery process, such as 

overcoming stigma, renewing hope, resuming control and responsibility for one’s life, exercising 

one’s citizenship, managing symptoms, being supported by others, and being involved in 

meaningful activities and expanded social roles. Recent research that centers the voices of people 

with lived experience of psychosis has emphasized the importance of individuals’ subjective 

recovery, as defined as the ability to live a full and meaningful life in the community of one’s 

own choosing, despite limitations imposed by psychiatric illness (Van Sant et al., 2012). 

Recovery-based approaches focus on self-determination, inclusion, and reclaiming a meaningful 

life (Van Sant et al., 2012). Factors including hope, courage, belongingness, and a renewed sense 

of self are seen as central to an individual’s subjective recovery (Davidson, 2003). For some, 

recovery may be closely tied to symptom remission or vocational rehabilitation. For others, 

however, recovery may be more closely tied to one’s personal sense of identity and potential to 

influence their own lives and futures (Lysaker, 2012).  

Intimacy, as an expression of humanity, is, for many people, closely tied to perceptions of 

recovery and living a meaningful life. When exploring client perspectives of recovery from 
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psychosis, patients in EPI programs have also identified that the scope of these programs 

neglects several key areas that are important for their subjective recovery, namely: 1) intimate 

and/or romantic relationships; and 2) sexuality and sexual functioning. People with psychosis 

consistently report that treatment approaches addressing both personal relationships and sexual 

needs are unsatisfactory, particularly because of the pathologizing of their sexual behaviour or 

devaluation of their sexual needs (Kelly & Conley, 2004; Östman & Björkman, 2013; Van Sant 

et al., 2012). Patients in EPI programs describe “personal relationships” as one of the most 

salient unmet needs in treatment (Kelly & Conley, 2004), and report being overlooked by 

clinicians as having sexual needs (Östman & Björkman, 2013). In one study, despite up to 90% 

of patients expressing needs related to both sexual expression and intimacy, only 43% of 

clinicians recognized intimacy as a need for their patients, and only 10% recognized sexual 

expression as a need (McCann, 2010b). In another, results showed that up to two-thirds of 

psychiatrists do not enquire about sexual dysfunction, and only 17% feel competent assessing 

sexual dysfunction, despite 88% recognizing its importance to their patients (Nnaji & Friedman, 

2008). Even in early research on sexuality in psychotic disorders, recommendations were being 

made to ensure that clinicians are aware of sexual issues and encouraged to inquire about sexual 

side effects of medication, sexual activity, and safe-sex practices (Assalian et al., 2000). 

However, these areas remain a peripheral focus in early psychosis treatment – if they are 

discussed at all. The fact that many clinicians avoid this topic may contribute to the 

stigmatization that people with early psychosis face in many of these important interpersonal 

areas (Huguelet et al., 2015). 
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1.6 Addressing Intimacy, Romance, and Sexuality in Healthcare Settings 

Intimate, romantic, and sexual relationships have never been at the forefront of 

conversations about recovery from psychosis. To understand the present-day failure of healthcare 

programs to adequately address the intimate needs of people with psychosis, one must look to the 

past. Since some of the earliest conceptualizations of schizophrenia, eugenicist ideologies have 

permeated healthcare discussions, with Kraepelin stating that “Lomer has… proposed a heroic 

prophylactic measure bilateral castration as early as possible, but scarcely anyone will be found 

who will have the courage to follow him”, and Bleuler writing, “Lomer and von Rohe have again 

recommended castration, which, of course, is of no benefit for the patients themselves. However, 

it is to be hoped that sterilization will soon be employed on a larger scale… for eugenic reasons” 

(Kraepelin [1913] and Bleuler [1911], cited in Read & Dillon, 2013). The eugenics movement 

advocated by some of the early “experts” in schizophrenia was made into legislation in 1933, 

when Germany by law allowed for the compulsory sterilization of individuals with schizophrenia 

and “manic-depressive psychosis”; similar laws allowing for the sterilization of individuals 

deemed “insane” followed in Norway, Denmark, Finland, the United States, and Canada (Read 

& Dillon, 2013). The disproportionate sterilization of individuals with schizophrenia was 

attributed, by some, to the belief that schizophrenia was genetically inherited (Torrey & Yolken, 

2010), and thus served to prevent these individuals from procreating or passing on their genes.  

Though the vast majority of present-day psychiatrists and psychologists strongly 

condemn the eugenicist movement, people with severe mental illnesses face enduring barriers to 

sexual expression and to the pursuit of intimate and romantic relationships. Many of the same 

ideas that were present in the eugenics movement have persisted into the 21st century, such as 

discouraging those with schizophrenia and their relatives from reproducing due to fears of 
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passing on the illness, or encouraging genetic counselling (Hodgkinson et al., 2001, cited in Read 

& Dillon, 2013). However, on a global scale, sexual rights are recognized as human rights, and 

the achievement of sexual health and sexual well-being requires an environment that affirms and 

promotes privacy, sexual-determination, non-discrimination, and access to comprehensive 

information about sexuality and quality sexual health care (Kismödi et al., 2017). Despite these 

promising shifts in the provision of appropriate sexual health care, the effects of a history of 

dehumanization, injustice, trivialization, and silence reverberate to the present day through 

ongoing stigmatization and entrenched biases about the sociosexual lives of people with severe 

mental illness. It is abundantly clear that intimacy and sexuality are highly valued by people with 

psychosis, yet these topics are still rarely discussed within clinical settings (Huggins et al., 2008; 

Quinn et al., 2011a; Raja & Azzoni, 2003).  

Past research has identified several barriers that clinicians face when addressing sexual 

needs with their patients. These include concerns about being professionally compromised when 

discussing sexuality with clients of a different gender/sex (van Anders, 2015), concerns that these 

conversations are not appropriate, fear that these conversations could lead to increased risk for 

patients, and having a perceived lack of competency in addressing sexuality with their clients 

(Quinn et al., 2011a; Quinn et al., 2011b; Southall & Combes, 2020). Many mental health 

clinicians also hold the view that sexuality is a “peripheral issue” in their client interactions, 

citing various reasons, including that sexuality is hard or embarrassing to talk about, infrequently 

brought up by clients, or not part of their skill set (Urry et al., 2019). Clinicians may also hold 

the belief that a lack of sexual drive or motivation is not worth addressing in primary care due to 

other issues (e.g., psychotic symptoms) being more pressing. In general, psychologists and 

psychiatrists report insufficient training in sexuality, limited time to address sexual concerns, and 
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discomfort in discussing sexuality with their clients (Urry et al., 2019). This hesitancy is present 

across diverse groups of mental health clinicians, creating a diffusion of responsibility that 

ultimately neglects client sexual issues and concerns. In fact, some research has found that 

mental health nurses both do not include aspects of sexuality in their work, but also inadvertently 

engage in strategies to silence discussions of sexuality in clinical encounters (Quinn et al., 2011a; 

Higgins et al., 2008). These findings are also in direct contrast to research with patients who 

desire to discuss a range of issues related to sexuality and intimacy, and who find these 

conversations constructive and informative (McCann et al., 2019).  

Certainly, a subset of people experiencing psychosis may not feel comfortable bringing 

up sexual or intimate issues with their primary care clinicians. However, this number has been 

found to be relatively small. In a recent study, only 22% of patients reported that they would be 

fully embarrassed to bring up their sexuality with their psychiatrist (Huguelet et al., 2015). In 

fact, as early as 1997, studies identified that most patients were willing to address issues related 

to sexuality with their healthcare providers (Lewis & Scott, 1997). People with schizophrenia are 

able to communicate their sexual relationship needs, suggesting that this is not one of the barriers 

to addressing sexuality in primary care settings (McCann, 2010b). Discussions surrounding 

issues related to sexuality and intimacy are often welcomed by mental health service users when 

initiated by their clinicians.  

It is important to distinguish whether the lack of attention to issues of sexuality and 

intimacy are related to true client needs and outcomes, or if they are more a result of clinician 

stereotypes, fears, and stigma, which may unintentionally impede a client’s treatment. Though 

early psychosis programs are undeniably effective at substantially improving outcomes in 

psychosis and should be commended for their positive impact on the lives of individuals 
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experiencing psychosis, it is also necessary to continue to challenge and improve current 

conceptualizations of psychosis treatment and standards of practice. This ensures that the 

interventions being offered are consistent with clients’ personal goals for their own recovery. 

1.7 Qualitative and Mixed-Methods Approaches  

Despite more expansive and inclusive definitions of recovery, there are ongoing 

limitations to how these facets of recovery are measured in clinical research. As Davidson points 

out, even in 2003, our knowledge of recovery from schizophrenia was limited, in part due to 

lingering beliefs about the inability of people with schizophrenia to recover, but also in part due 

to our inability as researchers to ask appropriate questions about recovery. Davidson (2003) 

highlights this in a quote by Estroff: 

The challenge for researchers is to develop methods and principles that reflect accurately 

the experiences, meanings, and needs of people with severe, persistent mental illnesses. 

The challenge is not to reduce the complexity of the task, but to make it understandable. 

The reconstitution of lives is a complex process, much of which we fail to find in our 

outcome research, not necessarily because of the bleak course of schizophrenia, but 

because of conceptual and methodological shortcomings. (1995, p. 87). 

Though almost thirty years have passed since Estroff highlighted this challenge, we still 

face barriers to understanding and measuring what recovery means and looks like to people with 

psychosis. It may be that quantitative measures are less well-suited for capturing the highly 

individual and deeply personal aspects of recovery from severe mental illness. Indeed, much of 

what we do know about recovery from psychosis comes not from quantitative measurements, but 

rather from qualitative accounts of those who have lived experience of psychosis. It is from these 



19 
 

qualitative accounts that topics related to intimacy, sexuality, and romance consistently arise as 

important facets of recovery. In these areas, which tend to be particularly stigmatized and 

nuanced, it is especially crucial to place the voices of those with lived experience at the forefront 

of research investigations.  

1.8 Goals of the Proposed Research 

The aims of the proposed research are to build upon the existing literature base to better 

understand the experiences and perspectives of individuals with early psychosis regarding their 

intimate, romantic, and sexual relationships. This includes understanding how these topics are 

navigated in healthcare settings, as well as how functioning in this area of life is associated with 

psychiatric symptoms, cognition, and social cognition. As a significant proportion of existing 

research focuses on people with schizophrenia, the present work seeks to better understand how 

these issues are experienced by young adults experiencing early psychosis, as well as how these 

needs are addressed in EPI programs.  

To ensure that this work is reflective of the lived experiences of people with psychosis, a 

mixed-methods design was used. Participants were invited to participate in a series of two 

studies (qualitative and quantitative), with the quantitative study exploring two distinct research 

questions. Across the three studies, the following research broad questions were explored: 

1. How do people with early-episode psychosis subjectively experience, view, and 

engage with intimacy, romance, and sexuality in their lives, and how are these topics 

addressed in healthcare settings? 



20 
 

2. What are the differences between healthy controls and individuals with early 

psychosis in various domains of functioning and well-being related to intimacy, 

romance, and sexuality? 

3. Do individuals with psychosis show impairment on tasks measuring social cognitive 

abilities specific to romantic and sexual emotions and behaviours, and if so, are these 

impairments associated with romantic and sexual functioning?  

The flow of participant recruitment is presented in Figure 1.1. Chapter 2 presents 

qualitative data on how people with early psychosis experience, navigate, and view their 

intimate, sexual, and romantic relationships, the role of their mental health in shaping this aspect 

of their lives, and how these issues have been addressed in mental health treatment. Chapter 3 

presents quantitative data on components of clinical, romantic, and sexual functioning, to 

provide an overview of specific barriers that persons with psychosis face in these areas compared 

to control participants. In Chapter 4, data from two novel tasks are presented, which were 

developed for the present study to assess the application of social cognitive abilities in romantic 

and sexual situations. These data are presented alongside data on the relationships between 

romantic and sexual functioning, clinical symptoms, cognition, and social cognitive abilities. 

Finally, Chapter 5 provides a general discussion about the experience of intimate, romantic, and 

sexual relationships in early psychosis, and their role in psychosis intervention and recovery.   
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Figure 1.1 

Recruitment Flow Chart for Participants in the Psychosis Group 
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Chapter 2 

A Qualitative Exploration of Intimacy, Romance, and Sexuality in the Context of Early 

Psychosis: Needs, Barriers, and the Pursuit of a Meaningful Life 

2.1 Introduction  

The onset of a first episode of psychosis typically occurs between the ages of 16 and 35 

(Liu et al., 2013). For many individuals, this occurs in adolescence or early adulthood, a time 

when individuals are beginning to develop the skills to function independently and transition into 

adulthood. Close friendships and dating relationships are often of significant importance in the 

lives of young people (Redmond et al., 2010), and the experience of psychosis during these 

periods can interfere with one’s ability to develop and maintain these close relationships. 

Individuals may experience clinical symptoms that interfere with their social functioning and 

may miss opportunities for social engagement due to time spent in hospital or in mental health 

treatment and recovery. As a result, individuals who experience psychosis tend to see a reduction 

in their social networks (Gayer-Anderson et al., 2013), which is related to stigma, social 

isolation, and loneliness (Badcock et al., 2020; de Jager et al., 2017; Gardner et al., 2019). For 

people with psychosis, loneliness is also a predictor of greater psychotic and affective symptom 

severity, more internalized stigma, and poorer self-rated recovery and quality of life over time 

(Alasmawi et al., 2020; de Jager & McCann, 2017; Lim et al., 2018; Sibitz et al., 2011; Wang et 

al., 2020). These difficulties can pose significant challenges to the development and maintenance 

of intimate, romantic, and sexual relationships, as well as to one’s own personal exploration of 

their identity and sexuality (de Jager et al., 2018).  

For many people with psychosis, intimate relationships, including romantic and sexual 

relationships, are identified as primary recovery goals (Boucher et al., 2016). Relationships are 
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seen as normalizing and are viewed by people with psychosis as positive social and personal 

aspects of their lives and recoveries (Redmond et al., 2010). The emotional and practical 

resources offered by social support networks help facilitate recovery from psychosis through 

their association with improvements in mental health symptoms, life satisfaction, coping 

abilities, and quality of life (Boucher et al., 2016; McGuire et al., 2020; Mizock et al., 2019). 

However, topics related to intimacy, romance, and sexuality are often underrepresented in 

clinical research and practice. Patients involved in early psychosis intervention (EPI) programs 

consistently identify that EPI programs fail to address intimacy, romance, and sexuality as areas 

that are important for their subjective recovery, and that these topics are stigmatized, 

pathologized, overlooked or devalued in treatment settings (Kelly & Conley, 2004; Östman & 

Björkman, 2013; Van Sant et al., 2012). Despite these topics being highly valued by patients and 

expressed as areas of need, they are still rarely discussed within clinical settings (Huggins et al., 

2008; Quinn et al., 2011; Raja & Azzoni, 2003). Research attempting to understand this 

treatment gap has identified several barriers that clinicians face when addressing romantic and 

sexual needs with their patients, including concerns that conversations are inappropriate, 

believing that they lack competency in addressing these issues, seeing these topics as “peripheral 

issues” in mental health care, lacking the time and resources to address these concerns, or feeling 

that these topics are uncomfortable or embarrassing to discuss (Quinn et al., 2011a; Quinn et al., 

2011b; Southall & Combes, 2020; Urry et al., 2019). 

The avoidance or devaluation of topics related to intimacy, romance, and sexuality in 

clinical settings may contribute to misperceptions that these topics are unimportant for people 

with psychosis, thereby rendering them less likely to be targets of research. As it stands, topics 

related to intimacy, romance, and sexuality tend to be understudied compared to other aspects 
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associated with recovery and relative to their perceived importance for individuals in early 

psychosis programs. People with psychotic disorders constitute a vulnerable group whose 

sexuality is frequently overlooked and misrepresented, with few studies presenting these topics 

from the perspectives of people with psychotic disorders (Volman & Landeen, 2007). 

Understanding the multidimensional nature of sexuality and intimacy, especially as an 

understudied area, requires centering the voices of people with lived experience of psychosis. 

Qualitative research allows for a thorough understanding of the contexts, concepts, and specific 

issues relating to intimacy and sexuality in the context of a psychotic illness, and is necessary to 

attain a more complete understanding of the unique and nuanced experiences of people with 

early psychosis. 

Few qualitative studies have explored intimacy, romance, and sexuality among 

individuals with psychotic disorders. Across existing studies, almost all participants describe 

sexuality as an important aspect of life, yet report unfulfilled needs in sexual expression (de 

Jager et al., 2018). Contributors to sexual satisfaction go beyond the physical aspects of sex, and 

include the quality of intimate relationships and opportunities for sexual expression (Volman & 

Landeen, 2007). Participants consistently describe that sexuality is more meaningful in the 

presence of intimacy or in the context of a loving and supportive relationship (Volman & 

Landeen, 2007; Östman & Björkman, 2013; de Jager et al., 2018). Generally, participants 

describe their illness as profoundly impacting the sexual and intimate aspects of their lives; 

common factors impacting sexuality include symptoms, side effects of medication, social stigma, 

sexual self-image, sexual functioning, sexual trauma, social skills, and the ability to form 

intimate relationships (Volman & Landeen, 2007; Östman & Björkman, 2013; de Jager et al., 

2018; de Jager et al., 2017). Due to the age of illness onset, participants noted that they did not 
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acquire the skills and knowledge required for the formation of sexual relationships until later in 

life, and reported feeling insecure and inadequate in intimate settings (Volman & Landeen, 2007; 

de Jager et al., 2017). Participants also reported difficulty interpreting the ambiguity of sexual 

messages and signals (Volman & Landeen, 2007).  

Although some qualitative research has explored the intimate and sexual experiences of 

people with psychotic disorders, no studies have examined these topics among individuals in EPI 

programs, who are just beginning to navigate the complex interpersonal and sociocultural 

contexts in which intimate, romantic, and sexual relationships form. Further, in qualitative 

research about sexuality, themes related more to intimacy and close romantic, meaningful 

relationships tend to be generated. For many people, these close relationships are reported as 

more important than the actual engagement in sexual activity. As such, it is important that 

qualitative research also captures aspects of intimacy and romance alongside these discussions of 

sexuality, as the nature of these relationships is often – though not always – intertwined. The aim 

of this study is to use qualitative methods to investigate how people with early-episode psychosis 

subjectively experience, view, and engage with intimacy, romance, and sexuality in their lives, as 

well as how these topics are addressed in healthcare settings. The research findings reflect the 

voices of participants, the reflexivity of the research team, a complex interpretation of the 

problem, and implications for the broader literature base in this important and understudied area 

(Creswell, 2013).  

2.2 Method 

2.2.1 Participants and Recruitment  

Participants were patients with early psychosis recruited from EPI programs in Ontario, 

Canada. Patients in these programs are within the first five years of a psychotic illness onset. 
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Participants who were considered eligible if they had been involved in an early intervention 

program for the first time within the past five years, spoke English, and were between the ages of 

18 and 35. There were no diagnostic requirements outside of a psychotic episode (and therefore, 

eligibility for an EPI program); as a result, participants had diverse diagnostic profiles. Finally, 

individuals were eligible if they provided consent to have the interview audio recorded.  

Participants were recruited from existing datasets of individuals who had previously 

participated in research projects at the Cognition in Psychological Disorders Laboratory at 

Queen’s University or the Therapeutic Interventions in Psychosis Lab at the University of 

Toronto Scarborough and who had agreed to be contacted for future research. Additional 

recruitment also occurred via advertisement in a local EPI clinic. Initial recruitment was random, 

with all possible individuals from the datasets being contacted for participation. Later in the 

recruitment process, the recruitment of males/men was ceased in order to attain a sample that 

was equally representative of males and females. In line with qualitative research practices 

guided by Braun and Clarke (2021) and Malterud, Siersma, and Guassora (2015), sample size 

was determined by an appraisal of “information power”. The determination of the requisite 

information power for a study depends on several factors, including the aim of the study, the 

sample specificity, the use of established theory, the quality of the dialogue, and the analysis 

strategy (Malterud et al., 2015). The study aims were relatively narrow (intimacy, romance, and 

sexuality), the target sample is highly specific (early episode psychosis), and the analysis strategy 

and interpretation were informed by a theoretical background. Dialogue quality was assessed on 

an ongoing basis, and recruitment ceased when information power was deemed sufficient. The 

decision about the final sample size was shaped by the complexity, adequacy, and richness of the 

data for addressing the research question (Braun & Clarke, 2021). 
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2.2.2 Procedure 

In-depth, semi-structured, one-on-one interviews were conducted over Zoom between 

July 2022 and May 2023. Semi-structured interviews were selected to allow for describing and 

classifying participants’ experiences while engaging the participant in discussion. The interview 

used open-ended questions about participants’ experiences with intimate, romantic, and sexual 

relationships to obtain meaning about participants, their worldview, and how they make sense of 

their environment, illness, and interpersonal experiences. Questions aimed to elicit information 

about the perceived importance of sexual and intimate relationships, how these relationships may 

be related to one’s subjective recovery, potential barriers to these relationships, and how these 

topics are addressed in healthcare settings. The interview questions were derived from the 

literature on intimate relationships in severe mental illness (and, where available, psychotic 

disorders specifically), with specific emphasis on literature that centers the voices of people with 

lived experience of psychosis (e.g., de Jager et al., 2017; Huckle et al., 2021; Ma et al., 2023; 

McGuire et al., 2020; Urry et al., 2019). The interview guide was refined through discussions 

with researchers and clinical psychologists with experience conducting qualitative research or 

working with individuals who have experienced psychosis. The interview questions were used as 

a guide to ensure that all major topics of interest were discussed. Additional probing was used to 

generate rich data. For a full list of interview questions and prompts, please see Appendix A. 

Participants were given the opportunity to ask questions at any time. Each interview was 

transcribed verbatim, and all data were anonymized. To characterize the sample and provide 

contextual information for the reported experiences, self-report information on the following 

demographic variables was obtained: age, sex, gender, sexual orientation, ethnicity, 
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relationship/marital status, educational and employment status, socioeconomic status, and mental 

health history.  

2.2.3 Reflexive Thematic Analysis 

The specific method of qualitative analysis employed by the present study is reflexive 

thematic analysis (TA), which is a method for developing, analysing, and interpreting patterns 

across a dataset (Clarke & Braun, 2021). TA involves systematically coding data, developing 

themes, and identifying patterns of meaning. According to Clarke & Braun (2021), the reflexive 

component refers to the recognition that the researcher themselves is a subjective and situated 

individual, and must critically reflect upon their role as a researcher, their research practices, and 

their research processes, as they all shape qualitative data analysis. Recognizing that knowledge 

generation is inherently subjective, reflexive TA emphasizes the role of the researcher in 

understanding their subjectivity and situation and to “own their perspectives” (Elliot et al., 1999). 

Situating oneself involves having an awareness of personal and disciplinary standpoints that 

guide one’s research, such as understanding the philosophical and theoretical assumptions that 

inform research, as well as the researcher’s own socio-demographic positionality (Clarke & 

Braun, 2021). Therefore, themes that are discussed in this present study are those that have been 

generated and developed by the research team, acknowledging the role of the researchers in 

interpretating and reporting the data (Braun & Clarke, 2022). 

The thematic analysis was guided by Clarke and Braun’s (2021) six-step analytic process: 

1) dataset familiarization; 2) data coding; 3) initial theme generation; 4) theme development and 

review; 5) theme refining, defining, and naming; and 6) writing up. This analysis took a 

predominantly inductive and data-driven approach, in which categories, patterns and common 

themes were generated to describe a dataset and to understand the phenomenon (Braun & Clarke, 
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2006; McMillan & Schumacher, 2010). However, the analysis was also deductive, and informed 

by existing literature and theory on relationships in early psychosis and schizophrenia. All 

interviews were conducted by the principal investigator, a doctoral student in clinical psychology 

(S.M.W). All interviews were audio-recorded, and notes on behavioural observations were taken 

during and after each interview to ensure that context was appropriately considered. Interviews 

were transcribed verbatim, with identifying information removed from the transcripts. The 

transcripts were subject to reflexive thematic analysis by a research team of clinical psychology 

graduate students (S.M.W., L.S., and O.S.), who read the transcripts and listened to the 

corresponding audio recordings. The analysis team collectively coded one interview to develop a 

richer and more nuanced understanding of the data coding process (Braun & Clarke, 2019). 

Following, interviews were randomly assigned to coders, with S.M.W. coding 50% of the data 

and L.S. and O.S. coding 25% each. Across several collaborative meetings, codes and interview 

content were reviewed and discussed. NVivo 14 was used by the research team to systematically 

define, search, visualize and generate codes across data. Data were coded for central ideas, 

concepts, and patterns, which were then assessed for similarities and differences and combined 

into themes. The analysis team adopted a collaborative approach to coding, theme generation, 

theme development and review, and theme refining, defining, and naming. Overarching themes 

were generated that each consisted of several sub-themes that were derived from the sets of 

codes. The final conceptualization and writing of the manuscript were completed by S.M.W with 

input, narrative framing, and theme presentation reviewed and edited by L.S. and O.S.  

A number of additional steps were taken to ensure rigour and reflexivity in the collection 

and analysis of data (Clarke & Braun, 2021). Study processes were monitored through an 

ongoing recording of memos, reflections, and thoughts that shaped the analytic plan, as well as 
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through ongoing discussions with team members regarding the codes and themes being 

generated. In order to ensure a faithful representation of participant accounts, I present the 

following results both in the form of interview extracts as well as overarching themes garnered 

from our analytic narrative. Monitoring of how the interviewer and authors’ positions, 

perspectives, beliefs, clinical training, and social location may shape the research process and 

influence the narratives produced were taken into consideration throughout all stages of the 

research process (Braun & Clarke, 2019). For instance, the analysis team consisted of White 

women, which may have limited our interpretations of the data, especially in terms of 

information shared by men and racialized participants. The analysis team also consisted of both 

queer and heterosexual persons, which may shape the lens for which data was interpreted, 

particularly around sexuality. Furthermore, all members of the analysis team work or have 

worked in an early psychosis intervention program, and are advocates both for these services and 

for the role of social support and social relationships in the treatment of psychosis. Through our 

work, we have recognized and heard from clients about the importance of close relationships in 

their recovery, and therefore our analyses are likely shaped by these perspectives. Our social 

locations and experience with EPI programs have informed the current analysis, and therefore 

must be considered alongside the results.  

2.3 Results 

Twenty individuals completed this study. Please refer to Figure 1.1 for participant 

recruitment information. The participants were between 20 and 30 years old, with an average age 

of 25. Ten men and ten women took part. All individuals were living in the community. 

Demographic information is shown in Table 2.1.  

Table 2.1 
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Descriptive Characteristics of the Overall Sample 

  Total Sample (N = 20) 

Age M (SD)  25.10 (2.75) 

Sex n (%)   

 Female 10 (50.0) 

 Male 10 (50.0) 

Gender n (%)   

 Man  10 (50.0) 

 Woman 10 (50.0) 

Sexual Orientation n (%)   

 Bisexual 3 (15.0) 

 Gay/Lesbian 1 (5.0) 

 Heterosexual 12 (60.0) 

 Other 3 (15.0) 

 Prefer not to answer 1 (5.0) 

Ethnicity n (%)   

 Asian 3 (15.0) 

 Black/Afro-Caribbean 2 (10.0) 

 Indigenous 2 (10.0) 

 Mixed ethnicities 2 (10.0) 

 White 11 (55.0) 

Highest Education Achieved n (%)   

 High school 4 (20.0) 

 Post-high school 14 (70.0) 

 Other 2 (10.0) 

Education in Years M (SD)  15.57 (3.12) 

Occupation n (%)   

 Employed 8 (40.0) 

 Unemployed 3 (15.0) 

 Student 7 (35.0) 

 Other 2 (10.0) 

Income n (%)   

 0 - $29,999 7 (35.0) 

 $30,000 - $59,999 5 (25.0) 

 $60,000 - $89,999 4 (20.0) 

 $90,000 - $119,999 1 (5.0) 

 $120,000 and over 1 (5.0) 

 Prefer not to answer 2 (10.0) 

Relationship Status n (%)   

 Single 14 (70.0) 

 Married/common-law/engaged/committed 6 (30.0) 

Age at First Early Psychosis Intervention M (SD)  22.40 (3.35) 

Duration of EPI Involvement (months) M (SD)  30.30 (19.21) 
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Each interview lasted between 45 to 60 minutes. Four main themes were produced by the 

analysis: 1) Addressing intimacy, romance, and sexuality in healthcare settings; 2) Recovery; 3) 

Relationships in the context of mental health symptoms; and 4) Self-definition. Each theme 

incorporated several sub-themes, which are reviewed in the sections below. 

2.3.1 Theme 1: Addressing Intimacy, Romance, and Sexuality in Healthcare Settings 

Participants’ experiences of discussing or receiving support for issues related to intimacy, 

romance, and sexuality in healthcare settings were individualized. Participants varied in the 

degree to wish they desired this support, as well as whether or not these topics were discussed 

with them by healthcare professionals. The greatest concerns tended to come from participants 

who wished to have this support and who either did not receive it or received inadequate, 

inappropriate, or stigmatizing care. Participants who reported that these conversations were 

valuable typically described affirmative, supportive, and direct care addressing their concerns. 

For many others, the topic was discussed in a limited manner or not at all.  

2.3.1.1 Experienced or anticipated benefits of healthcare conversations  

Some participants reported positive conversations surrounding issues related to intimacy, 

romance, and sexuality in some healthcare settings. They reported these conversations as helpful 

and normalizing. 

With my… case manager with the [EPI] program, she was trying to help me with that 

kind of cognitive behavioral therapy, so that when it does come to like being sexually 

active that I won't be overthinking, like my mental state won’t be in a poor one, that I 

can't be in the moment. She was fairly supportive. (Participant 12, Woman, 26 years) 
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It was really nice to be able to talk to my psychotherapist about that, and get their opinion 

about normalizing sexuality and desire and things like that and yeah, aiming for romantic 

relationships. (Participant 9, Woman, 26 years) 

Notably, for some participants, their healthcare team represented a safe space to discuss 

highly personal topics that they did not feel comfortable discussing with other people in their 

lives.  

I've heard my friends having really bad experiences, but overall, I would say it's been 

pretty positive especially with my therapist. She was very open and recognized the fact 

that I was coming from a sort of religious upbringing. It's actually something I had help 

with [from] her because I had come out to her at the time as being bisexual, and… my 

mom was sort of like religious and she found out about it in a way that I felt was sort of 

overreaching, and we kind of like some conflict about it. My therapist was really there for 

me and like very accepting and she was always very open about like sexuality and 

relationships, and I felt like she was super comfortable addressing it. (Participant 10, 

Woman, 25 years) 

For others, although they reported that these issues had never been discussed, they 

indicated that they had a comfortable and positive relationship with a member of their care team 

and felt that the conversation would be positive if it was ever required. Often, participants placed 

the onus on themselves when it came to bringing up concerns related to intimacy and sexuality, 

making statements like “if I need to talk about it or bring it up, that’s what I’ll do.” (Participant 

20, Woman, 27 years). Participants who reported being willing and able to bring these topics up 

in healthcare settings often made subsequent positive comments about the healthcare 

professionals that they worked with. Examples of these types of statements include “I feel like 
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my psychiatrist was always there to help if there’s a problem” (Participant 17, Man, 25 years), 

“[my treatment team] was awesome” (Participant 4, Man, 22 years), and “the social workers 

I’ve had, they’ve been really nice people and accommodating… they’re both really good” 

(Participant 11, Man, 30 years).  

2.3.1.2 Stipulations surrounding healthcare conversations 

One of the most common considerations that participants brought up when discussing 

healthcare settings was the notion that conversations around intimacy, romance, and sexuality 

should be initiated at appropriate times and with a clinician with whom the patient had built a 

degree of trust and rapport. In other words, there were stipulations surrounding these 

conversations that were important to participants’ willingness to openly engage.  

I think it comes back to that idea of psychological safety and feeling like you're in a 

position where this is somebody that you trust. It does take time to build trust with 

people. So, when it was right off the bat of people asking you about romantic or sexual 

relationships, that can feel anxiety inducing. It just felt like, “I'm supposed to talk to you 

about this? I barely know you at all.” I get that they want to cover all their bases in 

treating people, but I think they could have had approached things a little differently… 

Some people I find it really beneficial, other people I find I'd rather not talk about it. So, 

it really depends on the person, more than the role that they are playing, if that makes 

sense. If there was the right person, yes, but it's so important that it be the right person. 

(Participant 6, Woman, 29 years)  

This sentiment was echoed by several participants who outlined the importance of 

building rapport with healthcare providers before they felt comfortable discussing sensitive 

topics. Several people denied that they would want to speak candidly about these topics with 
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healthcare providers at all, especially those that they do not have strong rapport with. Others 

outlined that that they did not feel ready to have these conversations due to past negative 

experiences, or that they were not yet willing or able to navigate their own thoughts and 

emotions surrounding these topics. Sometimes, these difficult conversations were able to be 

facilitated through additional support, such as participants’ romantic partners encouraging them 

to seek help or even attending appointments with them. One participant described that their 

romantic partner attended a doctor’s appointment with them to support a conversation around the 

sexual side effects of medication, and to help advocate for medication support (Participant 12, 

Woman, 26 years). In this example, the onus was on the participant to broach this topic with their 

healthcare provider, despite the topic (medication side effects) being a well-documented and 

common problem that people experience when taking antipsychotic medication.  

2.3.1.3 Limitations of healthcare approaches  

The most commonly reported sub-theme centered on limitations and negative perceptions 

of healthcare approaches to topics related to intimacy and sexuality. This sub-theme included 

limitations of EPI programs themselves, barriers that participants experienced in discussing these 

topics in EPI programs and other healthcare settings more broadly, disappointment with the 

healthcare system, and negative experiences that participants have had when topics related to 

intimacy, romance, and sexuality have been addressed. Though some participants acknowledged 

that aspects of intimacy, sexuality, and romance may be outside the scope of specialized EPI 

programs, they still expressed dissatisfaction with the lack of attention paid to areas of their lives 

beyond specific symptoms of psychosis.  

It probably would have been good to discuss it a bit more – it interacts with my other 

experiences. With doctors, they're always pretty open, and they always like asking about 
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your sexual health. I would say, like in general, it's been pretty good, the only thing 

would be… I feel like at [EPI program], it wasn't really like a priority in the therapy that I 

was getting, but obviously that relates to what the program is. (Participant 10, Female, 

25 years) 

Even with recognition of limitations of EPI programs in discussing topics related to 

intimacy and sexuality, participants acknowledged that there were other ways these programs 

could support sociosexual needs, such as through referrals to experts. However, others expressed 

frustration with how fragmentation within the healthcare system led to repeated referrals to other 

professionals, with little success in terms of addressing individuals’ treatment goals related to 

intimacy and sexuality. 

Participant: I'm not sure why, if it's just people aren't comfortable with the topics, or they 

just don't know quite as much on it…  nobody really knows the answer to anything, they 

just kind of play like a guessing game or like it's a hot potato game, just passing it 

around, until somebody has something to say.  

S.M.W: Like, “maybe the next professional will have something to say.”  

Participant: Exactly, try this one, no you take it, no you take them, and it's like I've been 

that hot potato passed around. So, at this point, I feel like nobody really knows what 

they're talking about, and I don't know who to go to anymore. (Participant 8, Female, 25 

years) 

Participants criticized the scope of healthcare programs as being limited to physical heath 

or medicalized approaches, and described how talking about issues related to intimacy and 

sexuality would allow them to learn, grow, and understand themselves. Participants often 
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contemplated as to whether there might be relationships between their mental health and aspects 

of their sociosexual lives, including whether addressing these things in tandem may lead to more 

effective or appropriate treatment.  

I think we have a very medical way of diagnosing people and thinking about their 

recovery, it's very pathologized. It's very much like, you have your disorder, here's the 

medicine you can take, and now it's like here's medicine and therapy… and that's all 

people seem to talk about in terms of psychoeducation. But I think it definitely could be 

spread into like how much religion affects your recovery, how much romance affects your 

recovery, how much like your workplace affect your recovery, your family… oh, there's 

so many different aspects of someone's life that I think could be talked about. 

(Participant 9, Woman, 26 years) 

Echoing earlier comments, participants also discussed the importance of healthcare 

providers initiating these conversations, and thus providing patients with a space to bring up 

concerns.  

I feel like it's not addressed enough, like to me, like I feel like there's been, I guess there's 

been times where like when I was younger, I was like really confused on why am I 

feeling this way, why am I starting to feel this, or want to do this, but it's I've never been 

comfortable enough or know how to ask those questions. So and then whenever I go to 

the doctors or anything, they always just try to get you in and out as quick as possible, 

they never really, to me, take the time to really find out what's on the mind, so I feel like 

they should really start to maybe ask more, cause a lot of people don't, for me, at least I 

won't open up if they don’t ask. (Participant 8, Woman, 25 years) 
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In terms of sexual functioning, I do need to bring that up to my doctors…  I don’t know 

when it’s appropriate to bring it up, sort of thing. And then when I get to the doctors, I 

have a very bad memory, so I often forget what I want to talk about when I finally get to 

my doctor’s appointment. So um, I should really just start keeping a list. (Participant 1, 

Man, 21 years) 

This particular participant highlights how the cognitive symptoms of psychosis, such as 

deficits in memory and executive functioning, may pose additional barriers for patients when 

attempting to initiate and navigate these conversations in healthcare settings. Attempting to 

remember several different topics to bring up at what is often a very brief doctor’s appointment 

can be challenging, and particularly so when some of those topics are regarding more sensitive or 

uncomfortable topics. For many people, this is yet another barrier to getting their needs met. 

Unfortunately, in addition to the failure to initiate conversations on these topics, several 

participants outlined more overtly negative experiences of discussing these topics with 

healthcare providers. This included having their needs dismissed, minimized, or ignored, or 

clinical interventions being limited in scope and dissatisfying to patients (e.g., offering additional 

medication such as Viagra following complaints of sexual dysfunction, and no other treatment 

options).  

S.M.W: When you started medication, were you told about any sexual side effects or did 

you kind of just notice them on your own and then ask about them? 

Participant: I just noticed them on my own. No, nobody talked about it. Even my doctor 

said it shouldn't be like too big of an issue, so when it was addressed, I feel like it wasn't 

taken as seriously, and you know, even my support worker was saying it was a pretty 
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harsh drug, so yeah. 

S.M.W: And were the side effects the reason you ended up switching medication or was 

there another reason? 

Participant: Oh, side effects definitely were the reason I switched, yes… it just made me 

really numb, not motivated. Beyond the sexuality, like it was very like numb-inducing 

drug. (Participant 20, Woman, 27 years) 

At times, experiences of identity invalidation or stigmatization were reported by 

participants who were part of marginalized gender or sexual groups, outlining the importance of 

an inclusive, intersectional approach when navigating topics related to intimacy and sexuality. 

The presence of implicit and explicit biases held by clinicians, such as those associated with 

heteronormativity, can have detrimental effects on patient outcomes.  

Because my psychiatrists were men, and not that there's anything wrong with men, but I 

don't know… they didn't seem like they had knowledge and training on things like queer 

resources or queer experiences. And even then, I always felt like any queer relationships I 

had or queer feelings I had were kind of dismissed as trivial. My psychiatrist, if I talked 

about a woman or my feelings for a woman, he didn't treat it in the same way that he 

would treat it if I talked about a man. I just feel like trivialized or like seen as lesser or 

invalid… If it was a man, we'd talk about it. If it was a girl, it was almost like, “oh that's 

just like a friend. Just tell her how you would tell your other friends.” And I was like, 

“what? No.” (Participant 15, Woman, 24 years) 
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2.3.1.4 No desire or need to discuss intimacy/sexuality in healthcare settings 

Finally, some participants reported that they did not require support from healthcare 

providers in areas related to intimacy, romance, or sexuality. In the interviews, questions around 

this topic were answered with a simple “no,” with some participants expressing that they had not 

considered the topic at all, and others reporting that they did not experience any issues in this 

area of their life that required support. At times, participants alluded to the lack of romantic or 

sexual relationships in their lives as a reason why they did not feel the need to discuss these 

topics. While some participants denied the need to discuss these topics, others reported that they 

did not want to have these conversations with healthcare providers. Participants reported 

preferences on receiving support from other people in their lives (e.g., family, friends) in topics 

related to intimacy, romance, and sexuality.  

2.3.2 Theme 2: Recovery 

The second theme was centered around the role of intimate, romantic, and sexual 

relationships as part of one’s recovery from psychosis. Despite the barriers that participants 

reported in this area of their lives, this theme was characterized by self-reflection, identity, 

growth, and hope. 

2.3.2.1 Recovery before relationships  

Several participants emphasized a desire for close relationships but identified other areas 

of their lives that they believed they needed to prioritize before building intimate relationships.  

At the current moment in time, I know that it’s something unrealistic for me, because I’m 

trying to work through my own struggles I’m having… I just really feel like I need to 

learn how to love myself, I guess, before I can truly love someone else, because if I'm not 
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100% for myself, I can't be 100% for others… I definitely think romance is something 

very important in my life. I think it's something important for everyone's lives and I 

really, truly believe that there are people out there that really love you and that they'll do 

anything to help you succeed. And I think everyone should be looking for that person and 

in terms of recovery, just hopefully when everything stabilizes for myself, that could be 

part of my plan in the future. (Participant 14, Man, 24 years) 

Others made comments on wanting to “have better mental health before I get involved… 

be in better shape and employed before I go into a relationship… I would like to go back to 

university at some point too” (Participant 17, Man, 25), or “I’m more into my career, building 

up my life… and then once I’m in a stable zone, then I can move ahead with my relationships” 

(Participant 3, Woman, 23 years), or “I’m kind of just focusing on my studies right now, I’m not 

really looking to get into a relationship or explore romance at all” (Participant 5, Man, 24 years). 

One participant commented on how experiencing and treating mental health symptoms left little 

room for considering the other facets of their life. 

I'm learning that as my mental health gets better, [relationships] are becoming more and 

more important to me…  I haven't actually had like a crush on anyone for about two 

years, just because I think I just shove them away. But now as I get better and put myself 

out there, I'm starting to have that. Like, OK, sexuality is more a thing in my life that I'm 

trying to bring out now…  In that time period, it was very like low on the radar, so it has 

never really crossed my mind and it just kind of almost like forgot about that component 

of life… As time goes on, especially like I've been noticing like this past month, starting 

to kind of want that intimacy… again, I've never really had it, but I want to try that out. 

(Participant 19, Man, 22 years) 
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From some participants, there were indications that this self-betterment was important in 

order to become more desirable to potential partners. Others voiced a fear of “using” other 

people to try to improve their mental health (i.e., relying on others to provide emotional and 

practical supports for their mental health), and therefore preferred to refrain from these 

relationships until they were able to improve their mental health on their own. Along these lines, 

relationships were described as a “prize” (Participant 16, Woman, 26 years) that one might earn 

once they were able to achieve their subjective idea of recovery.  

2.3.2.2 The value of close relationships in recovery  

Even though many participants endorsed a feeling of unreadiness for relationships or 

stated that relationships were not a current priority for them, the majority of participants 

recognized the value and importance of close, supportive relationships in recovery. Participants 

who had not yet been in a romantic or sexual relationship expressed their beliefs about how that 

type of relationship would make a positive difference in their well-being, such as through 

promoting their own well-being or feeling more positive in their daily lives. On the other hand, 

participants who had current or past romantic or sexual partners often drew upon examples of 

how these relationships served as sources of support as they experienced mental health 

symptoms. Many individuals provided examples of the practical support that they received from 

close others, such as recognizing mental health symptoms, encouraging treatment, or physically 

bringing participants to hospitals or doctors appointments.  

Because there are people out there that, um, love me, that are going to support me 

whatever I am going through… I find that whenever I’m with them, my symptoms are 

almost, um, they are very minimized, because I’m distracted so much by wanting to be 

with him, that I don’t even notice them as much… It’s that intimacy that I find that helps 
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me feel reminded that I’m wanted and everything like that. Definitely keeps a lot of 

depressive factors away. (Participant 1, Man, 21 years) 

I see her as like kind of my savior. She was by my side the entire time… I wouldn't leave 

the house. She like called my family to come over, and then they called an ambulance 

and uh yeah, I was taken in. She's been like amazing through the whole thing, so I think 

it's definitely strengthened our relationship, definitely my side of our relationship… My 

partner was like a godsend for me. (Participant 2, Man, 27 years) 

Emotional support from a loved one or close other is viewed as a significant contributing 

factor to emotional well-being, safety, and subjective recovery. Acceptance and love from others 

were emphasized as providing a sense of normalcy, comfort, and hope for the future. The 

following quotes illustrate the role that intimate relationships and social bonds play in providing 

a sense of belongingness and purpose that facilitates personal growth and resilience.  

[Sexuality] is a way to kind of remind me of who I am, what I actually like doing. Yeah, 

‘cause before all that, it was like I really enjoyed like having sex and everything, but then 

once the mental health deteriorated, that kind of went to the back of my mind. And so 

having that more in the forefront reminds me of like how I was, but doing it in more 

healthy way. (Participant 12, Woman, 26 years) 

Romance was so like key to restoring that to me. Like that sense of life, like liveliness of 

like vivacity and energy and just like excitement. Like life came back to life. (Participant 

15, Woman, 24 years) 

I see it as pretty important, ‘cause you can't do it by yourself. It's nice to know that you 

have at least one person, doesn't have to be more than that, at least one person who fully 
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has your back, is willing to walk with you through it all. It makes it a lot easier… It's 

helped cause it's giving me some hope that there is more, like maybe I can like burst out 

of this. (Participant 8, Woman, 25 years) 

Even we had a talk about what our future plans are, like “do you want to be in the future 

plan, even if, for example, my situation progresses?” He said, “yeah, I want to be there 

for you in the future no matter what.” So, it gives me a lot of hope in the future that the 

future will be normal. (Participant 1, Man, 21 years) 

2.3.2.3 Goals regarding future relationships  

 When sharing their long-term goals around recovery and relationships, participants spoke 

of their desires for partnership, marriage, and/or children. Like for many young people, the idea 

of having a family and children were often presented by participants as long-term rather than 

immediate goals. Occasionally, a more passive approach was taken (e.g., “if it happens, it 

happens. If it doesn’t, it doesn’t.”). Often, participants spoke idealistically about their romantic 

goals, expressing a hope that they will find “the one” or “the right person.” Many emphasized an 

interest in finding more serious, long-term partners, which were desirable due to the degree of 

intimacy and security that they believe those relationships were more likely to offer. The 

majority of participants expressed interest in sexual activity predominantly within the context of 

a loving, supportive, and secure relationship.  

Well, I think it's important now that it's not just a physical thing that's short term, but 

something that has more meaning to it, like being very close with somebody more than 

friends. You know, because it's as close as you can get in terms of a family… I'm at the 

age now where I want to start my own. So yeah. it's really about like being that close with 
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somebody that you're sharing your life, more than just the physical part. (Participant 11, 

Man, 30 years) 

I know that I say I'm on this like this kind of like single path right now, but you know, 

there are moments where I do have that kind of that yearn or that craving to be able to 

share experiences that I go through with other people. I do that now mostly with friends, 

which is great. But you know, at the same time I'm getting to that that point where I'm 

seeing all my friends starting to settle down slowly… There's a trend that I see amongst 

other people, but I know I don't need to fit into that trend. But when I see it, I can't help 

but think, well where's my significant other? Where's my partner in this? I can push 

myself into a defeatist type of mentality where I’m putting myself down because I'm not 

quote unquote “on the right track.” (Participant 7, Man, 26 years) 

 Finally, others expressed some ambivalence towards their future goals regarding intimate, 

romantic, or sexual relationships. Some people seemed to indicate that this topic was not one that 

they had spent much time thinking about or planning at this stage in their lives.  

2.3.2.4 Intimacy and sexuality as part of growth and identity  

 This sub-theme highlighted how aspects relating to participants’ intimate or sexual lives 

contributed to the development of their individual identities or personal growth. The ability to 

express oneself as a sexual being was, for many, part of a broader journey of the discovery of 

one’s sense of self. The following quotes from different participants highlight the common 

elements of growth and identity that were present throughout the interviews:  
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I would say that I would like to end up in a relationship again, because it was very 

fulfilling, it taught me a lot it, it let me grow a lot as a person. Beyond sexuality it was 

really self-fulfilling, you know, so I liked that. (Participant 20, Woman, 27 years) 

I guess just like really getting to know someone on sort of like a deeper level…  Because 

it was something that I kind of struggled with, and didn't really see myself being able to 

like be in a healthy relationship, when I was able to have that it made me realize I'm not 

different from everybody else. This is just kind of part of growing up and experiencing 

that. So, I would say it kind of changed how I thought about myself, and I would say it 

helped me grow as a person. (Participant 10, Woman, 25 years) 

But nowadays, I see [sexuality] as a very freeing subject, where like, you know, it’s part 

of who I am… Sexuality, I found, is a very important aspect in people’s life as well. 

Because it’s important to not suppress pieces of ourselves. It’s important to make sure 

that you’re expressing every aspect of yourself. (Participant 1, Man, 21 years) 

But to me, sexuality is kind of like how I relate to the world and how I engage with it. 

And that filters like kind of what relationships I move towards, and not just romantic 

relationships, just kind of how I reach towards people and like what things I kind of 

gravitate towards. (Participant 15, Woman, 24) 

I think [intimacy and sexuality are] important. I think it's important just as intimacy is 

important, I think sexual intimacy is another form of self-expression, another form of 

feeling at peace and with ease with another person and I think those feelings of 

psychological and physical safety are really important. (Participant 6, Woman, 29 years) 
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These excerpts underscore the importance of close relationships in fostering personal 

development, self-fulfillment, and a deeper understanding of one’s own identities. They 

demonstrate the potential role of sexuality and intimacy as vehicles for personal discovery and 

cultivating meaningful interpersonal connections.  

2.3.3 Theme 3: Relationships in the Context of Mental Health Symptoms  

The third theme highlights how participants navigate intimate, romantic, and sexual 

relationships in the context of mental health symptoms and experiences. Barriers associated with 

psychotic illness ranged from the presence of clinical symptoms, the presence of anxiety 

(generally and in the context of romantic and sexual encounters), societal and self-stigma, and 

other illness-related factors (e.g., hospitalizations, loss of independence, delays in other markers 

of the transition to adulthood).  

2.3.3.1 Stigma and self-stigma 

Participants disclosed facing stigmatizing experiences which, oftentimes, became 

internalized. Even though many people demonstrated insight into their internalization of these 

stigmatizing beliefs, they expressed difficulty overcoming them. Stigma towards severe mental 

illnesses tended to create fears of disclosing information about their diagnoses or mental health 

experiences, such as positive symptoms, due to fears of being perceived as dangerous, not 

“normal,” or undesirable as a long-term romantic partner. 

I'd be really shy but telling someone what my diagnosis was… I'm afraid that people 

would think that I'm dangerous because, you know, I'm not one of the “normal people.” 

(Participant 17, Man, 25 years) 
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For me and for somebody I want to get close to, I'd like them to understand. But at the 

same time, for some people they might not feel comfortable getting that close to me when 

they hear that sort of stuff… Maybe when I start to get close to somebody and I open up 

to them about hearing voices, maybe they don't have a very good understanding of that 

sort of stuff, and then I might freak them out. Or they might think, “you know [he’s] a 

nice guy, but I don't think I want to get into a serious relationship with him until that stuff 

is dealt with.” (Participant 11, Man, 30 years) 

With my psychotic features, that is the main reason why I'm very anxious about going 

out. Because I don't really know how to tell someone that I hear a voice that no one else 

can hear. I feel like that's a big deal breaker with most people. It’s kind of a thing that you 

want to let someone know, not as soon as possible, but relatively early on. I'm so afraid 

of opening myself to others, especially with my psychotic features, because there's just 

been a whole lot of bad stigma around schizophrenia and just other psychotic features in 

that regard. And for me it's a hard pill to swallow, so I couldn't imagine what it's like to 

just tell someone that I'm trying to love that pill. I don't know, it's just I feel so trapped 

behind everything all the time. (Participant 14, Man, 24 years) 

 These quotes demonstrate the impact of stigma on one’s beliefs about themselves and 

their ability to navigate intimate relationships in the context of mental health symptoms. For 

some participants, these experiences left them feeling undeserving of love or unwilling to pursue 

intimate relationships, fearing the burden that they believed their condition would impose on 

their partners, and being hesitant to “subject” others to their mental health difficulties. If they 

were to pursue relationships, some participants expressed that a potential partner would need to 
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be able to “handle” the realities of being with someone who experiences mental health 

difficulties.  

My mental health will get in the way, and I start to think “well nobody really wants to be 

with me, I don't really want to be with myself half the time, so why would anybody 

else?” A lot of the times, I feel like if I disappear, would anybody really notice? 

(Participant 8, Woman, 25 years) 

People like ask me, like few months ago a girl was asking for my number, and I just 

turned it down… I don't want to suck someone into this world of mine…  I don't want 

them to get sucked into the chaos and all that. So, a lot of times, when someone came to 

me, I just turn it down. (Participant 19, Man, 22 years) 

Yeah, my own self-esteem is another thing that has gotten in the way... Yeah, just me in 

the way, like how I view myself and if I think it's worthy like, do I think I'm worthy of 

being loved? (Participant 9, Woman, 26 years) 

While acknowledging the stigma, self-stigma, fear, and difficulties they experienced as 

part of their experience of psychosis, participants simultaneously commented on the importance 

of self-love, focusing on their sources of inspiration and motivation, and believing in the 

potential for continued personal and interpersonal growth in their sociosexual lives.  

I just think that the scary thing is stigma about relapse, that's the stigma around it, you 

know, like “am I going to take a chance on this person if they might have a relapse?”…  

But you know, as long as I'm strong and healthy and I'm taking my medication, I know 

that it's good, and I've seen people in this program who have led regular lives have had 
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children, and who have made a whole career out of themselves. So that's given me 

motivation, given me inspiration. (Participant 20, Woman, 27 years) 

I would say last year being diagnosed with bipolar definitely affected how I carried 

myself and I presented myself. I think I was definitely a shell of myself, and I didn't 

really pursue relationships or any romantic flings or anything, because, I don't know, I 

just was not confident, and I didn't feel like I deserved to be loved or that I was appealing 

to people. Being diagnosed bipolar was a big let-down in my romantic life, especially last 

year. But this year I’m trying to deal with it better and learn to love myself despite being 

diagnosed with bipolar. (Participant 5, Man, 24 years) 

2.3.3.2 Symptom interference 

 When discussing barriers to intimate and romantic relationships, many participants 

highlighted specific symptoms, such as positive and negative symptoms, depressive symptoms, 

cognitive symptoms, and anxiety symptoms as interfering with their ability to engage in these 

relationships. Participants discussed the way that their symptoms and related experiences 

interacted form barriers to engagement in close relationships. 

I couldn’t sleep at night, and like [hallucinations] would mostly bother me throughout the 

entire day. So, I couldn’t focus on like conversations or just about like any normal thing. 

(Participant 13, Man, 20 years) 

I've always had like guilt and shame when thinking about having sexual thoughts or 

desires or fantasies. And so, whenever I'm in those situations with someone else, like 

we're speaking to each other about our desires or fantasies, I tend to feel that feeling a lot, 

because it's historically how I've always felt and those are the times where my voice 
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peaks the most, is when I'm feeling emotions like guilt and shame. And so, my voices 

will increase and then it will really kill the mood. (Participant 9, Woman, 26 years) 

Um, occasionally, I don’t know if this is generally a symptom, I read somewhere where 

basically you don’t feel emotion and you don’t outwardly express emotions. Sometimes I 

get that, and sometimes it’s difficult to read what emotion I am expressing, I suppose. So 

sometimes, he’ll look over me and be like, are you okay, you’re just kind of like sitting 

there, normally you’re very talkative. (Participant 1, Man, 21 years) 

I used to be someone that would be intimate with myself all the time and I don't even 

know the last time because I have so much intrusive thoughts… it’s sad, like it’s 

disappointing. It’s sad. (Participant 16, Woman, 26 years) 

And with my depression, I really don't think I'm the most attractive guy in the world. I 

really think I'm you know, probably bottom of the barrel kind of guy. I have very low self 

esteem so that really plays in the role of my self-confidence and I really think that's been 

one of the biggest challenges I have to overcome. (Participant 14, Man, 24 years) 

Participants also highlighted tertiary factors associated with their illnesses. Medication 

side-effects were common complaints, including decreased sexual desire, fatigue, cognitive 

complaints, and extrapyramidal symptoms. Specific complaints related to sexual dysfunction 

included vaginal dryness, erectile dysfunction, and difficulties with orgasm. These side effects 

interfered with engagement in sociosexual aspects of life and contributed to feelings of insecurity 

and inadequacy. Weight gain, another common medication side effect, and associated symptoms 

(e.g., comfort with one’s body and physical shape, body image) were highlighted by several 

participants as barriers to intimate and romantic relationships, to the extent that some participants 
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did not feel comfortable pursuing relationships while they felt dissatisfied with their physical 

appearance. Low self-esteem and negative body image were often cited as related to symptoms 

of depression and anxiety, further affecting one’s confidence in pursuing or engaging in intimate 

relationships. 

And then there were other like physical side effects of my meds. So, my face was like 

very masked, my expression… very blunted affect like there was no like movement to 

my face… Then there were other undesirable extrapyramidal symptoms because I used to 

be on risperidone. Like my wrists would lock, my gait was very rigid and like it was so 

gross but sometimes I even drooled. (Participant 15, Woman, 24 years) 

Symptoms also interfered with one’s ability to take the necessary steps to engage 

socially, such as making and enacting plans for social activities. For example, cognitive 

symptom interference was often cited as a barrier to social engagement (e.g., planning ahead, 

keeping up with conversations).  

Going out and creating those experiences, going out and socializing with people I've 

never met before, or making plans with friends to go out and do stuff, I find that my 

symptoms have gotten in the way of some of that happening. (Participant 11, Man, 30 

years) 

And I’d say like the main thing was I felt like mentally inadequate. I was definitely 

struggling with a lot of confidence issues regarding like memory and cognition. 

(Participant 2, Man, 27 years) 
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2.3.3.3 Fear as a barrier 

Anxiety and fear were commonly reported barriers. Due to the complexities of these 

emotions for the topic at hand, these experiences are captured in a separate sub-theme outside of 

other symptom-specific complaints. The source of these anxieties and fears were varied among 

individuals, and included fears about romantic relationships, sexual relationships, rejection, and 

other illness-specific concerns. Many of these fears (e.g., sexual performance, rejection) are 

commonly held even among individuals who have not experienced psychosis, while others (e.g., 

fear of stigma from schizophrenia, fear of passing on an illness to one’s offspring, fear of not 

being “good enough” due to their mental illness) were more illness specific. 

I'm really careful with how I think about sex… I'm afraid of it, I'm afraid of leaving a 

negative train of thoughts in my mind, because I’m afraid it'll affect me later when I have 

to talk to somebody… I guess I feel kind of neurotic about sex, like probably more than I 

should, but yeah, I've been trying to deal with it, but it's kind of hard… I feel kind of 

crushed, because it weighs on my mind, like sexual things and the anxiety because of my 

condition, so those are my two biggest problems. (Participant 17, Man, 25 years) 

I feel like with romance always, there's obviously like really big, fear of rejection. Like 

you really like someone, and you want them to like you back, but it doesn't always work 

out. So that's always something that comes up, you know, is this person going to 

reciprocate my feelings? How do I know if they are into me and I’m into them? I feel like 

it's really common sort of fear to have and definitely something I've experienced, so that 

would be like the main. Insecurity, fear rejection, fear of things not working out, like not 

wanting to lose. (Participant 10, Woman, 25 years) 
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But the risk that I am just thinking about it like, when I have schizophrenia, I just think 

about it like, if it's hereditary, I'm not so sure, like if I have schizophrenia from my 

grandfather, then maybe I can pass on to my generation which again, I'm scared of. Like 

that's why I avoid getting into intimate relationship, right from the beginning. 

(Participant 3, Woman, 23 years) 

Some participants spoke about their experiences overcoming those fears, which, in some 

cases, made them feel more self-assured and confident in themselves.  

You know, it's scary enough putting yourself out there in front of your friends and seeing 

how they're going to respond to you and your diagnosis and this new way of living. And 

it's doubly scary when there's like the added element of this fear of romantic rejection, 

because friendship rejection is obviously scary, but to me, I always felt safe around my 

friends. With like the feeling of romantic rejection it was even more scary… 

vulnerability, and confronting those feelings of shame and self loathing. And the 

vulnerability of like really being open with someone. Yeah, that was scary. So, I'd say 

romance has been so, so healing. (Participant 15, Woman, 24 years) 

2.3.3.4 The negative influence of past experiences 

One’s willingness to engage with close relationships was shaped by their past 

experiences. Participants considered how their upbringing, mental health experiences, and dating 

experiences have shaped and impacted how they approach relationships in the present day. The 

experiences shared were often negatively valanced and were reported to have lasting effects on 

participants’ understanding of their own intimate and sexual relationships.  
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I sort of grew up very religious… I was very much taught to be like a very good girl and 

very strict upbringing in my house. And I remembered like being shamed for like 

watching porn, and like I got outed for it by my sister, that was like really hard I 

remember. It happened at like, I want to say a young age, and so after that, it was sort of 

like, shut down, we're not going to do this ever again or try it. And it would take a long 

time for me to want to... I get like guilt and shame, like I grew up with like a picture of 

Christ over my bed, and so like it was hard to think of anything before going to bed and 

things like that, and so I think voices come [from] a lot of like shame and guilt. 

(Participant 9, Woman, 26 years) 

I associated any kind of like sexual desire with this like feeling of losing control or with 

this, you know, really negative, like traumatic part of my life that was this manic episode. 

(Participant 15, Woman, 24 years) 

Participants also shared past experiences of abuse, sexual abuse, and trauma. This 

included experiencing infidelity in a relationship, facing homophobia or biphobia, having sexual 

photos shared without their consent, childhood trauma, rape, and human trafficking. These 

experiences were reported as creating substantial barriers to one’s willingness and comfort in 

engaging in intimate relationships, as well as the level of anxiety, fear, discomfort, trepidation, or 

hypervigilance that people experience within the context of close relationships. 

2.3.3.5 Loss of relationships and opportunities  

The experience of psychosis often led to disruptions in other areas of life, including 

missed opportunities for sociosexual experiences and developing sociosexual skills. For some 

participants, this resulted in them feeling “behind” their peers in terms of relationship 

experience. 
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It felt like I was two years behind everyone else, in terms of not just sexual experience 

but knowing how to behave in a romantic relationship. I felt like I had missed these 

awkward milestones. I needed time to catch up and make these mistakes and be dumb 

(Participant 15, Woman, 24 years).  

 The lack of indicators of independence that are typically associated with transitions to 

adulthood (e.g., having a vehicle or a license, having an independent living space) were reported 

by participants as reducing opportunities for them to develop close relationships. Often, these 

were related to their illness, such as living with one’s parents due to requiring more support or 

spending more time in hospital. Many also attributed the lack of opportunities to form social 

relationships to being in rural areas, not leaving the house, not knowing how to make friends, or 

feeling uncomfortable in social spaces.  

More recently, in the past few years, I've been really dependent on family members in 

terms of support, you know, whether it's financial or emotional, so I just haven't been 

socializing with people my age as much as I'd like to…  Like making plans to go out with 

friends to actually meet people or to sit down and make like a really good online dating 

profile. I find that’s tough. My own mental health is has gotten in the way of some of 

that. (Participant 11, Man, 30 years) 

I don’t have a car, so I can’t drive… I live with my dad, so it’d be kind of hard to have 

any kind of sexual activity within that. (Participant 17, Man, 25 years) 

Other participants described the loss of previously existing or potential relationships as a 

direct result of their mental health challenges. The majority of time, the decision to withdraw 

from the relationship came from the other person, but participants also occasionally described 
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self-isolating, withdrawing, or pushing others away as a result of their experiences of psychosis 

or the associated symptoms.  

When I started working after high school, I met a coworker and I fell head over heels for 

her. We would hang out all the time like we were non-stop talking to each other… 

Eventually, uh, I got hospitalized. And this was my big wake up call with her… I called 

her, the first time she picked up from the hospital, you know, we talked for a bit. Second 

time, we talked for maybe 5 minutes, and then after that I tried calling her a few more 

times and she never picked up. (Participant 14, Man, 24 years) 

I pushed a lot of friends away, and a lot of my friends they didn't quite understand really 

well what the symptoms were, because at that point I was really starting to go through 

psychosis. Especially on the bus or in the mall, I’ll just be sitting there, and I would just 

start talking to some random lady in front of me, and my friends would look at me like 

I've got three heads because there's nobody there… Or they will catch me like talking to 

myself periodically and nobody wants to be near the weird person that talks to 

themselves… I mean symptom wise, they've been getting better, but relationships and all 

that, my boyfriend's the only one who stuck around. (Participant 8, Woman, 25 years) 

2.3.4 Theme 4: Self-Definition 

The way intimacy, romance, and sexuality were experienced and described by 

participants varied widely, as did the degree to which they attributed meaning to these 

experiences. Interview questions prompted participants to consider how they defined intimacy, 

romance, and sexuality in their lives, as well as the emotions that arose when thinking about 
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these topics. These concepts were defined physically, mentally, and emotionally, and experiences 

were described as positively valanced, negatively valanced, and mixed.  

2.3.4.1 Romance 

Emotions associated with romance were often described in physical terms, and associated 

with feeling “hot”, noticing a “butterfly sensation”, or noticing one’s “heart start to skip” or 

“flutter”. Participants described numerous positive emotions associated with romance, such as 

satisfaction, pleasure, admiration, happiness, joy, fulfillment, playfulness, desire, comfort, 

calmness. Oftentimes, romance was described as separate from “just” sexual intimacy. Other 

emotions were more negative, such as awkwardness, sadness, betrayal, or discomfort,  

Participants noted feeling nervousness and excitement when thinking about romance, as well as 

panic and anxiety. Participants often considered conflicting emotions together.  

I'm a bit everywhere when it comes to [romance] because I experience a little bit of 

everything when it comes to romance. There's a sadness when it comes to it, because of 

the whole lack of romance, affections, displays and stuff like that. But at the same time 

there's also like happiness and joy for like, the stuff that I do for myself, like even going 

out with friends and involving them in this aspect as well. So, there's a great degree of 

range when it comes to emotions and romantics for me. (Participant 7, Man, 26 years) 

I would say like, romance kind of does bring up like fears and insecurities in some sense, 

but in general, I think of it as a positive thing. And, you know, past relationships that 

haven't worked out, even if it didn't end well, I still got something out of the experience, 

and it was still really beautiful and something I'm glad I did, I guess. (Participant 10, 

Woman, 25 years) 
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The manner in which people defined romance was also diverse. Some focused on 

feelings, while others focused on actions. Aspects related to mutual support and taking care of 

one another were commonly commented on. 

Romance is, I don't know, it's doing nice things for another partner or person that you're 

interested in, whether that be cooking a nice meal for them, creating a playlist for them, 

or going out for a walk and just doing things that you two enjoy for each other. I think 

that's romance, writing poems, writing music. (Participant 5, Man, 24 years) 

Not necessarily like interpersonal romance in the sense of romantic relationships… but 

even just like the sense of romance as in like a departure from seeing things as super 

mundane. Or romance, as in a really, thorough attentiveness to the world around you, and 

a really deep engagement with everything. So, other people, but also just even like 

language learning I find so romantic, learning new things like playing the piano, going 

for a walk outside. I don't know. (Participant 15, Woman, 24 years) 

2.3.4.2 Intimacy  

Words that participants used when discussing intimacy included bonding, closeness, 

connection, safety, loyalty, trust, passion, vulnerability, and openness. People shared examples of 

intimacy with friends, family members, romantic partners, sexual partners, pets, therapists, and 

themselves.  

Intimacy, I’d say, just showing vulnerability through having sexual relations and 

emotional connections. (Participant 12, Woman, 26 years) 

I define intimacy and my own life, like… I would have to think about that. But for 

example, if I was just thinking about it on the spot, having intimate phone call with the 
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friend, talking about private topics, that's one implement of intimacy. Being with my 

social worker talking about private topics, that’s another form of intimacy. Being sexual 

with somebody, that's another form of intimacy. Yeah, it varies. (Participant 20, Woman, 

27 years) 

2.3.4.3 Sexuality  

Participants often recognized and commented on the multifaceted nature of sexuality, 

referring to sexual orientation, sexual activity, sexual expression, or sexual identity. However, 

many participants had difficulty verbalizing descriptions of sexuality (e.g., “it’s just weird” 

(Participant 4, Man, 22 years), “it’s the sort of thing that people do” (Participant 13, Man, 20 

years), “I guess it’s who you’re into” (Participant 16, Woman, 26 years), “I think just about 

being horny and stuff, I don’t know” (Participant 2, Man, 27 years)). Some reflected on their 

difficulty answering these types of questions (e.g., “I don't even know. I feel like I should have 

thought of this before.” (Participant 16, Woman, 26 Years)).  

There was an emphasis on confident and free self-expression, being comfortable in one’s 

own skin, and integrating one’s sexuality in their broader sense of self. Quotes emphasized 

sexuality as part of connecting with others, including attracting partners and feeling attracted to 

others. Participants directly and indirectly challenged societal stigmas surrounding sexuality, 

sexual expression, and queerness, and emphasized their own sexual autonomy.  

Sexuality means that you're comfortable expressing yourself as a sexual being, so you're 

aware that humans do need to have sex, and it's ok to be sexual… it's not something to be 

ashamed of. (Participant 12, Woman, 26 years) 
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I see the role of sexuality basically as, you know, there's this word and I'm trying to get 

into my mind, basically like the female, the female power or something like that, 

something along those lines… Divine feminine. So, I basically see sexuality as that, and 

just trying to attract more of that into my life, and, you know, discover what that means to 

me and discover what that is to me really. Because it's been a journey, and I've been 

through phases and I've been through different aspects of my life, and I'm still growing, 

and what I look like now is not maybe what I’m going to look like in five years, right? 

So, I'm constantly evolving. (Participant 20, Woman, 27 years) 

Participants who described themselves as members of the 2SLGBTQIA+ community 

often discussed their experiences with sexuality in that context, commenting on experiences of 

confusion and self-discovery of their identities growing up, being faced with homophobia or 

heteronormativity, as well as their pride and positive experiences of self-discovery and self-

expression. Often, these experiences intersected with their ethnic, racial, or religious identities. 

Several participants discussed barriers to sexuality and sexual expression as influenced by 

religious upbringings; often, these experiences were characterized by guilt and shame. 

I'm confused half of the time I feel like, like there's times where like I do want to 

experiment because like I don't quite know what my sexuality really is…  But it's also 

like I feel kind of scared cause like if I do end up, I do experiment and I realize, what if 

I'm bi? Would my family actually accept it? Because they’re accepting of others, but 

they're not so accepting of their own kids. (Participant 8, Woman, 25 years) 

Yes, definitely a journey. When I was younger, it’s definitely like you had to be straight 

and it wasn't really cool to be anything else. So, it was very hard to be young and have 

fantasies about different people and not feeling like you were straight and not having 
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anyone to tell. So, it was definitely journey accepting that you could be another letter on 

the spectrum and that other letters exist, and that different kinds of people exist. 

(Participant 9, Woman, 26 years) 

2.4 Discussion 

This qualitative research explored how individuals experiencing early psychosis navigate, 

understand, and derive meaning in areas relating to intimacy, romance, and sexuality in their 

lives. Across four main themes and their sub-themes, participants described their challenges, 

aspirations, and experiences. The quotes and stories described demonstrate a complex interplay 

between these areas of life and one’s mental health, personal growth, and recovery.  

2.4.1 Intimacy, Sexuality, and Recovery 

As in previous research, the importance of close, intimate relationships as part of the 

recovery process was emphasized by participants (Boucher et al., 2016; McGuire et al., 2020; 

Redmond et al., 2010). Many participants reported that emotional support from their loved ones 

and close others were cornerstones of their recovery and mental well-being. Though these 

sources of social support ranged to include family members, friends, and healthcare providers, 

participants also emphasized the unique role that romantic and sexual partners play in providing 

the sense of comfort, safety, and normalcy that supported their subjective recovery. Physical 

intimacy was valued by many participants, though it was overshadowed by the desire for the 

close companionship, trust, support, and shared life experiences that participants believed was 

more present in romantic relationships. These quotes support prior research highlighting the 

importance of intimacy and sexuality in one’s well-being, growth, and sense of self (Kerpelman 

et al., 2012), further demonstrating that sociosexual domains of life are an integral part of the 

process of recovery from severe mental illness. 
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Though close relationships were highlighted as key components of recovery, participants 

also spoke of prioritizing their own self-improvement and mental health stability prior to seeking 

out or engaging in close relationships. Often, goals around symptom management, career and 

educational advancement, and financial stability are viewed as precursors to intimate 

relationships. The choice to focus on career and personal development before pursuing intimate 

relationships is one made by many individuals with or without mental health challenges. 

However, for those in the present study who have experienced mental health challenges that may 

have resulted in disrupted social, educational and career trajectories, there are additional stressors 

in terms of feeling “behind” their peers in these competing life domains, thus leading to 

additional pressures to “catch up”. Similar sentiments have been reported in previous research, 

capturing the notion that individuals with psychosis may find it difficult to engage with intimate 

relationships when they feel that they have missed the initial opportunities for these experiences, 

and that they are now “behind” their peers who have already had these opportunities (Redmond 

et al., 2010).  

There is nothing inherently of concern with the pursuit of recovery in different areas of 

one’s life, or the choice to focus exclusively on one’s individual growth, identity, and well-being. 

These are highly individual decisions that reflect the many different and important values that 

people hold. However, the emphasis on achieving a certain level of recovery or mental wellness 

prior to attempting to pursue close relationships raises some questions about the underlying 

reasons for this deferral among people with psychosis. The view that one should prioritize 

symptomatic and functional recovery goals, perhaps above and beyond goals related to intimacy 

and sexuality, are not novel to the present study and are often promoted – either intentionally or 

unintentionally – by clinicians and researchers. For example, in seen in research from healthcare 
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providers, beliefs that intimacy and sexuality are “peripheral issues” that lack priority in 

treatment, or that clinical recovery would facilitate the recovery of “everything else” (e.g., areas 

of life related to intimacy and sexuality) were commonly held (Urry et al., 2019). These views 

are also represented in research relating to treatment outcomes. Although research has begun to 

shift towards emphasizing the multidimensional nature of recovery (Ponce-Correa et al., 2023), 

past research has primarily emphasized domains such as symptom remission or functional 

recovery as primary outcomes of treatment programs. In contrast, the concept of “subjective 

recovery,” which captures concepts related to personal meaning, hope, sense of self, identity, 

connectedness, and other individual experiences, can be more challenging for researchers to 

operationalize and measure, and therefore is more difficult to target with traditional interventions 

(van Weeghel et al., 2019). As a result, more objective domains of recovery are frequently 

emphasized as primary outcomes in treatment programs, potentially with the (unproven) 

assumption that recovery in other, more subjective life domains, including aspects of sociosexual 

functioning, would follow. 

  The notion that one must be “recovered” before pursuing close relationships is also in 

contradiction with a plethora of research, including the present study, outlining the importance of 

close, supportive relationships throughout the process of recovery (Sibitz et al., 2011; Vázquez 

Morejón et al., 2018). For some people with psychosis who opt not to pursue intimate 

relationships despite desiring them, this choice may be influenced by stigma, low self-esteem, 

and pressures to “make up” for the fact that they have a mental illness by optimizing other areas 

of their lives to make themselves a “desirable” partner. This may hinder the pursuit of close 

relationships, thus delaying opportunities for connection and intimacy and overlooking the 

potential of these relationships to enhance recovery itself. Waiting until one is “recovered” prior 
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to seeking relationships may also not be fruitful, given that one’s ability to create and maintain 

friendships may not spontaneously improve with age. In fact, research demonstrates that older 

adults with psychosis continue to face isolation, community disconnection, poorer social 

functioning, lower social support, a lack of opportunity to develop relationships, and a loss of 

relationships, despite having desires for social connection and recognizing the importance of 

these connections, especially when aging (Berry & Barrowclough, 2009; Ogden, 2014; Smart et 

al., 2021). As such, emphasizing the importance of building and developing interpersonal and 

social skills as part of early intervention may help circumvent poorer social outcomes in the 

future. Ultimately, espousing the belief that people must be “recovered” or “mentally well” – 

which are often subjective concepts – before they can take steps towards creating and 

reciprocating close, intimate relationships, is to their detriment and to the detriment of those 

whom they might love.  

2.4.2 The Relationships between Mental Health, Sexuality, Intimacy, and Romance 

Though participants discussed how the presence of positive and negative symptoms of 

psychosis interfered with sociosexual domains of their lives, participants often cited symptoms 

related to anxiety, fear, and depression as primary barriers. It is important to note that despite 

many participants still experiencing ongoing positive and negative symptoms of psychosis, all 

participants were living as outpatients in the community and self-selected to participate in this 

research study. Participants also had some degree of involvement in early psychosis treatment 

programs, and many were taking medication, which may have rendered psychotic symptoms as 

less likely to be primary barriers to sociosexual engagement. Other illness-related factors, such 

as medication side-effects, stigma, and self-stigma, were also described as barriers to forming 

and maintaining relationships. These factors were complex, intertwined, and often self-
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reinforcing; for example, positive symptoms may increase fear and anxiety, thereby contributing 

to withdrawal and insecurity, which further impacts one’s mood and beliefs about their 

worthiness as sexual or romantic partners. These negative beliefs about oneself persist even 

when participants report remission of psychotic symptoms. As such, future research aiming to 

support individuals with psychosis in improving their intimate, romantic, and sexual 

relationships should also target factors including, but not limited to, self-stigma, negative 

perceptions about oneself as an intimate partner, relationship insecurities, and self-esteem. 

2.4.3 Healthcare Experiences  

In healthcare settings, conversations about intimacy, romance, and sexuality can represent 

opportunities for support and rapport-building, but can also be sources of stigma and 

invalidation. A supportive, trusting relationships with one’s healthcare provider is seen as of 

central importance when navigating topics of intimacy and sexuality in a healthcare setting. 

Positive experiences tended to be linked to the strength of the rapport and trust of the existing 

therapeutic relationship, as well as the therapist’s degree of openness and the amount of time 

they are willing to spend discussing these topics. For some participants, interactions with their 

healthcare teams represent some of their only opportunities to discuss these more sensitive 

issues. Unfortunately, participants also reported that sociosexual needs are frequently 

stigmatized, inadequately addressed, or completely unmet. For example, while it is important to 

acknowledge psychiatric symptoms in an often time-limited appointment, a strict focus on 

psychiatric symptoms can leave patients feeling unheard and unsupported in other aspects of 

their lives. The results of this research echo previous findings outlining the need for health 

services to better support persons with psychosis in navigating the sociosexual and romantic 

aspects of their lives (White et al., 2020; White et al., 2021b). Further, some individuals 
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expressed no need or no desire to discuss these topics in detail in healthcare settings, 

demonstrating the need for healthcare providers to be adaptive to patient needs and respectful of 

their preferences.  

There are many ways that existing systems could be improved upon to better support the 

sociosexual needs of people experiencing psychosis; a non-exhaustive list of examples will be 

reviewed here. In line with previous research, many healthcare providers feel that they lack 

competence and training in navigating issues related to intimacy and sexuality, and report that 

they desire and would benefit from further training that encompasses the sociosexual dimensions 

of mental health care (Berger-Merom et al., 2021; Nnaji & Friedman, 2008; Southall and 

Combes, 2020; Urry et al., 2019; White et al., 2020;). Training offers the potential to increase 

clinicians’ comfort and self-efficacy in initiating conversations about intimacy, romance, and 

sexuality, as well as provide psychoeducation and guidance around the management of these 

conversations. It is important that the clinician takes the responsibility for initiating and making 

space for conversations around intimacy, romance, and sexuality, as patients may face discomfort 

and uncertainty around knowing when and how to express concerns related to these topics. 

Further, additional training would support the implementation of integrative care models that 

incorporate screening, assessments, and interventions focused on sociosexual well-being 

alongside traditional methods of care. This may also involve applying already-used CBT models 

to sociosexual issues, accumulating resources to provide patients, and becoming knowledgeable 

about referrals that can be offered to patients who desire additional support in these areas. 

Referral networks could include specialists in sexual health, relationship counselling, and 

LGBTQIA2S+ care. At an organizational level, providing guidelines around best practices for 

addressing needs related to intimacy, romance, and sexuality may serve to reduce healthcare 
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providers’ difficult broaching these topics, and would allow for more consistent, comprehensive 

care to be delivered to service users (White et al., 2020). Ideally, treatment programs or groups 

that offer support around sociosexual relationships and needs would be beneficial in normalizing 

experiences, reducing stigma, and providing practical strategies for navigating this area of life. 

Given that sociosexual needs can vary considerably across clients, it may be beneficial to 

develop modular interventions that can be flexibly adapted to address specific needs that clients 

may face (White et al., 2020). Importantly, across all recommendations, healthcare providers 

would benefit from prioritizing the development of a strong therapeutic rapport with their 

patients to provide a sense of safety and security for patients to disclose concerns. Healthcare 

workers should practice in a way that respects the individual’s readiness to have conversations 

around intimacy, romance, and sexuality, recognizing the appropriate timing for these 

conversations. However, training in topics related to intimacy and sexuality is often limited or 

inconsistent in health and mental health education (Abbott et al., 2021; Mollen & Abbott, 2022; 

Reissing & Giulio, 2010; Shindel et al., 2010), and little to no research has explored outcomes of 

these types of training programs on clinician behaviour. As such, future research that aims to 

improve clinician competency in sociosexual issues should seek to measure the impact of these 

programs on subsequent patient care.  

The importance of sexual health training and comfort in discussing sensitive topics was 

apparent in the present study, as it directly impacted the quality and specificity of the information 

provided by the client. For example, in the present study, specific complaints related to sexual 

functioning were often only disclosed after prompting. In one example, a participant disclosed 

that he experienced “decreased libido” as a side effect of medication. The interviewer asked 

subsequent questions about specific experiences, such as erectile dysfunction. After that query, 
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the participant disclosed that his concerns were actually surrounding difficulties with erectile 

function and orgasm, and that he had not experienced any changes to sexual desire. Patients may 

be unclear about the different components of sexual functioning and sexual response, and thus 

use “libido” as a catch-all for sexual problems. It is also possible that people feel more 

comfortable discussing and using terms like “libido” rather than terms like “erectile dysfunction” 

or “orgasm.” This demonstrates how specific prompting by healthcare providers can be 

necessary to better understand the specific sexual problems that people are experiencing, and 

how offering these terms may create the opportunity for patients to speak about related issues. 

There are ever-increasing burdens on healthcare providers, such as staffing shortages and 

high demands on services. Making improvements to healthcare delivery requires support from 

program management and administration in addition to the efforts made by healthcare 

practitioners themselves. Continued advocacy and research in this area is necessary to provide 

individuals with psychosis with appropriate sociosexual support.  

2.4.4 Identity, Self-Definition, and Meaning Making  

As in the general population, people who have experienced psychosis described diverse 

definitions of romance, intimacy, and sexuality. Participants’ definitions of, and emotional 

responses to, these subjects range from joy to trepidation. Intimacy was characterized by trust, 

connectedness, emotional vulnerability, and support, while sexuality was seen as a multifaceted 

expression of self and a domain for exploring identity, connection, pleasure, and autonomy. Not 

all participants verbalized complex and personal meaning attributed to this area of their lives; 

some had not strongly considered these components of themselves and their lives, and for others, 

it was reported as less important than other areas of life. This theme highlights the (potentially 

self-evident) assertation that, although people with psychosis may face unique illness-related 
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challenges within sociosexual domains of life, their diverse values and needs in these domains 

are aligned with those experienced and reported by people unaffected by psychosis (Boislard et 

al., 2016; Scott et al., 2011; Tillman et al., 2019; Watkins & Beckmeyer, 2020).  

Common across all themes, diversity characteristics emerged as important to the 

navigation of intimate, romantic, and sexual aspects of participants’ lives. Participants shared 

how aspects of their culture, ethnicity, gender, sexual orientation, and religion interacted with 

their sociosexual experiences. In line with research on identity development (Salazar & Abrams, 

2005; Sue & Sue, 1999), participants who endorsed being members of non-majority groups (e.g., 

racialized or 2SLGBTQIA+ individuals) often reflected on how various aspects of their identity 

shaped their experiences. This may be due, in part, to being forced to question and reflect on 

one’s identity when it does not align with the social majority. In healthcare settings, it is 

important for healthcare providers to be aware of the many ways that their and their clients’ 

culture, ethnicity, religion, and gender/sex identities may intersect, as well as how this affects 

their therapeutic relationship. Healthcare workers should be sensitive to and knowledgeable 

about how cultural, ethnic, religious, and gender/sex identity factors influence perceptions and 

experiences of intimacy, romance, and sexuality, as well as how to adapt their approaches with 

an intersectional lens to best suit the needs of the individual patients they are working with 

(Joiner et al., 2022; Kivlighan et al., 2018).  

2.4.5 Limitations 

The sample diversity, while inclusive of various ages, sexual orientations, and ethnicities, 

consisted predominantly of cisgender and monogamous or single individuals. Despite 

recruitment being open to individuals of all identities, recruitment of individuals of diverse 

gender identities was unsuccessful in the time frame of the study; this may have also been related 
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to an already-low base rate of individuals in the early stages of psychosis. Limited information 

was available regarding details of past romantic and sexual relationships outside of what was 

reported in the interviews, which may limit some of the conclusions drawn. As various diversity 

characteristics were commonly discussed among participants, it is likely that individuals with 

diverse gender/sex identities and relationship contexts will face unique experiences in intimate, 

romantic, and sexual areas of their lives that may not have been captured by the present study. 

Furthermore, while all participants were engaged in early intervention services for psychosis, 

there was considerable variability in diagnoses, medication, and current psychotic symptoms. 

Given the diverse trajectories and neurodevelopmental impacts of various psychotic illnesses 

(e.g., mood disorders with psychotic features versus schizophrenia), participants may differ 

considerably in the impact of their illness on the sociosexual aspects of their lives. Future 

longitudinal research may wish to explore the specific sociosexual outcomes related to different 

diagnoses following the period of early psychosis to examine if specific barriers or experiences 

vary by diagnostic status. For example, individuals with schizophrenia, who face high rates of 

stigma and considerable clinical and cognitive symptoms, may experience unique interpersonal 

challenges that are distinct from other psychotic illnesses. Related, participants were outpatients 

living in the community who self-selected to participate in this study. As such, these findings 

may not be representative of those in acute phases of illness or who are hospitalized. Participants 

who opted to participate in the study may also be more likely to be those who are interested in 

the topic area and who are willing to discuss intimate relationships. Individuals who may 

experience greater levels of stigma, shame, or discomfort with these topics may have opted not 

to participate. That being said, several participants in the present research indicated that the study 

represented one of the first times they had discussed these topics in a healthcare or research 
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settings, indicating some willingness to participant even despite some trepidation, anxiety, or 

shame around these topics. Lastly, researcher characteristics, such as gender/sex and age, may 

have influenced participant engagement and willingness to disclose certain information (for 

instance, being more or less comfortable discussing certain information with a researcher of the 

same or another gender/sex).  

2.4.6 Conclusions 

Findings from this study indicate that many young adults experiencing early psychosis 

see romance, intimacy, and sexuality as central to their well-being and as facilitators and 

indicators of mental health recovery. Illness-related factors including clinical and cognitive 

symptoms, medication side effects, stigma, self-esteem, social isolation, and a loss of 

relationships and opportunities presented as primary barriers to developing and maintaining close 

relationships. Positive intimate and sexual relationships were associated with hope, optimism 

about recovery, positive self-image, identity development, emotional and practical support, and a 

sense of normalcy. The importance of intimacy, romance, and sexuality for participants was 

viewed as discrepant with the lack of attention these topics received in healthcare settings. 

Participants shared perspectives on how healthcare providers can better support their sociosexual 

needs, including initiating relevant discussions, building trusting patient-clinician relationships, 

and being knowledgeable of relevant sexual and intimate topics and resources (e.g., medication 

side effects, queer resources). The importance of mental health providers gaining competency in 

addressing these topics was emphasized. Future research should continue to explore avenues for 

supporting young people with early psychosis in navigating these complex and personal areas of 

their lives, thereby supporting their progress towards recovery.   
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Chapter 3 

Understanding Experiences of Intimacy, Romance, and Sexuality in Early Psychosis 

3.1 Introduction 

Intimate, romantic, and sexual relationships are highly valued by people experiencing 

early psychosis, yet can also be sources of distress, stigma, and anxiety, and therefore represent 

areas of need in treatment and recovery. These topics have received insufficient attention in 

clinical and research settings, especially relative to their perceived importance for individuals 

with psychosis. 

The importance of close, supportive relationships in recovery from psychosis is well-

established (Doron et al., 2014; McGuire et al., 2020; Mizock et al., 2019; Norman et al., 2005; 

Uzenoff et al., 2010). From a recovery-oriented perspective, intimate relationships can be a 

source of hope, courage, belongingness, and inclusion, which contribute to individuals’ abilities 

to live full and meaningful lives despite experiencing a severe mental illness (Van Sant et al., 

2012). Individuals experiencing early psychosis consistently identify intimacy, romantic 

relationships, and sexual activity as important components of their subjective recovery (Boucher 

et al., 2016; Bjornestad et al., 2017; Windell et al., 2012). However, psychosis is related to 

several barriers to the development and maintenance of close relationships. Clinical symptoms, 

medication side effects, hospitalizations, stigma, cognitive and social cognitive impairments, and 

difficulty with daily functioning may all interfere with the trajectory and success of a relationship 

(Barker & Vigod, 2020; de Jager et al., 2017; Padgett et al., 2008; Van Sant et al., 2012). 

Understanding specific barriers that individuals with psychosis face in these areas of life is 

crucial for developing interventions that can support individuals in fully engaging with these 

domains of their lives.  
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Previous research has found that individuals with psychosis experience reductions in the 

size of their social networks in the prodrome and early stages of a psychotic illness (Gayer-

Anderson et al., 2013). This reduction has been suggested to result from withdrawal from social 

relationships, perhaps as the result of depressive or psychotic symptoms, as well as from 

ostracization and exclusion from others, perhaps as a result of symptom interference or societal 

stigma about psychosis (Baker & Procter, 2015; Giacco et al., 2012). Despite romantic 

relationships being identified as protective factors in mental health outcomes, the relationships of 

individuals with psychosis tend to be rated as lower in intimacy, commitment, and passion 

compared to healthy controls (Doron et al., 2014). In terms of sexuality and sexual relationships, 

research has typically taken a narrow focus on sexual dysfunction, risk factors, and vulnerability 

(Boucher et al., 2016), and much research has focused on the sexual side effects of antipsychotic 

medication (Kelly & Conley, 2004). Indeed, research has identified that up to 65% of individuals 

with first episode psychosis experience sexual dysfunction (Marques et al., 2012). Of the few 

studies that have explored other aspects of sexuality, such as sexual satisfaction and self-esteem, 

findings indicate that individuals with psychosis also experience barriers in these areas (de Jager 

et al., 2018; Huguelet et al., 2015; Laxhman et al., 2017; McCann, 2010a). Though existing 

research has emphasized the importance of further investigating these important areas of life, 

there is still a paucity of research on topics related to intimacy, romance, and sexuality. These 

areas also receive little attention in early psychosis intervention programs, despite patients in 

these programs desiring to talk about these areas of life (McCann, 2010b; Östman & Björkman, 

2013). Further in-depth research in this area would allow for the identification of specific 

barriers and treatment targets that would allow early intervention programs to more appropriately 

and adequately address the needs of patients.  
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In this relatively understudied area, little is known about the specific and nuanced 

differences in intimate, sexual, and romantic domains between individuals with and without 

psychotic disorders, particularly in the context of early psychosis. The aim of the present study is 

to explore the rates of sexual dysfunction, dissatisfaction with sexual and romantic relationships, 

and related impairments in an early psychosis population compared to healthy controls. To better 

understand the specific concerns faced by individuals in early psychosis programs, the present 

work aimed to investigate numerous facets of romantic relationships, sexuality, and sexual 

functioning, many of which have been underrepresented in existing research. Based on previous 

literature, I expect that persons with psychosis will have more difficulties in romantic 

relationships, including lower relationship satisfaction, a greater fear of being single, and more 

anxious and/or avoidant attachment styles. I also expect that persons with psychosis will 

experience higher rates of sexual dysfunction, dissatisfaction, and poorer sexual self-concept. In 

healthcare settings, I expected that participants would report wanting, but not receiving, 

information related to intimacy and sexuality in their care, and that these topics would be seen as 

important for their recovery.   

3.2 Method 

3.2.1 Participants 

Seventy-six participants (38 community controls, 38 early psychosis outpatients) were 

recruited and completed the study. A total of 35 outpatients were retained in the final analyses. 

Individuals were removed from the analysis on the basis of having a duration of illness longer 

than five years (n = 3). Please see Figure 1.1 for the participant flow chart for the psychosis 

group. Eligibility criteria required participants to be involved in an early intervention program 

for the first time within the past five years, to speak and read English, and to be between the ages 
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of 18 and 35. There were no diagnostic requirements outside of a psychotic episode (and 

therefore, eligibility for an early psychosis intervention program); as a result, participants had 

diverse diagnostic profiles. Community controls matched on age and gender were recruited 

through community and online advertisement. Advertisements were posted on community social 

media pages and posters were posted around various community locations. Control participants 

were screened for past or current psychiatric disorders prior to study enrolment using the Mini-

International Neuropsychiatric Interview (MINI; Sheehan et al., 1998).  

3.2.2 Procedure 

The research proposal received ethical approval from the Queen’s University Health 

Sciences and Affiliated Teaching Hospitals Research Ethics Board. Study procedures were 

explained and verbal and written informed consent was obtained from all participants. 

Assessments and telephone screeners were completed by doctoral students or Bachelor-level 

research assistants. Diagnoses were self-reported by participants and/or extracted from medical 

health records when possible for the early psychosis group. Participants completed all study 

procedures over Zoom. Study measures were completed verbally and using Qualtrics survey 

software. A study examiner was present on Zoom with participants for the completion of all 

measures to answer questions and assist with any technical difficulties that could arise. The study 

took between 1.5 and 4 hours to complete, varying based on diagnostic status and time required 

for each participant to complete the study measures; compensation of $15 per hour was provided 

to participants.  
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3.2.3 Measures 

3.2.3.1 Demographic Information 

A demographics questionnaire collected information including age, self-identified 

ethnicity, sex, gender, relationship and marital status, educational and occupational history, 

current medication, and clinical diagnostic history.  

3.2.3.2 Psychiatric Symptoms 

Psychiatric symptoms were assessed via both self-report and clinical interview. The 

Modified Colorado Symptom Index (MCSI; Conrad et al., 2001) was used to measure self-rated 

emotional distress associated with psychological symptoms. The MCSI consists of 14 items rated 

on a 5-point scale ranging from 0 (not at all) to 4 (at least every day), where higher scores 

indicate greater emotional distress. The MCSI demonstrated excellent internal consistency in the 

present study (Cronbach’s α = .95). The Brief Psychiatric Rating Scale (BPRS; Overall et al., 

1967) is a clinician-rated semi-structured interview capturing clinical symptoms over the past 

two weeks and behavioural observations made during the interview. The BPRS assesses the 

frequency and severity of 18 psychiatric symptom domains on a 7-point scale ranging from 1 

(absent) to 7 (extremely severe). This interview is typically completed in 15-25 minutes. Factor 

analyses have produced a consistent five-factor solution assessing the following domains: Affect, 

Positive Symptoms, Negative Symptoms, Resistance, and Activation (Shafer, 2005). Mean item 

scores for each domain are reported, with higher scores indicating greater symptom severity. 

3.2.3.3 Loneliness 

The UCLA Loneliness Scale (Version 3; Russell, 1996) was used to measure loneliness. 

The UCLA Loneliness Scale consists of 20 items, each scored on a 4-point scale ranging from 1 

(never) to 4 (always), where a higher total score indicates a greater degree of loneliness. Internal 



78 
 

consistency for the UCLA Loneliness Scale was excellent in the present study (Cronbach’s α = 

.95).  

3.2.3.4 Belongingness  

Achieved belongingness was measured using the General Belongingness Scale (GBS; 

Malone et al., 2012), which is a 12-item measure with two subscales: acceptance/inclusion and 

rejection/exclusion. Each item is scored on a 7-point scale ranging from 1 (strongly disagree) to 

7 (strongly agree). A score for each subscale was created by averaging the items within the 

subscale, where higher scores indicate a greater degree of acceptance/inclusion and a lower 

degree of rejection/exclusion. Both the acceptance/inclusion and rejection/exclusion subscale 

each demonstrated excellent internal consistency in the present study (Cronbach’s α = .95; .94).  

3.2.3.5 Internalized Stigma 

Internalized stigma was assessed using the Internalized Stigma of Mental Illness 

Inventory (ISMI; Ritsher et al., 2003), a 29-item measure with five subscales: alienation; 

stereotype endorsement; perceived discrimination; social withdrawal; and stigma resistance. 

Questions are scored on a 4-point scale ranging from 1 (strongly disagree) to 4 (strongly agree). 

Scores on each subscale are averaged together (after reversing scores from the stigma resistance 

subscale) to achieve a mean score, where higher scores indicate greater internalized 

stigma. Internal consistency for the ISMI was excellent in the present study (Cronbach’s α = .94).  

3.2.3.6 Subjective Recovery  

The Questionnaire for the Process of Recovery (QPR; Neil, et al., 2009) was used to 

measure subjective recovery in patients. The QPR consists of 15 items, each scored on a 5-point 

scale ranging from 0 (disagree strongly) to 4 (agree strongly), where a higher total score 
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indicates greater recovery. Internal consistency for the QPR was excellent in the present study 

(Cronbach’s α = .94). 

3.2.3.7 Relationship Investment 

The Investment Model Scale (IMS; Rusbult et al., 1998) uses four subscales to assess the 

four constructs within the investment model of relationships: commitment; relationship 

satisfaction; quality of alternatives; and investment. Each subscale consists of questions with a 9-

point rating system ranging from 0 (not at all) to 8 (completely), where higher subscale scores 

indicate greater commitment, relationship satisfaction, quality of alternatives, and 

investment. This questionnaire was only displayed to participants who reported being involved in 

a romantic relationship at the time of assessment. The quality of alternatives subscale of the IMS 

demonstrated acceptable internal consistency in the present study (Cronbach’s α = .75) and the 

commitment, relationship satisfaction, and investment subscales demonstrated good internal 

consistency (Cronbach’s α = .85; .90; .85). 

3.2.3.8 Relationship Satisfaction 

General relationship satisfaction was assessed using the Relationship Assessment Scale 

(RAS; Hendrick, 1988). The RAS consists of seven items, each scored on a 5-point scale ranging 

from 1 (low) to 5 (high), where a higher mean score indicates greater relationship satisfaction. 

This questionnaire was only displayed to participants who reported being involved in a romantic 

relationship at the time of assessment. The RAS demonstrated good internal consistency in the 

present study (Cronbach’s α = .88).  
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3.2.3.9 Relationship Functioning 

Romantic relationship functioning was assessed using the Romantic Relationship 

Functioning Scale (RRFS; Bonfils et al., 2016), which is a 22-item measure with three subscales: 

resources and interpersonal skills, risks, and stigma. Questions are scored on a 9-point scale 

ranging from 1 (strongly disagree) to 9 (strongly agree), where a higher mean score indicates 

better romantic relationship functioning. The RRFS demonstrated good internal consistency in 

the present study (Cronbach’s α = .88). 

3.2.3.10 Fear of Being Single 

The Fear of Being Single Scale (FOBS; Spielmann et al., 2013) was used to measure 

participants’ concern, anxiety, or distress regarding the current or prospective experience of 

being without a romantic partner. The FOBS consists of six items, such as “It scares me to think 

that there might not be anyone out there for me.” Items were rated on a 5-point scale from 1 (not 

at all true) to 5 (very true), with a higher mean score indicating a greater fear of being single. 

The FOBS demonstrated good internal consistency in the present study (Cronbach’s α = .84).  

3.2.3.11 Attachment Orientation 

The Experiences in Close Relationships Scale – Revised (ECR-R; Fraley et al., 2000) was 

used to measure adult attachment orientation with two 18-item subscales, one assessing 

attachment avoidance and the other assessing attachment anxiety. Questions within each subscale 

are scored on a 7-point rating scale ranging from 1 (strongly disagree) to 7 (strongly agree), 

where a higher score indicates greater attachment anxiety and greater attachment avoidance. The 

18-item anxiety and avoidance subscales of the ECR-R demonstrated excellent and good internal 

consistency, respectively (Cronbach’s α = .94; .89).  



81 
 

3.2.3.12 Sexual Functioning 

The National Survey of Sexual Attitudes and Lifestyles – Short Form (Natsal-SF; 

Mitchell et al., 2012) is a 17-item measure that was used to measure an individual’s level of 

sexual function. This questionnaire takes into account reported sexual function problems 

experienced for at least 3 months (e.g. felt anxious during sex, felt physical pain as a result of 

sex). Items also explored the relational context (e.g. “My partner and I share about the same level 

of interest in having sex”) and levels of satisfaction and distress, which are scored on a 4-point 

scale ranging from 0 (agree strongly) to 4 (disagree strongly). Scoring of the Natsal-SF was 

conducted based on guidelines outlined by Jones and colleagues (2015, Method 2), in which 

scores for each component are summed to produce a total sexual function score and then 

standardized. Participants who are not currently in a relationship have their scores standardized 

for the same scale range as scores for participants currently in a relationship (Jones et al., 2015). 

Higher scores indicate a higher degree of sexual dysfunction. A separate score measuring one’s 

overall degree of distress or dissatisfaction with their sex life (“Overall Sex Life”), regardless of 

relationship status or recent sexual activity, was calculated for the present study given the low 

number of participants with psychosis currently in relationships or who had not engaged in 

sexual activity within the past year. 

3.2.3.13 Sexual Self-Concept 

Select subscales from The Multidimensional Sexual Self-Concept Questionnaire 

(MSSCQ; Snell, 1995) were used to measure eight domains of human sexuality: (1) sexual 

anxiety; (2) sexual self-efficacy; (3) sexual preoccupation; (4) sexual optimism; (5) sexual 

problem self-blame; (6) sexual motivation; (7) sexual self-esteem; and (8) sexual self-schemata. 

Items on the MSSCQ are ranked on a 5-point scale ranging from 0 (not at all characteristic of 
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me) to 4 (very characteristic of me). A score for each subscale was created by averaging the 

items within the subscale, where higher scores indicate a greater amount of that subscale 

tendency. The internal consistency for the MSSCQ subscales included in the present study was 

excellent (Cronbach’s α = .94).  

3.2.3.14 Sexual Distress 

The Sexual Distress Scale-Short Form (SDS-SF; Santos-Iglesias et al., 2020) was used to 

assess negative feelings (e.g., worry, frustration, concerns) that people have about their sex lives 

and sexual relationship(s). The SDS consists of five items, each scored on a 4-point scale ranging 

from 0 (never) to 4 (always), where a higher total score indicates greater sexual distress. The 

SDS demonstrated good internal consistency in the present study (Cronbach’s α = .90). 

3.2.3.15 Hypersexuality  

Hypersexual behaviour was measured using the Hypersexual Behaviour Inventory (HBI; 

Bőthe et al., 2019), which is a 19-item measure with 3 subscales: coping (e.g., I use sex to forget 

about the worries of daily life), control (e.g., My attempts to change my sexual behaviour fail), 

and consequences (e.g., I sacrifice things I really want in life in order to be sexual). Questions 

are scored on a 5-point scale ranging from 1 (never) to 5 (very often), where higher scores 

indicate a greater degree of hypersexuality. The consequences and control subscales of the HBI 

demonstrated good internal consistency in the present study and the coping subscale 

demonstrated excellent internal consistency, respectively (Cronbach’s α = .85; 87; 90).  

3.2.3.16 Information from Healthcare Providers  

The Information from Healthcare Providers survey was adapted for the present study 

(McInnis, 2018). In this survey, participants are shown a number of topics related to treatment 
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and recovery for people with first-episode psychosis (e.g., symptom management, return to 

work, social skills, romantic relationships, sexual functioning, etc.). For each topic, participants 

were asked several questions: 1) whether they wanted information on this topic; 2) if they 

received information on this topic; 3) which healthcare provider gave them this information; 4) 

the quality of the information received; 5) if they had to ask for this information specifically; and 

6) how important this topic is for their recovery. 

3.2.4 Data Analysis 

Descriptive statistics were compared across groups using independent samples t-tests and 

chi-square tests of independence for continuous and categorical variables, respectively. For 

measures that were completed only by the psychosis group, descriptive information including 

means, standard deviations, and percentages were computed. Missing data were addressed using 

mean imputation when the number of missing items was low. Participant data was removed from 

an analysis if they failed to complete the majority of scale items. Analyses examining group 

differences between clinical, romantic, and sexual outcome variables were conducted using 

independent samples t-tests. A mixed-model ANOVA was conducted to examine group 

differences by diagnoses and within-subjects differences in domains of sexual self-efficacy. 

Given the relatively sparse literature base for this topic, these analyses were selected to provide 

more nuanced understanding of specific areas of sexuality that affect persons with early 

psychosis (e.g., specific aspects of sexual self-concept as measured by the MSSCQ).  
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3.3 Results 

3.3.1 Demographic Variables  

Demographic variables of the overall sample are presented in Table 3.1. The average age 

across both groups was 24 years old. Groups did not significantly differ on age, sex, gender, 

sexual orientation, or employment status. The groups were marginally different in income. 

Groups did significantly differ on ethnicity, educational attainment, relationship status, and 

sexual activity. Some of these differences may be attributed to the fact that university students 

were overrepresented in the community recruitment of healthy controls – as such, control 

participants were more likely to be educated and to report currently being students. Aligned with 

my expectations and with previous research, there were significant differences in relationship 

and sexual activity statuses between groups, such that fewer participants with psychosis were in 

relationships or had had partnered sexual activity within the past year.  

Table 3.1 

Descriptive Characteristics of the Sample by Group 

  Controls 

(n = 38) 

Early Psychosis 

(n = 35) 
Statistic p 

Age M 

(SD) 

 
24.61 (4.12) 24.26 (3.32) t(71) = .396 .694 

Sex n (%)    χ2(2) = 3.11 .211 

 Female 18 (47.4) 20 (57.1)   

 Male 17 (44.7) 15 (42.9)   

 Other 3 (7.9) 0   

Gender n (%)   χ2(3) = 1.20 .754 

 Man 17 (44.7) 14 (40.0)   

 Nonbinary 3 (7.9) 3 (8.6)   

 Trans man 0 1 (2.9)   

 Woman 18 (47.4) 17 (48.6)   

Sexual Orientation n 

(%) 

 
  χ2(4) = 6.45 .168 

 Asexual 1 (2.6) 0   
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 Bisexual 5 (13.2) 8 (22.9)   

 Gay/Lesbian 2 (5.3) 2 (5.7)   

 Heterosexual 29 (76.3) 19 (54.3)   

 Other 0 3 (8.6)   

Prefer not to answer 1 (2.6) 3 (8.6)   

Ethnicity n (%)   χ2(7) = 14.10 .049 

 Asian 17 (44.7) 7 (20.0)   

Black/Afro-Caribbean 0 4 (11.4)   

 Indigenous 0 4 (11.4)   

 Middle Eastern 1 (2.6) 1 (2.9)   

 Multiple ethnicities 2 (5.3) 2 (5.7)   

 White 16 (42.1) 17 (48.6)   

 Unknown 1 (2.6) 0   

 Prefer not to answer 1 (2.6) 0   

Highest Education Achieved n (%)  χ2(3) = 12.58 .006 

 Grade school 0 1 (2.9)   

 High school 0 9 (25.7)   

 Post-high school 26 (68.4) 17 (48.6)   

 Other 12 (31.6) 8 (22.9)   

Years of Education M (SD) 16.37 (2.69) 14.99 (2.72) t(70) = 2.17 .034 

Occupation n (%)   χ2(4) = 6.12 .190 

 Employed 16 (42.1) 15 (42.9)   

 Unemployed 2 (5.3) 7 (20.0)   

 Student 14 (36.8) 7 (20.0)   

 Other 6 (15.8) 5 (14.3)   

Prefer not to answer 0 1 (2.9)   

Income n (%)   χ2(4) = 8.83 .066 

 0 - $29,999 7 (18.4) 13 (37.1)   

 $30,000 - $59,999 4 (10.5) 7 (20.0)   

 $60,000 - $89,999 10 (26.3) 5 (14.3)   

 $90,000 - $119,999 5 (13.2) 2 (5.7)   

 $120,000 and over 8 (21.1) 2 (5.7)   

 Prefer not to answer 4 (10.5) 6 (17.1)   

Relationship Status n (%)    χ2(2) = 6.12 .047 

Married/Committed 18 (47.4) 8 (22.9)   

Single 19 (50.0) 27 (77.1)   

 Other 1 (2.6) 0   

Partnered Sexual Activity in Past Year n (%)  χ2(2) = 9.96 .007 

 Yes 29 (76.3) 14 (40)   

 No 7 (18.4) 17 (48.6)   

Prefer not to answer 2 (5.3) 4 (11.4)   

 

Descriptive characteristics regarding EPI program involvement, diagnostic status, 

medication use, psychiatric symptoms, stigma, and mental health recovery are presented in Table 



86 
 

3.2. Many participants had either not received specific diagnoses or were unaware of their 

psychotic disorder diagnoses; these participants reported a diagnosis or experience of 

“psychosis”. Comorbid diagnoses were common among participants. The majority of 

participants (20) were prescribed atypical antipsychotics; six of them were currently prescribed 

two or more different atypical antipsychotics. For some participants who were not experiencing 

an episode of psychosis, they reported past, but not current, use of antipsychotic medication.  

The sample had a psychiatric symptom sum score in the mild-to-moderately ill range 

(Brief Psychiatric Rating Scale; M = 39.89, SD = 12.74) based on cut-offs described by Leucht 

and colleagues (2005). Mean scores on BPRS factors are presented in Table 3.2. Participants in 

the present study reported levels of internalized stigma slightly below the midpoint of the scale 

(2.5). The mean score on participants’ subjective views of their mental health recovery was 

39.80, and the range of scores was 7-60 (with a total possible range of 0-60).  

Table 3.2 

Descriptive Characteristics of the Early Psychosis Sample 

  Early Psychosis 

(n = 35) 

Age at EPI Enrolment M (SD) 22 (3.33) 

EPI Duration (months) M (SD) 27.76 (16.91) 

Psychotic Disorder Diagnosis n (%)  

Psychosis 14 (40) 

Schizophrenia 9 (25.7) 

Mood Disorder with Psychotic Features 8 (22.9) 

Schizoaffective 2 (5.7) 

Schizophreniform 1 (2.9) 

Substance-Induced Psychosis 1 (2.9) 

Comorbid Diagnoses n (%)  

Anxiety Disorder 12 (34.3) 

Mood Disorder 9 (25.7) 

Borderline Personality Disorder 9 (25.7) 

Substance Use Disorder 9 (25.7) 
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Post-Traumatic Stress Disorder 5 (14.3) 

Attention-Deficit/Hyperactivity Disorder 3 (8.6) 

Eating Disorder 2 (5.7) 

Obsessive-Compulsive Disorder 1 (2.9) 

Medication n (%)  

Atypical Antipsychotic 20 (57.1) 

Selective Serotonin Reuptake Inhibitor (SSRI) 11 (31.4) 

Lithium 3 (8.6) 

Benzodiazepine 3 (8.6) 

Serotonin and Norepinephrine Reuptake Inhibitor (SNRI) 2 (5.7) 

Anticonvulsant 2 (5.7) 

Stimulant 2 (5.7) 

Typical Antipsychotic 1 (2.9) 

Tetracyclic Antidepressant 1 (2.9) 

Benzothiazole 1 (2.9) 

Cyclopyrrolone 1 (2.9) 

No medications reported 4 (11.4) 

Unknown 2 (5.7) 

Brief Psychiatric Rating Scale M (SD)  

Affect 3.09 (1.48) 

Positive Symptoms 2.04 (1.26) 

Negative Symptoms 1.90 (.91) 

Resistance 2.02 (.90) 

Activation 1.44 (.59) 

Internalized Stigma of Mental Illness Inventory M (SD) 2.23 (.54) 

Questionnaire for the Process of Recovery M (SD) 39.80 (10.85) 

 

3.3.2 Clinical Variables  

Clinical variables are presented in Table 3.3. Participants with psychosis reported more 

negative outcomes than control participants on all clinical variables. In terms of symptoms 

related to social isolation and integration, participants with psychosis reported significantly more 

loneliness and a significantly lower sense of belongingness compared to controls.  

Table 3.3 

Group Comparisons on Clinical Variables  

  Controls 

(n = 38) 

Early Psychosis 

(n = 35) 
Statistic p 

Hedges’ g 

(95% CI) 
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Modified Colorado 

Symptom Index* 
8.72 (7.52) 22.59 (12.10) t(54) = -5.76 <.001 

-1.38 

(±.52) 

UCLA Loneliness 

Scale 
37.62 (9.94) 50.84 (14.03) t(68) = -4.60 <.001 

-1.09 

(±.50) 

General 

Belongingness Scale* 
5.84 (1.06) 4.11 (1.59) t(53) = 5.24 <.001 

1.29 

(±.52) 

*Equal variances not assumed. 

3.3.3 Relationship Variables 

Data from relationship variables are presented in Table 3.4. Participants with psychosis 

reported significantly lower romantic relationship functioning and a significantly greater fear of 

being single compared to controls. Participants with psychosis also reported significantly higher 

attachment anxiety and attachment avoidance compared to controls. There were no significant 

differences in relationship satisfaction or relationship investment (satisfaction, quality of 

alternatives, investment size, and commitment) for those currently in a relationship, which 

represented a smaller subset of the sample.   

Table 3.4 

Group Comparisons on Romantic Relationship Variables  

  
Controls 

(n = 38) 

Early 

Psychosis 

(n = 35) 

Statistic p 
Hedges’ g 

(95% CI) 

Romantic Relationship 

Functioning Scale 
6.29 (1.05) 4.91 (1.37) t(69) = 4.83 <.001 1.14 (±.50) 

Fear of Being Single 

Scale 
2.32 (1.04) 2.91 (1.15) t(69) = -2.26 .013 -.53 (±.47) 

Relationship Assessment 

Scale* ** 
4.32 (.65) 3.78 (1.13) t(14) = 1.46 .168 .62 (±.73) 

Experiences in Close 

Relationships - Anxiety 
2.67 (1.29) 4.15 (1.30) t(68) = -4.81 <.001 -1.14 (±.50) 

Experience in Close 

Relationships - Avoidance 
2.56 (.91) 3.45 (1.04) t(68) = -3.84 <.001 -.91 (±.49) 

Investment Model Scale – 

Satisfaction* ** 
6.23 (.84) 5.27 (1.47) t(13) = 2.00 .065 .86 (±..75) 
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Investment Model Scale – 

Quality of Alternatives** 
3.27 (1.56) 3.42 (1.44) t(28) = -.25 .801 -.096 (±.074) 

Investment Model Scale – 

Investment Size** 
4.94 (1.38) 5.10 (1.05) t(30) = -.33 .745 -.12 (±.71) 

Investment Model Scale – 

Commitment** 
4.95 (.60) 4.85 (.38) t(30) = .30 .609 .19 (±.71) 

*Equal variances not assumed. 

**Completed by participants currently in a romantic relationship (21 controls, 11 psychosis). 

3.3.4 Sex and Sexuality Variables 

Results related to sex and sexuality variables are presented in Table 3.5. Participants with 

psychosis reported a greater degree of overall sexual distress or dissatisfaction compared to 

control participants, as measured by the Natsal-SF. Participants with psychosis who had had sex 

within the past year reported experiencing more sexual dysfunction compared to control 

participants. Among the subset of participants who had had sex within the past four weeks, there 

was no significant difference in the degree of sexual distress between groups. Finally, 

participants with psychosis endorsed significantly more symptoms of hypersexuality compared 

to controls.  

Table 3.5 

Group Comparisons on Sex and Sexuality Variables  

  
Controls 

(n = 38) 

Early 

Psychosis 

(n = 35) 

Statistic p 
Hedges’ g 

(95% CI) 

Sexual Dysfunction 

(Natsal-SF) z-scorea 
-.26 (.83) .45 (1.13) t(40) = -2.31 .026 -.74 (±.65) 

Overall Sex Life – 

Concerns (Natsal-SF) 
4.46 (2.58) 6.87 (2.84) t(66) = -3.67 <.001 -.94 (±.50) 

Sexual Distress Scaleb 1.03 (1.15) 1.30 (1.05) t(27) = -.58 .568 -.11 (±.57) 

Hypersexual Behaviour 

Inventory* 
27.92 (9.38) 40.21 (14.19) t(46) = -4.01 <.001 -1.03 (±.51) 
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*Equal variances not assumed. 

aCompleted by participants who have had sex in the past year (controls = 28, psychosis = 14). 

bCompleted by participants who have had sex within the past four weeks (controls = 21, 

psychosis = 8). 

To examine the relationships between diagnoses and subscale scores on the MSSCQ, a 2 

between (controls vs. psychosis) by 8 within (sexual anxiety vs. sexual self-efficacy vs. sexual 

preoccupation vs. sexual optimism vs. sexual problem self-blame vs. sexual motivation; vs. 

sexual self-esteem vs. sexual self-schemata) subjects mixed model ANOVA was conducted. 

There was a significant main effect of sexual self-concept, F(2.9,185.7) = 7.676, p < .001, ηp
2 = 

.107. There was also a significant main effect of diagnostic group, F(1,64) = 1197.06, p < .001, 

ηp
2 = .204. There was no significant interaction between sexual self-concept and diagnostic 

group, F(1,64) = 1197.06, p < .001, ηp
2 = .012. Pairwise comparisons are presented in Figure 3.1. 

Participants with psychosis reported significantly more sexual anxiety and significantly less 

sexual optimism and sexual self-esteem than control participants. There were no significant 

differences between diagnostic groups on sexual self-efficacy, preoccupation, problem self-

blame, motivation, or self-schemata.  

3.3.5 Healthcare Perspectives  

Participants were asked about seven topics related to mental health recovery. Across each 

topic, the number and percentage of participants who wanted and received information on that 

topic are presented in Table 3.6. Topics that were more frequently desired by participants include 

symptom management and social skills (>80% of the total sample). Approximately half of the 

total sample wanted information on friendships and sexual functioning, while one third of the  
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Figure 3.1 

Group Comparisons of Scores on The Multidimensional Sexual Self-Concept Questionnaire 

 

*p < .005 

Note. Scores on the Sexual Anxiety, Sexual Preoccupation, and Sexual Problem Self-Blame 

subscales are reverse coded such that higher scores are indicative of less of these variables (e.g., 

higher scores indicate lower sexual anxiety, preoccupation, and problem self-blame). 

 

sample desired information on changes to sexual desire and sexual risk factors. Finally, 

approximately one quarter of the sample desired information on romantic relationships. When 

comparing the percentage of participants who desired information on a particular topic versus 

who actually received information related to that topic, less than half of participants received 

information on friendships, social skills, romantic relationships, sexual functioning, and changes 

to sexual desire, despite wanting this information. Compared to symptom management, the 



92 
 

proportions of participants who desired and received information about sexual functioning and 

changes to sexual desire were significantly lower.   

Table 3.6 

Frequency of Participants Wanting and Receiving Information from Healthcare Providers  

 Wanted 

(%) 

Received  

(%) 

% Needs 

Met 

Vs. Symptom 

Management 
p 

Symptom management 31 (83.8) 25 (71.4) 80.65 --  

Social skills 27 (81.8) 11 (32.4) 40.74 χ2 = 2.36 .124 

Friendships 20 (57.1) 7 (20.6) 35.00 χ2 = 2.69 .101 

Romantic relationships 18 (23.7) 7 (20.6) 38.89 χ2 = 2.00 .157 

Sexual functioning 18 (50.0) 2 (6.1) 11.11 χ2 = 7.72 .005 

Changes to sexual desire 13 (38.2) 3 (9.1) 23.08 χ2 = 3.51 .061 

Sexual risk factors 11 (32.4) 6 (18.2) 54.54 χ2 = .467 .496 

 

Participants were also asked to rate the quality of the information they received, as well 

as how important they believed this information is for their recovery. These results are presented 

in Tables 3.7 and 3.8, respectively. Overall, most participants rated the quality of information 

they received in the high or very high range. In terms of importance for recovery, topics related 

to sexuality were rated, on average, in the range of “somewhat important” (rating of 3), whereas 

other social topics (social skills, friendships, romantic relationships) were rated, on average, in 

the range of “important” (rating of 2). 

Table 3.7 

Participants’ Ratings of the Quality of Information Received from Healthcare Providers (for 

those who received information) 

Topic Mean rating (SD) 

Symptom management 2.21 (0.92) 

Social skills 2.09 (0.70) 

Friendships 1.86 (0.69) 

Romantic relationships  2.43 (0.54) 

Sexual functioning 1.67 (1.16) 

Changes to sexual desire  2.00 (0.00) 

Sexual risk factors 2.38 (1.60) 

Ratings of quality of information range from 1 (Very High) to 5 (Very Low).  
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Table 3.8 

Participants’ Ratings on how Important Information is for Recovery 

Topic Mean rating (SD) n 

Symptom management 1.75 (0.84) 36 

Social skills 2.12 (1.09) 34 

Friendships 2.45 (1.44) 33 

Romantic relationships 2.88 (1.54) 32 

Sexual functioning 3.09 (1.71) 32 

Changes to sexual desire 3.53 (1.63) 32 

Sexual risk factors 3.39 (1.67) 31 

Ratings on importance range from 1 (Very Important) to 6 (Very Not Important). 

3.4 Discussion 

The results from the present study contribute to a relatively sparse literature base 

examining the diverse romantic and sexual thoughts, opinions, and experiences of individuals 

experiencing early psychosis. This work also examines participants’ experiences seeking and 

receiving support related to these aspects of their lives in healthcare settings.  

3.4.1 Romantic Relationships 

In terms of romantic relationships specifically, participants with psychosis were 

significantly more likely to be single compared to the control group. The psychosis group also 

reported poorer romantic relationship functioning and a higher degree of fear of being single 

compared to control participants. These results are aligned with the findings regarding 

attachment orientation, with persons with psychosis being significantly more likely to report 

anxious and avoidant attachment styles than control participants in the present study. Within the 

early psychosis group, levels of anxious attachment were significantly higher than avoidant 

attachment. Attachment anxiety is characterized by a fear of rejection, dependence, desires for 

closeness, and reassurance-seeking, while avoidance is related to discomfort with intimacy and 

reluctance to seek support, provide support, or depend on others (Mikulincer & Shaver, 2016; 
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Feeney & Karantzas, 2017). Attachment orientations are also linked to relationship quality, with 

greater levels of avoidance being linked to poorer satisfaction, support, and connectedness in 

relationships, and greater levels of anxiety being associated with general conflict in relationships 

(Li & Chan, 2012; Joel et al., 2020). Attachment difficulties have been linked to childhood 

trauma and lower levels of parental care, which are more prevalent among individuals with 

psychotic disorders; these factors may interact to contribute to poorer relational and sexual 

satisfaction (Barker & Vigod, 2020; Mulligan & Lavender, 2010). Several strategies have been 

identified to foster the development of secure attachment orientations in adults, including having 

“surrogate” attachment figures (e.g., parental figures, mentors, friends, spouses, therapists) to 

model positive and healthy relationships, accessing therapy or self-help, and redefining one’s 

own identity and self-worth (Olufowote et al. 2019; Virat & Dubreil, 2020). Recommended 

interpersonal changes included making peace with past negative relationships, and subsequently 

taking small risks with trust in new relationships (Olufowote et al. 2019). Mental health care 

settings (e.g., psychotherapy) represent opportunities to build attachment security with a trusted 

figure, as well as spaces to guide and encourage the cultivation of these relationships in other 

areas of a person’s life (e.g., close friendships, romantic relationships).  

Fears about being single include anxiety about being single for the duration of one’s life, 

concerns about one’s timeline for getting married and starting a family, or fears about ending up 

alone (Spielmann et al., 2013). This may be related to anticipated or experienced social rejection 

or concerns about one’s ability to find and maintain relationships due to the impact of one’s 

symptoms or stigma about their illness (Sarısoy et al., 2013). A fear of being single is also 

associated with remaining in dissatisfying relationships, and, combined with anxious attachment, 
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is a reason why individuals may choose not to end an unsatisfying relationship (Spielmann et al., 

2013).  

Among participants who reported currently being in a relationship, which was a small 

subset of the early psychosis sample (n = 11), there were no significant differences in 

relationship satisfaction as measured by the RAS, but there were significant differences in 

relationship satisfaction as measured by the Satisfaction subscale of the IMS, with participants 

with psychosis reporting lower satisfaction. On other relationship factors as measured by the 

IMS, there were no significant differences between diagnostic groups in terms of perceived 

quality of alternative partners, commitment, and one’s investment size. This suggests similarities 

between diagnostic groups when people are in committed relationships. However, the small 

sample size must be considered when interpreting these results, and future research should 

continue to explore variables associated with relationship satisfaction in the context of early 

psychosis.  

3.4.2 Sex and Sexual Relationships  

Regarding sexuality, persons with psychosis reported significantly higher rates of sexual 

dysfunction and dissatisfaction, including higher rates of hypersexuality compared to controls. 

This is consistent with past literature identifying higher rates of sexual dissatisfaction and 

dysfunction in psychotic and schizophrenia-spectrum diagnoses (Harley et al., 2010; Marques et 

al., 2012; Van Sant et al., 2012), which are often attributed to illness-related factors such as 

medication side effects, negative symptoms, mood or anxiety symptoms, or reduced social 

opportunities. Higher rates of hypersexuality may be attributed to certain aspects of one’s illness 

(e.g., as a symptom of mania or hypomania in the context of bipolar disorder; Kopeykina et al., 

2016) or may be a strategy for coping with emotional distress or social isolation (Walton et al., 
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2016). For instance, this may involve using sex to feel less lonely, to avoid unpleasant feelings, 

or dealing with emotional pain. Of participants who have had sex within the past four weeks, 

there were no significant differences in sexual distress between diagnostic groups. It may be that 

this represents a subset of participants who are in active sexual relationships or who are currently 

meeting their sexual needs, and thus experience less distress about the current status of their 

sexual lives. Notably, however, only eight individuals in the early psychosis group reported 

engaging in sexual activity in the four weeks prior to assessment.  

To better understand aspects of sexual self-concept that are most affected in the context 

of psychosis, I explored specific aspects of sexual self-concept. Participants with psychosis 

reported higher levels of sexual anxiety and lower levels of sexual optimism and sexual self-

esteem compared to the control group. These results may have been shaped by previous negative 

sexual and intimate experiences (e.g., intimate partner violence or sexual victimization, which 

occurs at higher rates in individuals with psychosis), loss of close relationships due to illness, 

higher rates of relationship and clinical anxiety, and/or stigma and self-stigma (Baker & Procter, 

2015; Bengtsson-Tops & Ehliasson, 2012; Boyda et al., 2014; Darves-Bornoz et al., 1995; 

McCann et al., 2019). Ongoing mental health difficulties, such as depression, may also result in 

less optimistic perspectives about one’s future success in interpersonal relationships. There were 

no differences in sexual self-efficacy, preoccupation, self-blame, motivation, or self-schemata 

between groups. 

3.4.3 Healthcare Experiences and Perspectives  

Romance and sexuality remain areas of high need in early psychosis that continue to be 

insufficiently addressed in healthcare settings. There is a considerable disparity between 

participants’ desires for information on these topics and the actual provision of this information, 
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with, for example, as little as 6% of the sample receiving information related to sexual 

dysfunction despite 50% of the sample desiring that information. Information related to 

friendships, social relationships, romantic relationships, sexual relationships, and sexual 

functioning were consistently reported as areas where treatment needs were least likely to be 

met. When this information is provided, however, participants reported it to be of high or very 

high quality, indicating that some professionals are able to provide appropriate and helpful 

information regarding intimate relationships, and this is seen as helpful to clients. It is important 

that early intervention programs be responsive to clients’ developing needs and to be prepared to 

provide psychoeducational resources or targeted interventions for social and sociosexual 

concerns. Normalizing and validating difficult experiences with intimate relationships, as well as 

offering opportunities to discuss concerns about sexual health and related interventions (e.g., 

addressing medication side effects, providing counselling for sexual issues) represent potential 

valuable contributions to clients’ social and overall well-being.  

3.4.4 Limitations 

Several limitations must be considered when considering the results of this study. Given 

the requirements for some scales (e.g., that respondents be in a relationship or have engaged in 

recent sexual activity), some measures had notably lower sample sizes, particularly for the 

psychosis group. As a result, the sample size may be underpowered to detect small effects.  

All measures in the present study, with the exception of the clinical interview, were self-

report questionnaires that participants completed over an online survey platform. While some 

measures were taken to ensure attention to the questionnaires (e.g., participants completing 

questionnaires on a video call with experimenters), the data may be subject to some of the 

limitations of self-report data. For example, participants may be more likely to present a 
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favourable image of themselves through socially desirable responding (Braun et al., 2001). The 

use of self-report data among individuals with severe mental illness has also been thought to be 

influenced by affective bias, poor insight, and recent life events (Atkinson et al., 1997). 

Participants may also face cognitive or language challenges with self-report data (Bibb & 

McFerran, 2017). On the other hand, self-report measures of sexual functioning have been found 

to be effective and reliable at quantifying sexual functioning (DeRogatis, 2008), and some 

research indicates that participants may be more likely to answer questions about sensitive topics 

or socially undesirable behaviours on computerized or automated questionnaires rather than face-

to-face with an examiner (Gnambs & Kaspar, 2015; Reddy et al., 2006). 

Demographically, there were also significant differences in ethnicity and educational 

attainment between groups which may limit some of the generalizability of the results, 

particularly given the fact that certain groups (e.g., Black or Indigenous persons, which are 

underrepresented in the control group) may face unique sexual or romantic experiences given 

their intersecting identities (e.g., Malone & Gervais, 2021; Rice et al., 2023).  

3.4.5 Conclusions and Clinical Implications  

People with psychosis experience significant challenges in areas related to intimate 

relationships, including both romantic and sexual relationships. Participants reported these areas 

as important facets of recovery for which they desire, but do not receive, adequate healthcare 

support. Romance and sexuality are complex and multifaceted topics, especially within the 

context of a psychotic illness, that require further attention in both research and clinical contexts. 

Future research should continue to explore specific areas of need among individuals with 

psychosis, as well as the relationships between specific aspects of romantic and sexual 

functioning with other aspects of illness and recovery. Doing so will allow for the development 
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of resources and interventions that can promote social and subjective recovery among young 

adults experiencing psychosis.   
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Chapter 4 

The Application of Social Cognitive Skills in Sexual and Romantic Situations: Predicting 

Sexual and Romantic Functioning in Early Psychosis with a Novel Social Cognitive Task 

4.1 Introduction  

Social support and close relationships are crucial for recovery, well-being, and quality of 

life for individuals experiencing psychosis. Many people with psychosis report recovery goals 

associated with the sociosexual aspects of their lives, including developing intimate 

relationships, dating, discovering their sexuality, engaging in sexual activity, getting married, or 

building a family (Lam et al., 2011; McCann, 2010a; Windell et al., 2012). However, individuals 

with psychosis face several clinical and social barriers to the development of intimate 

relationships. Following early psychosis, recovery in terms of social functioning is often more 

difficult to achieve than symptomatic remission (Álvarez-Jiménez et al., 2012). Extensive 

research has identified that people with early psychosis and schizophrenia experience 

considerable impairments in social functioning (Penn et al., 2008; Savla et al., 2012; Green et al., 

2019; Lee et al., 2015). The experience of psychosis during the critical developmental periods of 

adolescence and young adulthood can disrupt the development of psychosocial and independent 

living skills. In addition, individuals are faced with managing a severe clinical condition and the 

associated symptoms and stigmatization. This represents the first of numerous missed 

opportunities for building mastery, self-efficacy, and confidence in interpersonal settings, and 

marks the beginning of an often-prolonged experience of social isolation, social anxiety, 

difficulty engaging and managing conversations, trouble engaging in intimate relationships, and 

feelings of inadequacy in social settings (de Jager et al., 2017; Gardner et al., 2019). This can 

result smaller social networks, fewer romantic and sexual relationships, and more problems in 
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intimate and sexual aspects of their lives compared to their unaffected peers (Gayer-Anderson & 

Morgan, 2013; Harley et al., 2012; Marques et al., 2012; McCann et al., 2019; Loranger, 1984). 

Though difficulties with intimate, romantic, and sexual relationships are established in the 

psychosis literature, less is known about how these difficulties form and persist, and how they 

are related to other aspects of a psychotic illness, such as psychiatric symptoms or cognitive and 

social cognitive impairment.  

Cognitive impairment is well-recognized as a defining feature of psychotic illnesses 

(Heinrichs & Zakzanis, 1998; Bowie & Harvey, 2005; Fioravanti et al., 2012; American 

Psychiatric Association, 2013), with deficits observed even prior to the first episode of psychosis 

(Fusar-Poli et al., 2012; Aas et al., 2014; Bora & Murray, 2014). Although neurocognition is a 

robust predictor of functioning across several domains (e.g., community functioning, work 

skills), this relationship is less consistent when predicting social functioning (McClure et al., 

2007; Bowie et al., 2008; Laes & Sponheim, 2006). Research attempting to explore additional 

predictors of social functioning has suggested that deficits in this area result from a combination 

of symptom interference (with negative symptoms in particular being implicated), social 

cognitive impairment, and reduced opportunities for social interaction and learning, potentially 

as a result of social withdrawal or societal stigma (Blanchard et al., 2015; Green et al., 2018; 

Adery et al., 2017). In particular, social cognition has been explored as a more proximal 

predictor of social functioning.  

Social cognition refers to the set of cognitive processes that guide the accurate 

identification and interpretation of the thoughts, beliefs, and intentions of others in social 

situations (Couture et al., 2006). Five domains of social cognition have been identified as 

important to one’s ability to navigate complex social interactions, recognize social cues, and 
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guide social behaviour, namely 1) emotion perception; 2) social perception; 3) social knowledge; 

4) theory of mind; and 5) attributional styles and biases (Green et al., 2008). Indeed, social 

cognition has been found to be a consistent predictor of social functioning in psychosis and 

explains more of the variance in functional outcomes than neurocognition and psychiatric 

symptoms (Kalin et al., 2015; Pijnenborg et al., 2009). Theory of mind, which refers to the 

ability to reason about the intentions and beliefs of others, has been found to be especially 

relevant to the social functioning of people with psychosis (Bora & Pentelis, 2013; Fett et al., 

2011; Roncone et al., 2002), indicating that it might be a specific determinant of functioning in 

real-world situations, including in the development of close social relationships.  

Although social cognitive deficits broadly affect one’s ability to function socially (Harvey 

et al., 2019), less is known about specific barriers to navigating complex intimate and sexual 

interactions, and how these interactions may be further complicated by factors like psychiatric 

symptoms, stigma, and a potential lack of experience and opportunity in these areas. Navigating 

complex social encounters requires an awareness of numerous social rules, conventions, scripts, 

and expectations (Harvey & Penn, 2010), as well as the ability to read and make inferences based 

on subtle social cues. In intimate, romantic, and sexual encounters, there are specific behavioural 

cues and social scripts that must be interpreted and acted upon in order to successfully navigate 

these types of interactions. This requires identifying specific emotions (e.g., desire, attraction), 

interpreting another’s intentions and level of interest in a particular encounter, and having 

knowledge of societal and cultural expectations on initiating intimate relationships. For example, 

nonverbal behaviours that convey sexual or romantic interest, such as flirting behaviours (e.g., 

sustained eye contact, coy gazing, self-touching), play important communicative roles in 

initiating a romantic or sexual encounter or relationship (Muehlenhard et al., 1986; Tisdale & 
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Sheldon, 2018). Interpreting various forms of sociosexual communication, as well as 

simultaneously processing contextual cues, is required for individuals to discern the intentions 

and extent of interest of potential partners (Hall, 2016). These interactions also require 

knowledge of sexual scripts and appropriate behaviour in an ever-evolving dating and 

relationship environment (e.g., England et al., 2007). However, flirting can also be subtle and 

ambiguous, and could be misinterpreted by some as neutral or friendly (Haj-Mohamadi et al., 

2021). Therefore, one must also be able to distinguish these emotions and behaviours from other, 

often similar, emotions (e.g., friendliness, neutrality), as the failure to do so may result in missed 

opportunities to build relationships (e.g., if cues were missed) or inappropriate or misguided 

responses (e.g., by interpreting sexual or romantic interest when it is not present). Although 

someone may have the social cognitive abilities to navigate friendships or professional 

relationships, it is unclear how these abilities are applied in sexual or romantic settings, or 

whether there are predictors of romantic and sexual “cognition” that are not captured by 

traditional measures of social cognition. 

Assessments of social cognition are concerned with how one’s cognitive abilities (e.g., 

attention, memory, processing speed) are applied in interpersonal settings, and how they impact 

how one perceives, processes, and acts on information. However, the tasks used in traditional 

social cognitive assessments may not fully capture the range of social situations or barriers that 

people with psychotic disorders encounter (Yager & Ehmann, 2006), especially when it comes to 

engagement in intimate or sexual relationships. Although some tasks measuring the perception of 

sexual or romantic cues have been developed, their application has been limited in scope. 

Experimental tasks exploring one’s ability to perceive sexual or romantic cues have been utilized 

in studies exploring gender/sex differences in perceptions of sexual intent, sexual consent, and 
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coercion. In a review, Lingdren and colleagues (2008) described how such tasks vary widely; for 

example, stimuli may be delivered via live paradigms or conversations, presented via written 

vignettes, shown in photos or videos, or delivered over audio recordings. The ratings for sexual 

intent perceptions are also discrepant across studies, with tasks typically requiring participants to 

rate the degree to which a target expresses certain variables (e.g., sexual, friendly) or exhibits 

certain behaviours (e.g., eye contact, touching), the target’s willingness to engage in particular 

behaviours (e.g., sexual acts), or the nature of the relationship between two targets (e.g., friends, 

sexual partners; Lindgren et al., 2008). Stimuli are often designed only for the specific study, and 

few well-validated stimuli sets and measures exist, with many of these being outdated or 

unsuitable for the assessment of variables that are sexual or romantic. However, the literature has 

been relatively consistent in terms of the factors that influence whether someone perceives a 

situation as romantic or sexual in nature. Behavioural cues that are consistently rated as 

indicators conveying intimate rather than friendly interest include physical touch, interpersonal 

distance or proximity, eye contact, and smiling (Kowalski, 1993; Abbey & Melby, 1986; Sigal et 

al., 1988; Koukounas & Letch, 2001). For the present study, these cues will be applied to the 

development of novel adaptations of social-cognitive tasks specifically designed to assess the 

application of these skills in sexual and/or romantic settings.  

Through the development of novel tasks that specifically assess aspects of social 

cognition that relate to romantic and sexual contexts, the present study sought to examine if 

individuals with psychosis face challenges on tasks that require them to identify romantic and 

sexual emotions and behaviours. Further, this study sought to examine if performance on these 

tasks assessing sexual and romantic applications of social cognitive abilities (referred to as 

“sexual/romantic cognition”) were associated with social cognition, neurocognition, and 
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psychiatric symptoms. Consistent with the literature, I expected that individuals with psychosis 

would perform significantly worse than controls on each of the cognitive and social cognitive 

tasks. I expected that neurocognition and psychiatric symptoms would predict social cognition 

and sexual/romantic cognition, but that tasks of sexual/romantic cognition would be a stronger 

predictor of sexual and romantic relationship functioning. Finally, based on existing research 

identifying sex differences in social cognition and social functioning, with females scoring 

higher than males (Jaracz et al., 2007; Vaskinn et al., 2011; Zhao et al., 2022), exploratory 

analyses sought to examine whether sex was a predictor of sexual/romantic cognition. 

4.2 Method 

4.2.1 Participants  

This study utilized the same sample as the previous study, and study materials were 

administered during the same session for both studies. Please refer to Section 3.2.1 for 

participant information.  

4.2.2 Procedures  

The measures administered for this study were conducted simultaneously with the 

measures described in Chapter 3. Please refer to Section 3.2.2 for information regarding study 

procedures.  

4.2.3 Measures 

4.2.3.1 Demographic Information 

A demographics questionnaire collected information including age, self-identified 

ethnicity, sex, gender, relationship and marital status, educational and occupational history, 

current medication, and clinical diagnostic history.  
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4.2.3.2 Psychiatric Symptoms 

The Modified Colorado Symptom Index (MCSI; Conrad et al., 2001) was used to 

measure self-rated emotional distress associated with psychological symptoms. The MCSI 

consists of 14 items rated on a 5-point scale ranging from 0 (not at all) to 4 (at least every day), 

where higher scores indicate greater emotional distress. The MCSI demonstrated excellent 

internal consistency in the present study (Cronbach’s α = .95. A clinician-rated semi-structured 

interview, The Brief Psychiatric Rating Scale (BPRS; Overall et al., 1967), was used to assess 

clinical symptoms over the past two weeks and behavioural observations made during the 

interview. The BPRS assesses the frequency and severity of 18 psychiatric symptom domains on 

a 7-point scale ranging from 1 (absent) to 7 (extremely severe). This interview is typically 

completed in 15-25 minutes. Factor analyses have produced a consistent five-factor solution 

assessing the following domains: Affect, Positive Symptoms, Negative Symptoms, Resistance, 

and Activation (Shafer, 2005). Mean item scores for each domain are reported, with higher 

scores indicating greater symptom severity. 

4.2.3.3 Romantic Relationship Functioning 

Romantic relationship functioning was assessed using the Romantic Relationship 

Functioning Scale (RRFS; Bonfils et al., 2016), a 22-item measure with three subscales: 

resources and interpersonal skills, risks, and stigma. Questions are scored on a 9-point scale 

ranging from 1 (strongly disagree) to 9 (strongly agree), where a higher mean score indicates 

better romantic relationship functioning. The RRFS demonstrated good internal consistency in 

the present study (Cronbach’s α = .88). 
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4.2.3.4 Sexual Functioning  

The National Survey of Sexual Attitudes and Lifestyles – Short Form (Natsal-SF; 

Mitchell et al., 2012) is a 17-item measure that was used to measure an individual’s level of 

sexual function. To account for participants who are not currently in a relationship and/or who 

have not had sexual activity within the past year, the 4-item subscale, Overall Sex Life, was used 

to record sexual functioning. This subscale covers sexual satisfaction, distress, dysfunction, and 

help-seeking for sexual problems. Sum scores of the Overall Sex Life subscale of the Natsal-SF 

were computed based on guidelines outlined by Jones and colleagues (2015, Method 2). Higher 

scores indicate a higher degree of sexual concerns. 

4.2.3.5 Cognition 

The Screen for Cognitive Impairment in Psychiatry (SCIP; Purdon, 2005) was used to 

assess neurocognitive abilities. The five subtests of the SCIP include: immediate and delayed 

verbal learning, working memory, verbal fluency, and processing speed. The processing speed 

subtest (which cannot be administered remotely) was omitted. Executive functioning was 

assessed using the oral version of the Trail Making Task (OTMT; Ricker & Axelrod, 1994). Raw 

scores were converted to standard scores based on existing normative data (Purdon, 2005). A 

global neurocognitive composite score was derived from averaging performance across the 

remaining four SCIP subtests and the OTMT.  

4.2.3.6 Subjective Cognitive Impairment  

The British Columbia Cognitive Complaints Scale (BC-CCI; Iverson & Lam, 2013) is a 

6-item screening tool assessing perceived cognitive difficulties. The BC-CCI consists of six 

items assessing subjective problems with concentration, memory, expressing thoughts, word-

finding, slow thinking, and difficulty with problem-solving in the past seven days. Items are 
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rated on a scale from 0 (not at all) to 3 (very much), with total scores ranging from 0-18 and 

higher scores representing greater severity of cognitive complaints (Iverson & Lam, 2013). 

Internal consistency for the BC-CCI was excellent in the present study (Cronbach’s α = 0.94).  

4.2.3.7 Social Cognition 

The Awareness of Social Inference Test, Part III (TASIT: McDonald et al., 2003) is an 

assessment of theory of mind (ToM) in which participants view 16 videotaped vignettes of social 

interactions. After each scene, participants answer four forced-choice questions (Yes/No/Don’t 

Know) which require an understanding of the intentions, beliefs, and meanings of the speakers. 

Raw scores were converted to standard scores based on normative data from community controls 

that were demographically matched to a sample of first episode patients (Green et al., 2011). The 

TASIT demonstrated good internal consistency in the present study (Cronbach’s α = .82).  

4.2.3.8 Sexual/Romantic Cognition 

Sexual/romantic cognition was measured with two novel performance-based 

experimental tasks designed for the present study. Each task measures a component of social 

cognition that has been adapted to assess one’s ability to detect sexual and/or romantic cues. 

4.2.3.8.1 Sexual/Romantic Cognition: Theory of Mind 

In this task, participants viewed eight brief (10-12 second) animations depicting either a 

neutral, sexual, or romantic interaction. Each animation featured two gender- and race-neutral 

characters, each depicting behaviour that is intended to represent one of the following nonverbal 

communications: disinterested (subtle or overt), neutral, friendly, romantic (subtle or overt) or 

sexual (subtle or overt). After viewing each animation, participants were asked to verbally 

describe what happened in the scene and what they believed would happen next between the two 
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characters. Responses to these questions were not treated as variables for the present analyses but 

will be explored in future qualitative work. Participants also answered questions about the 

relationship status of the characters (strangers, friends, or in a relationship) as well as whether or 

not the characters were showing interest in one another. Participants rated the intensity of 

romantic or sexual interest, respectively, being portrayed by each character in the animation on a 

scale from 1 (extremely disinterested) to 7 (extremely interested). Outcome variables include 

participants’ total scores on categorical questions assessing relationship status and interest across 

all scenes (score range 0-24) and mean scores capturing the intensity of romantic or sexual 

interest reported for each character on the rating scales. Figures demonstrating two of the trials 

are presented in Figures 4.1 and 4.2. 

Figure 4.1  

Three Sequential Scenes from Animation 2 

 

Note. Three sequential animated scenes depict the communication dynamics between Characters 

A and B, representing “subtle sexual” behaviours. 

Figure 4.2 

Three Sequential Scenes from Animation 3 
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Note. Three sequential animated scenes depict the communication dynamics between Characters 

A and B, with Character A representing “subtle disinterested” behaviours.  

 

4.2.3.8.2 Sexual/Romantic Cognition: Emotion Recognition 

In this task, participants viewed a series of faces compiled from validated facial 

expression datasets. Faces were drawn from the Complex Emotion Expression Database (CEED; 

Benda & Scherf, 2020). This stimulus set consists of eight Black and White (four men, four 

women) formally trained actors depicting six basic expressions (angry, disgusted, fearful, happy, 

sad, and surprised) and nine complex expressions (affectionate, attracted, betrayed, broken-

hearted, contemptuous, desirous, flirtatious, jealous, and lovesick). In order to include a variety 

of non-sexual/romantic complex emotions, these stimuli were supplemented by faces from the 

Amsterdam Dynamic Facial Expressions Set (ADFES; van der Schalk et al., 2011), which 

consists of 22 Mediterranean and North-European actors depicting ten emotional states (anger, 

contempt, disgust, embarrassment, fear, joy, pride, sadness, surprise, and neutral), and from the 

Racially Diverse Affective Expression (RADIATE; Conley et al., 2018) Face Stimulus Set, 

which includes Black, White, Hispanic, and Asian models depicting eight expressions (angry, 

calm, disgust, fear, happy, neutral, sad, and surprise).  

Participants completed 76 trials in which they viewed an image of a face and were 

required to select the correct emotion that is being portrayed. On each trial, participants were 
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presented with four emotions to choose from: one correct choice and three incorrect choices. 

Trials were divided into three categories. The order of presentation of trials was randomized 

across all categories. In the first category, faces displayed a sexual/romantic emotion, and 

incorrect choices were non-sexual words that are positively, negatively, and/or neutrally 

valanced. In the second category, faces displayed a non-sexual/romantic emotion, and there was 

a “distractor” choice that was sexual/romantic in nature. In the third category, faces displayed a 

non-sexual/romantic emotion, and there were no sexual or romantic choices. This third category 

served as a non-sexual/romantic comparison condition assessing general emotion recognition 

ability. Correct answers in each category were summed to create total scores and a percent 

correct was computed. Total scores were computed for each category and for all trials together.  

4.2.4 Data Analysis 

Descriptive statistics were compared across groups using independent samples t-tests and 

chi-square tests of independence for continuous and categorical variables, respectively. For 

measures that were completed only by the psychosis group, descriptive information including 

means, standard deviations, and percentages were computed. Missing data were addressed using 

mean imputation when the number of missing items was low. Participant data was removed from 

an analysis if they failed to complete the majority of scale items. Analyses examining group 

differences between cognitive and social cognitive variables were conducted using independent 

samples t-tests. For the emotion recognition task, a mixed-model ANOVA was conducted to 

examine group differences by diagnosis and within-subjects differences in trials assessing 

sexual/romantic emotions and non-sexual/romantic emotions.  
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Multiple regressions were used to examine predictors of social and sexual/romantic 

cognition. In exploratory analyses, I aimed to identify additional predictors of sexual/romantic 

cognition that would account for more of the variance in sexual/romantic cognition. 

Finally, two hierarchical regressions were used to predict romantic relationship 

functioning (as measured by the RRFS) and overall sexual functioning (as measured by the 

Overall Sex Life subscale of the Natsal-SL), respectively. In the first model of both regressions, 

cognition, objective and subjective psychiatric symptoms, and social cognition were entered as 

predictors. In the second model, sexual/romantic cognition was added as an additional predictor 

to examine the unique variance added by sexual/romantic cognitive in predicting outcomes in 

these areas. 

4.3 Results 

4.3.1 Demographics 

As this study utilized the same sample as the previous study, demographic variables of 

the overall sample are presented in Table 3.1 and characteristics of the early psychosis sample 

are presented in Table 3.2 in the previous chapter.   

4.3.2 Cognitive and Social Cognitive Variables 

 Participants with psychosis reported a significantly greater degree of subjective cognitive 

impairments. On objective cognitive tasks, participants with psychosis had z-scores below the 

population mean, whereas control participants fell above the population mean; this difference 

was of marginal significance. On a standardized measure of social cognition, participants with 

psychosis scored significantly lower than the control group.  

Table 4.3 
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Group Comparisons on Cognitive and Social Cognitive Variables  

  
Controls 

(n = 38) 

Early 

Psychosis 

(n = 35) 

Statistic p 
Hedges’ g 

(95% CI) 

British Colombia 

Cognitive Complaints 

Inventory* 

7.22 (4.37) 16.29 (7.53) t(52) = -6.16 <.001 -1.48 (±.52) 

Cognitive Composite 

z-Score* 
.050 (.52) -.28 (.91) t(53) = 1.90 .063 .45 (±.46) 

The Awareness of 

Social Inference Test* 
50.13 (6.23) 45.74 (10.65) t(54) = 2.13 .038 .50 (±.46) 

Emotion Recognition 

Task (% Correct) 
76.45 (7.50) 73.00 (9.36) t(71) = 1.74 .086 .41 (±.46) 

Animation Task (% 

Correct) 
82.13 (8.33) 78.21 (8.46) t(71) = 1.99 .050 .46 (±.46) 

*Equal variances not assumed. 

Diagnostic groups did not differ in their performance on a social cognitive task measuring 

facial emotion recognition. An independent samples t-test found a marginal difference between 

groups on overall performance on the emotion recognition task. To assess whether there was a 

difference between sexual/romantic and non-sexual/non-romantic emotion recognition between 

groups, a 2 between- (controls vs. psychosis) and 2-within- (sexual/romantic vs. non-

sexual/romantic emotions) mixed model ANOVA was conducted. There was a significant main 

effect of emotion type, F(1,71) = 74.71, p < .001, ηp
2 = .513, with both groups performing 

significantly better on trials assessing recognition of non-sexual/romantic emotions compared to 

sexual/romantic emotions (p < .001, respectively). There was no significant main effect of group, 

F(1,71) = 2.27, p = .136, ηp
2 = .031, nor was there a significant interaction, F(1,71) = 3.57, p = 

.864, ηp
2 = .00. There was no significant difference in performance on sexual/romantic trials 

between participants with psychosis (M = 62.02, SD = 17.29) or controls (M = 65.90, SD = 

15.46), p = .316. There was also no significant difference in performance on non-sexual/romantic 
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trials between participants with psychosis (M = 78.08, SD = 8.78) and controls (M = 81.33, SD = 

6.18), p = .070.  

On a task measuring theory of mind for romantic or sexual interactions, participants with 

psychosis performed significantly worse than controls, indicating greater inaccuracy when 

identifying relationship statuses and whether someone is demonstrating interest, disinterest, or 

neutrality towards another person. However, participants did not significantly differ by group on 

their ratings of the intensity of sexual and romantic interest being displayed across scenes. Means 

by scene type are presented in Table 4.4. 

Table 4.4 

Mean Ratings of Sexual/Romantic Interest on Animation Task by Scene.  

Scene type 
Controls 

(n = 38) 

Early Psychosis 

(n = 35) 

Statistic 

F(1,71) 
p 

Romantic (subtle)   4.99 (.41) 5.13 (.89) .566 .454 

Romantic (overt)  5.88 (1.23) 6.10 (1.01) .681 .412 

Sexual (subtle)  6.30 (.70) 6.34 (.69) .060 .807 

Sexual (overt)  6.68 (.49) 6.59 (.59) .614 .436 

Disinterest (subtle)  1.67 (.94) 2.00 (1.29) 1.57 .214 

Disinterest (overt)  2.16 (1.09) 2.03 (1.28) .217 .642 

Neutral (friends)  4.06 (.88) 4.13 (1.17) .083 .774 

Neutral (strangers)  3.74 (.82) 3.54 (1.15) .754 .388 

Note. The level of sexual/romantic interest was scored on a 7-point scale ranging from 1 (Very 

Disinterested) to 7 (Very Interested). 

4.3.3 Predictors of Social Cognition and Sexual/Romantic Cognition 

Within the early psychosis group, I examined predictors of social cognitive functioning, 

as measured by The Awareness of Social Inference Test, and social cognitive functioning specific 

to romantic or sexual situations, as measured by the Animation Task and Emotion Recognition 
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Task. A multiple linear regression examined whether cognition, subjective cognitive impairment, 

clinician-rated symptoms, and self-reported psychiatric symptoms predicted social cognitive 

performance. The model was statistically significant, F(4,29) = 5.849, p = .001, accounting for 

37.02% of the variance in social cognitive performance. Predictors are presented in Table 4.5. 

Both cognition and self-reported cognitive complaints are significant predictors of social 

cognitive performance. Self-reported symptoms, and not clinician-rated symptoms, significantly 

predicted social cognitive performance. Multicollinearity was assessed using the Variance 

Inflation Factor (VIF); all predictors had VIF values lower than 5.00, indicating minimal concern 

for multicollinearity. 

Table 4.5 

Multiple Linear Regression: Predictors of Social Cognitive Performance  

Predictor Coefficient Standard error t  p 

Cognition 4.79 2.10 2.28 0.030 

BC-CCI  -1.16 0.42 -2.74 0.011 

BPRS  -0.18 0.20 -0.92 0.365 

MCSI  0.73 0.27 2.71 0.011 

 

An identical multiple linear regression was conducted for sexual/romantic cognition. The 

regression was not statistically significant for either the Animation Task, F(4,29) =.864, p = 

0.497, or Emotion Recognition Task, F(4,29) = 2.30, p = .083. None of the cognitive or symptom 

predictors included significantly predicted variance in sexual/romantic cognitive performance in 

either model.  

An exploratory multiple linear regression was performed using R Statistical Software 

(v4.4.0; R Core Team 2024) to determine the influence of sex and diagnostic group on 

sexual/romantic cognition as measured by the Animation Task. There was a marginally 
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significant interaction, b = 7.71, t(66) = 1.948, p = .056. The overall model was significant, 

F(3,66) = 3.03, p = .035, and accounted for 8.12% of the variance in sexual/romantic cognition 

scores. Additional t-tests were conducted to explore group differences. Among males, there was a 

significant difference in sexual/romantic cognitive task performance, with males in the control 

group performing significantly better (M = 84.56, SD = 7.18) than males with psychosis (M = 

75.83, SD = 9.99), p < .001. There was no significant difference among females in the control 

group (M = 81.92, SD = 8.95) or psychosis group (M = 80.00, SD = 6.84), p = .699. Within the 

psychosis group, there was no significant difference in performance by sex.  

An identical multiple linear regression was conducted to examine general social cognitive 

performance. There was a significant effect of group, b = -6.21, t(66) = -2.00, p = .050, 

suggesting that social cognitive performance differed across diagnostic groups. The overall 

model was not significant, F(3,66) = 2.34, p = .081. There were no sex differences on general 

social cognitive performance between males in the control group (M = 49.94, SD = 6.59) and 

psychosis group (M = 43.73, SD = 11.83), p = .086, or females in the control group (M = 51.28, 

SD = 6.02) and psychosis group (M = 47.25, SD = 9.71), p = .130. 

4.3.4 Predictors of Romantic and Sexual Functioning 

 Hierarchical regressions were used to predict romantic relationship functioning (as 

measured by the RRFS; Table 4.6) and overall sexual functioning (as measured by the Overall 

Sex Life subscale of the Natsal-SL; Table 4.7). In the first model of both regressions, cognition, 

objective and subjective psychiatric symptoms, and social cognition were entered as predictors. 

In the second model, sexual/romantic cognition as measured by the Animation Task was added as 

an additional predictor. The Emotion Recognition task was not included as a predictor due to the 

lack of group differences. Multicollinearity was assessed using the Variance Inflation Factor 
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(VIF); all predictors had VIF values lower than 5.00, indicating minimal concern for 

multicollinearity.  

Table 4.6 

Predictors of Romantic Relationship Functioning in the Early Psychosis Sample. 

Independent Variables R2 
R2 

change 
B Beta t p 

Model 1 .20 .20    .168 

BPRS   .025 .23 .77 .433 

MCSI   -.065 -.59 -2.10 .045 

Cognition   .068 .037 .19 .849 

TASIT   -.016 -.11 -.57 .596 

Model 2 .31 .12    .067 

Sexual/Romantic 

Cognition  
  -.059 -.34 -2.02 .054 

 

Table 4.7 

Predictors of Sexual Functioning in the Early Psychosis Sample. 

Independent Variables R2 
R2 

change 
B Beta t p 

Model 1 .15 .15    .341 

BPRS   .002 .036 .112 .912 

MCSI   .016 .28 .914 .369 

Cognition   .31 .32 1.58 .126 

TASIT   -.002 -.021 -.101 .920 

Model 2 .33 .18    .059 

Sexual/Romantic 

Cognition  
  .038 .44 2.58 .016 

 

4.4 Discussion 

This study sought to examine performance and predictors of performance on novel tasks 

assessing aspects of social cognition that are specific to romantic or sexual interactions. 

Participants completed two traditional measures of social cognition (a theory of mind task and an 
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emotion recognition task), and then two novel tasks measuring those same constructs with 

romantic or sexual stimuli. Participants with psychosis performed significantly worse on both 

tasks assessing theory of mind, performed marginally worse on cognitive tasks, and reported 

significantly more cognitive complaints than the control group. However, there was no difference 

between groups on the emotion recognition tasks for either basic emotions or sexual/romantic 

emotions. Finally, sexual/romantic cognition was found to predict romantic and sexual 

functioning, above and beyond other predictors of social cognition. 

4.4.1 Social Cognition and Sexual/Romantic Cognition  

Social cognitive abilities are essential for understanding and navigating social 

interactions, and, consequently, building social relationships. In the present study, participants 

with psychosis had more difficulty than controls when asked to make judgements and interpret 

social interactions in general settings and in settings with sexual and/or romantic contexts and 

cues. This finding represents a novel contribution to the literature base, as no tasks assessing 

theory of mind in contexts specific to sexual and/or romantic interactions currently exist. In this 

novel task, participants with psychosis were less accurate when asked to identify others’ 

relationship statuses and/or discern whether sexual and/or romantic interest was being depicted 

in an interaction. Impairments in this area of functioning may make it more difficult for 

individuals to recognize and interpret romantic and/or sexual encounters, and subsequently act 

accordingly to initiate and develop intimate relationships (Cunningham & Barbee, 2008; Dindia 

& Timmerman, 2003). Social cognitive abilities also have implications within relationships 

(Fletcher et al., 2006), such as influencing one’s ability to navigate interpersonal conflict (Roloff 

& Miller, 2006) or their ability to understand their partner’s romantic and sexual interaction and 

communication styles (Vannier & O’Sullivan, 2011). 
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Our findings replicate existing research that identifies a relationship between 

neurocognition, psychiatric symptoms, and social cognition (Lin et al., 2013; Sergi et al., 2007), 

as well as the presence of social cognitive deficits (particularly in emotion perception and theory 

of mind) among individuals with early psychosis (Healey et al., 2016). However, these well-

replicated predictors of social cognition did not significantly predict performance on the task 

assessing sexual/romantic cognition, which is a finding novel to the present study.  Though it 

may be expected for social cognitive deficits in psychosis to extend to sexual/romantic 

interactions, these findings indicate that difficulty interpreting sexual/romantic interactions may 

be related to additional deficits outside of neurocognition, social cognition, and psychiatric 

symptoms. This suggests that while people with psychosis show impairments across social 

cognitive domains, the specific abilities related to sexual/romantic cognition may be somewhat 

distinct. This highlights the complexity of social cognition, and the importance of specifically 

examining social cognition as it relates to intimate, sexual, and romantic relationships in order to 

better support people’s needs in this area of their lives. The specific relationships between 

neurocognition, social cognition, and sexual/romantic cognition should be further delineated in 

future work. Future studies should expand on the present work across domains of emotion 

recognition and theory of mind, as well as expand to examine other domains of social cognition 

(i.e., social perception, social knowledge, and attributional styles and biases; Green et al., 2008). 

In further exploratory analyses, I identified sex as one potential predictor of group 

differences in the sexual/romantic cognition task. Males with psychosis performed significantly 

worse on this task than females with psychosis and than males in the control group. There were 

no significant differences among females across groups. There were also no significant sex 

differences in performance on the general social cognitive task, indicating unique impairment for 
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males with psychosis on the task of sexual/romantic cognition. These findings are aligned with 

existing research on relational outcomes in psychosis, which has consistently found that females 

with psychosis are more likely to be in relationships (Goldstein, 1988) and report more 

friendships (Harley et al., 2012) than males with psychosis. Early studies on marriage among 

individuals with schizophrenia found that only 25% of males were married, compared to 50-70% 

of females (Loranger, 1984). These differences have been suggested to be related to the fact that 

females have better premorbid social functioning (Goldstein, 1988), a greater likelihood to desire 

and seek out opportunities to fulfill intimacy and relationship needs (Chodorow, 1978), or a 

sense of self that is more closely tied to their relationships with others (Gilligan, 1982; Mulligan 

& Lavender, 2010). To better understand functional outcomes, I explored how deficits in 

sexual/romantic cognition are related to outcomes in sexual and romantic functioning. 

4.4.2 Sexual/Romantic Cognition and Functional Outcomes  

As hypothesized, sexual/romantic cognition was found to be a significant predictor of 

sexual functioning and a marginally significant predictor of romantic relationship functioning in 

the present study. Unexpectedly, general social cognition did not predict functioning in these 

domains, nor did cognition or clinician-rated symptoms. The increase in variance explained by 

sexual/romantic cognition indicates that this measure may capture unique aspects of romantic 

and sexual functioning that are not explained by traditional measures of social cognition.  

Contrary to expectations, better performance on the task of sexual/romantic cognition 

predicted poorer romantic relationship functioning and poorer sexual functioning. These findings 

are not in alignment with previous research that demonstrates a positive relationship between 

social cognition and social functioning (Harvey & Penn, 2010). However, these results are 

consistent with other work that has found inverse relationships between social cognition and 
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social functioning in early psychosis populations (Woolverton et al., 2017), and that theory of 

mind is associated with problems in social behaviour (Stouten et al., 2014). These authors 

suggest that assessment measures may fail to capture the nuanced associations of these 

constructs. Further, the possibility is raised that better social cognition (e.g., better theory of 

mind and social perception abilities) may result in a better ability to recognize negative reactions 

and stigma from others, leading to more social withdrawal, internalized stigma, depression, 

anxiety, and poorer functioning (Woolverton et al., 2017).  

4.4.3 Clinical Implications  

These findings have implications for early psychosis interventions. Existing interventions 

that aim to improve social functioning, such as social skills trainings, typically focus on broad 

social cognitive abilities, such as expressive behaviours (e.g., speech content, paralinguistic 

elements), responsive behaviours (e.g., social perception, emotion recognition), interactive 

behaviours (e.g., turn-taking in conversation) and situational factors (e.g., cultural and contextual 

demands; Rus-Calafell et al., 2014). While these types of interventions are helpful at improving 

psychosocial functioning (Inchausti et al., 2018; Kurtz & Mueser, 2008), they typically do not 

address emotions, behaviours, and social contexts that are specific to romantic and sexual 

contexts. Only one study exists (N = 7) that has assessed an intervention addressing romantic 

relationships in men with early psychosis (Hache-Labelle et al., 2021). Future work should 

continue to investigate how early psychosis intervention programs can adapt interventions to 

improve romantic and sexual functioning in early psychosis, whether through stand-alone 

therapies or modules in social skills interventions that address romantic and sexual contexts. 

Further, given the sex differences across performance on sexual/romantic cognitive tasks in the 

present study, as well as the aforementioned existing research identifying unique difficulties in 
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area of romantic or sexual functioning for males with psychosis, assessments and interventions 

that aim to identify and improve sociosexual functioning may benefit from being uniquely 

tailored across gender/sex.  

4.4.4 Limitations  

Findings from the present study should be interpreted alongside limitations. First, in this 

novel area of research, there were no existing tasks that assessed theory of mind and emotion 

recognition specifically regarding sexual and romantic stimuli; as such, these tasks were 

designed for the present study. While this represents a novel contribution to the literature base, 

these tasks have also not undergone a formal validation process, and thus the reliability and 

validity of these measures are unknown. It is possible that these tasks do not measure the full 

scope of the constructs that they intend to measure, or that these tasks are influenced by 

extraneous variables. Second, there is a risk of spurious findings given the small sample size. 

Future studies should explore the relationship between various domains of social and 

sexual/romantic cognition in a larger sample. Third, this study was conducted virtually over 

Zoom as a result of restrictions imposed by the COVID-19 pandemic. As a result, certain tasks 

(e.g., clinical symptom interviews, cognitive assessments) were conducted in virtual rather than 

in-person settings. This may have affected the accuracy of some of these measures. For example, 

behavioural symptom ratings were limited to what was visible over Zoom. Certain symptom 

domains, such as negative symptoms, may have been particularly affected due to the reliance on 

behavioural observations. Given the role of negative symptoms specifically in predicting social 

outcomes in schizophrenia (Robertson et al., 2014), future work should also consider the 

incorporation of a specific clinical measure of negative symptoms, such as the Brief Negative 

Symptoms Scale (Kirkpatrick et al., 2011). Participants also completed cognitive testing verbally 
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from home rather than using pencil-and-paper tasks in a standardized environment, which may 

have affected performance on these tasks. 

4.4.5 Conclusions  

Understanding barriers and needs related to intimacy, romance, and sexuality in early 

psychosis is necessary to support the recovery goals of individuals in early psychosis 

intervention programs. Future work should continue to explore the specific social cognitive 

deficits that people with psychosis face when navigating romantic and sexual interactions, how 

these deficits affect their ability to initiate and maintain intimate relationships, and how 

interventions can be developed to improve functioning in these areas of life.  
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Chapter 5 

General Discussion 

5.1 Summary of Findings 

The present studies were undertaken to expand a sparse literature base on the intimate, 

romantic, and sexual needs of individuals with early phase psychosis, to better understand the 

role of these relationships for individuals experiencing severe mental illnesses, and to examine 

how deficits in these relationships may be addressed in intervention programs. Across three 

studies, this work reaffirmed the importance of intimacy, romance, and sexuality in the lives of 

many individuals experiencing early psychosis. For these individuals, the cultivation of close 

relationships is seen as both a facilitator and indicator of mental health recovery.  

In Chapter 2, qualitative interviews were conducted with individuals in the early stages of 

a psychotic illness. Interviews focused on participants’ understanding of intimacy, romance, and 

sexuality in their lives, as well as how they navigated these concepts and relationships within the 

context of psychosis. Four themes were generated as part of this qualitative work, which 

highlighted how topics related to intimacy, romance and sexuality were addressed (or not) in 

healthcare settings, the role of these relationships in recovery, how individuals navigate 

relationships alongside mental health symptoms, and the way these concepts are defined and 

experienced by participants.  This work emphasized the complex interaction between close 

relationships and mental health symptoms, as well as how aspects related to identity, social 

location, life experiences, and future goals shape the way one views the role of these 

relationships in their lives. Findings from this study underscored the need for early psychosis 

intervention programs, alongside other healthcare programs, to better address these topics. 
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In Chapter 3, results were presented on the differences between individuals with early 

psychosis and control participants across various measures of relationship and sexual 

functioning. Results from this study demonstrated that individuals with early psychosis 

experienced greater problems or impairment in areas related to clinical symptoms, cognitive 

complaints, loneliness, belongingness, romantic relationship functioning, attachment anxiety and 

avoidance, fears of being single, sexual functioning, sexual concerns, hypersexuality, and aspects 

of sexual self-concept (e.g., anxiety, pessimism, and low self-esteem). There were no differences 

between groups on relationship satisfaction, relationship investment, and quality of perceived 

alternatives (for those in relationships), or sexual distress (for those who have recently engaged 

in sexual activity). There were also no differences between groups on aspects of sexual self-

concept, including sexual self-efficacy, preoccupation, problem self-blame, motivation, and self-

schemata. Chapter 3 also explored the opinions of individuals with psychosis on how various 

problems are addressed in healthcare settings, with results demonstrating that concerns related to 

social skills, friendships, relationships, and sexual functioning often go unaddressed despite 

participants expressing need in these areas. Findings from this study highlight broad challenges 

that people with psychosis face in different areas related to close relationships, as well as the 

perceived lack of healthcare support in navigating these challenges.  

Chapter 4 introduced novel social cognitive tasks designed to assess how social cognitive 

abilities are applied to romantic and sexual settings. Compared to control participants, 

individuals with early psychosis reported more cognitive impairments, scored marginally lower 

on cognitive tests, and had significantly poorer performance on tests of both social cognition and 

sexual/romantic cognition. While cognition, cognitive complaints, and self-reported symptoms 

emerged as predictors of social cognition, these variables did not significantly predict 
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sexual/romantic cognition, indicating that factors outside of traditional predictors of social 

cognition may be related to performance on sexual/romantic tasks. Sex was a significant 

predictor of performance on the sexual/romantic task, with males performing more poorly; this 

relationship did not emerge for social cognitive performance more broadly. Finally, performance 

on the sexual/romantic social cognitive task was found to predict both sexual functioning and 

romantic relationship functioning in early psychosis, above and beyond social cognitive 

performance and cognitive abilities. However, this relationship was in the opposite direction as 

predicted, with better performance on the task predicting poorer functional outcomes. 

5.2 Theoretical and Research Implications  

Mixed-methods research aims to provide a richer and more comprehensive understanding 

of a topic area and is being increasingly recognized as valuable in health research, particularly 

due to its ability to capture the complexity of health and healthcare interventions (O’Cathain et 

al., 2007; Wasti et al., 2022). This distinction and division of quantitative and qualitative research 

has been recognized by some as counterproductive to scientific advancement (Onwuegbuzie & 

Leech, 2005), and the ability to appropriately utilize and apply both quantitative and qualitative 

methods is viewed as a central research skill. Qualitative research is well-suited for exploring 

complex phenomena, offers opportunities for meaningful engagement with populations of 

interest, which promotes agency in the research process and ensures that the research processes 

are relevant and guided by the lived experiences of individuals who are participating in the 

research (Sutterheim & Ratcliffe, 2021). Qualitative research has been identified as important for 

understanding disability in a social context, as well as its ability to reveal processes underlying 

subtle and complex interacting phenomena (O’Day & Killeen, 2002). In the mental health field, 

qualitative methods are vital for shaping and developing theory and critically appraising existing 
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methodologies, theories, and systems (Gewurtz et al., 2016). Through the course of data 

collection and analysis, new interpretations and perspectives may evolve, patterns and themes 

may be identified, and novel discoveries and findings may emerge that further new knowledge 

(O’Day & Killeen, 2002). Regarding the present work, individuals with psychosis face 

marginalization and stigmatization, and their experiences are heterogeneous and impacted by 

various identity and sociopolitical factors. Furthermore, topics related to sex and sexuality are 

often stigmatized, complex, and individualized, encompassing many facets of life (World Health 

Organization, 2006). Qualitative methods are valuable for capturing nuanced understandings of 

sex and sexuality (Tolman et al., 2005). As such, for a comprehensive understanding of these 

topics, it is important to center the voices and perspectives of people with lived experience. 

Given that this topic is relatively understudied in clinical research, it is of great theoretical 

importance that lived experiences guide the development of theories, practices, and 

interventions. Some of the additional strengths of quantitative methodologies, such as statistical 

analysis and significance testing, standardized measurement, and predictive abilities, allow for a 

more complete clinical and theoretical picture of the research topic at hand. 

This work builds upon the existing qualitative literature base focusing on our 

understanding of the process of recovery from severe mental illness, especially surrounding ideas 

of subjective recovery and recovery-oriented care. In definitions largely derived from qualitative 

work, recovery is understood to be an active, ongoing process of overcoming stigma and 

discrimination, participating in valued activities, feeling a sense of hope and personal meaning, 

and engaging in important human relationships (Borg & Davidson, 2008; Ridgway, 2001). 

Across research on recovery, findings suggest that mental health services should provide 

opportunities for individuals to guide and find their place and way of being (Gewurtz et al., 
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2016). Person-centered, recovery-oriented care places the emphasis on a person’s individual 

goals, wants, and needs as drivers of the recovery process. The present findings emphasize the 

role of intimacy, romance, and sexuality as notable aspects of the recovery process for many 

(though not all) individuals. As such, the way recovery is conceptualized and assessed in mental 

health research should reflect these diverse perspectives and patient goals.  

The findings from the present studies also have theoretical implications for the 

assessment and intervention of social cognitive abilities, particularly as they are applied in 

complex interpersonal settings. Based on these findings, general social cognitive abilities alone 

do not predict functioning in romantic and sexual relationships; rather, one’s ability to apply 

social cognitive skills to romantic or sexual situations, which likely requires knowledge of 

specific social scripts, expectations, and body language, are involved in the process of 

understanding romantic and sexual intent (Hall, 2016; Muehlenhard et al., 1986; Tisdale & 

Sheldon, 2018). As such, even if social cognitive abilities are intact, individuals may still 

struggle with applying those skills in romantic or sexual settings or may lack knowledge of 

specific aspects of social cognition (e.g., social knowledge) as it is applied to romantic and 

sexual relationships. When assessing social cognition, social competence, or social functioning, 

researchers should consider which specific types of social outcomes or social relationships they 

are hoping to capture, as one’s knowledge and application of various social scripts, norms, or 

skills may influence performance on these tasks. Researchers and clinicians are cautioned against 

making assumptions that improvements in broad social functioning (e.g., via interventions 

targeting predictors of social functioning such as negative symptoms, cognition, or social 

cognition) will fully generalize to improvements in one’s romantic and sexual relationships.  
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5.3 Clinical Implications  

Intimate, romantic, and sexual relationships represent areas of need in early psychosis 

intervention. Recent research has emphasized the importance of adapting interventions and 

mental health support to align with individuals’ subjective ideas of their own recovery (Van Sant 

et al., 2012). The present work highlights that many individuals in the early stages of psychotic 

illnesses see intimate relationships as part of their recovery process and wish to discuss and 

receive support around these areas of life in. To appropriately address these topics in treatment, it 

is necessary to understand specific barriers associated with functioning in these relationships. By 

investigating the psychosocial, cognitive, and social cognitive barriers that people face in this 

area of life, the present work provides foundational information to guide the development of 

targeted, appropriate interventions. Two primary means of integrating aspects of intimacy, 

romance, and sexuality into healthcare include: 1) incorporating these topics into existing 

assessment and treatment approaches; and 2) developing novel interventions to support 

functioning in these areas of life.  

5.3.1 Incorporating Intimacy, Romance, and Sexuality into Healthcare 

The treatment of psychotic disorders has undergone prior shifts in focus, adapting to 

novel research and conceptualizations of recovery from psychotic disorders (Davidson, 2003). 

The present work encourages an additional shift towards treatment delivery and 

conceptualizations of recovery that incorporate the individualized goals and desires of people 

accessing these services, particularly around interpersonal goals. A more comprehensive 

approach to mental health care that actively incorporates relationship development is likely to 

contribute to better short- and long-term outcomes for persons with psychosis, as supportive 

relationships are related to treatment outcomes (Norman et al., 2005; Uzenoff et al., 2010). 
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Further, centering client goals in treatment can promote agency in treatment settings. There are 

several ways that aspects related to intimacy, romance, and sexuality can be acknowledged 

and/or integrated into existing treatment settings. 

One of the simplest ways to address topics related to intimacy, romance, and sexuality in 

healthcare settings is to create a space in which patients feel comfortable sharing any concerns 

they might have in this area of their lives. Research on the treatment of sexual problems has 

consistently identified the importance of giving patients “permission” to discuss sexual concerns, 

and to listen to and validate these concerns (Annon, 1976; Tuncer & Oskay, 2021). By simply 

initiating the conversation through permission-giving, a clinician communicates to a patient that 

their sexual and romantic issues are important, and that they are in a space where they are 

permitted to talk about their problems and express their needs. Ultimately, and in contrast with 

many of the experiences reported by participants in the present study, the onus lies with the 

health care professional to ensure appropriate and thorough health services, which includes 

sexuality and intimacy as core aspects of an individual’s overall health and wellbeing. 

When topics related to romantic relationships and sexuality are addressed in healthcare 

settings, conversations often prioritize the management of risk behaviours (Black et al., 2020; 

Urry et al., 2024). For many clinical psychologists who endorse covering topics related to 

romance and sexuality in early psychosis treatment, these topics often include risk management 

in terms of sexual risk behaviours, sexual victimization and trauma, contraception or unintended 

pregnancy, sexually transmitted infections or HIV, intimate partner violence, or romantic 

relationship problems (Southall & Combes, 2020). Indeed, the management of risk is crucial for 

the safety and wellbeing of patients in EPI programs. However, when conversations around 

romance and sexuality predominantly involve safety and risk and do not sufficiently reinforce 
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healthy relationships or discuss sexual well-being and sexual pleasure, they risk generating an 

incomplete clinical picture of an individual’s experiences. Echoing the definition by the World 

Health Organization (2006), sexual health is “a state of physical, emotional, mental, and social 

well-being in relationship to sexuality. It is not merely the absence of disease or dysfunction”. 

The World Health Organization recognizes sexual pleasure as a “central aspect of being human” 

and a contributing factor to well-being, overall fulfillment, and satisfaction (WHO, 2006; WHO, 

2010). This also requires the acknowledgement that many people are motivated to engage in 

sexual activity because it is pleasurable (Rye & Meaney, 2007). Yet, conversations around 

pleasure and satisfaction may be more challenging or uncomfortable for clinicians to engage in 

than conversations around risk management, which tend to be topics of focus (Ford et al., 2019). 

This potential discomfort and resulting narrowing of conversations around intimacy, romance, 

and sexuality can have the unintended consequence of further pathologizing these behaviours, 

and especially contributes to the pathologizing of sexual behaviours among individuals with 

severe mental illness. This narrow conceptualization also fails to identify the motivations and 

goals of patients and may inadvertently silence certain conversations around romantic and sexual 

well-being. In line with promoting a balanced dialogue around romance and sexuality, it is 

important to take a proactive approach to the discussion of these topics. Oftentimes, discussions 

around intimacy, romance, and sexuality are reactive, emerging only after issues have been 

identified, further perpetuating a pathological discourse around these topics. Fostering and 

promoting healthy, satisfying intimate relationships, even in the absence of risk or dysfunction, is 

part of providing holistic health care and supporting patients in building meaning and fulfillment 

in their lives. 
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When considering changes and adaptations to existing healthcare approaches, one must 

acknowledge that there are considerable barriers that healthcare providers face in the application 

of these changes. For example, individual clinicians may face barriers related to being 

overworked, having insufficient time to conduct thorough assessments, or lacking managerial or 

program support in addressing topics that may be viewed as peripheral to a specific program’s 

mandate (Urry et al., 2019). Often, issues related to intimacy and sexuality are “overshadowed” 

by other treatment targets, stigmatization, complex treatment regimens, or fragmentation in the 

healthcare system (Barker & Vigod, 2020). These areas may also be assumed to improve 

following symptom remission, despite a lack of evidence supporting this view. These systemic 

barriers are present alongside individual barriers related to stigma, discomfort, or biases about 

the role and importance of intimate, romantic, and sexual relationships in the lives of people with 

psychosis (Quinn et al., 2011a; Quinn et al., 2011b; Southall & Combes, 2020; Urry et al., 2019). 

However, failing to address these topics is inconsistent with best practices and standards 

in healthcare. Based in human rights, sexual rights are based on the freedom, dignity, and 

equality of all humans, and include a commitment to protection from harm (Kismödi et al., 

2017). Patients carry these sexual rights into treatment. These rights include the right to 

information, which includes accurate and accessible information about sexuality and sexual 

health, and comprehensive sexual education, which incorporates a positive, rights-based 

approach to sexuality and pleasure (IPPF, 2008; Kismödi et al., 2017; WHO, 2010). Patients also 

have the right to the highest attainable standard of healthcare, which is recognized as one that 

includes sexual health and the possibility of pleasurable, satisfying, and safe sexual experiences 

(IPPF, 2008; WHO, 2006; WHO, 2010). It is not up to clinicians to determine who gets sexual 

healthcare and when it is delivered, but rather the onus lies on clinicians to ensure that patients 
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are aware of pathways to access education, treatment, and support related to sexual healthcare. 

Mental health clinicians are not the sole providers responsible for this information, but given the 

interplay between mental health and intimate relationships, it is important that clinicians are 

aware of resources or interventions to support these types of relationships. Acknowledging or 

addressing these topics in all healthcare settings is both aligned with ethical practices and 

prevents these areas of life from “falling through the cracks” due to a diffusion of responsibility 

across healthcare settings.  

 Mental healthcare settings may benefit from offering and encouraging staff to seek 

additional training opportunities to build competencies in navigating issues related to intimacy, 

sexuality, and romantic relationships, as well as in applying gender and sexuality minority-

affirming approaches. For clinical psychologists, it is recommended that training surrounding the 

provision of sexual healthcare services be included in graduate curricula for students, as well as 

through continuing education programs for practicing clinicians (Reissing & Giulio, 2010). 

Broadly, across studies examining clinicians’ abilities and comfort addressing topics around 

intimacy and sexuality, the need for services to incorporate additional training to support their 

providers in responding to these concerns is emphasized (Berger-Merom et al., 2022).  

Finally, if these topics are not sufficiently integrated or addressed in healthcare settings, it 

may perpetuate a belief that they are not important in the lives of people with psychosis, which 

may render them less likely to be targets of research or treatment. When considering pathways to 

knowledge translation (Wathan & MacMillan, 2018), the silencing or sidelining of conversations 

related to intimate relationships may lead to them being understudied, which subsequently results 

in fewer treatments and clinical trials being developed. As a result, we are left with less 

information on if and how we can improve these areas of life, what the specific mechanisms of 
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action are in recovery, and how we can address these topics most successfully in primary care 

settings. 

5.3.2 The Development of Novel Interventions Targeting Intimate, Romantic, and Sexual 

Functioning 

Results from the present study indicate that supporting patients in meeting their goals 

related to intimate, romantic, and sexual relationships may be facilitated by the inclusion of 

interventions that specifically target these areas of life. Interventions that target barriers to social 

engagement have shown promising efficacy, including interventions seeking to improve social 

skills (Kurtz & Mueser, 2008; Turner et al., 2018), clinical symptoms (Hazell et al., 2016; Sitko 

et al., 2020), cognitive and social cognitive impairment (Fiszdon & Reddy, 2012; Horan & 

Green, 2019; McGurk et al., 2007; Revell et al., 2015), and stigma (Best et al., 2020). Although 

these interventions may help people engage socially and increase opportunities for building 

intimate relationships, if one lacks the specific social cognitive abilities and social knowledge to 

develop romantic and sexual relationships, they may struggle to capitalize on these opportunities. 

The present findings suggest that existing interventions targeted facets of social functioning (e.g., 

cognitive remediation, social skills training) alone may not be sufficient in improving 

functioning in romantic and sexual relationships. In addition to existing interventions, 

individuals with early psychosis may also benefit from interventions, psychoeducation, and 

support specifically related to romantic relationships, dating, sexuality, and sexual activity. This 

includes adaptations of social cognitive abilities, such as recognizing and interpreting nuanced 

social, behavioural, and facial cues (e.g., flirtation, sexual/romantic interest and disinterest). 

Given that impairments across various domains contribute to social, romantic, and sexual 

functioning, a modular-based program may be well-suited to support persons with psychosis in 



135 
 

these areas of life, such that they could enroll in specific modules of interest on an as-needed 

basis in ways that are aligned with their individual treatment goals. For instance, modules could 

include education and skill-building related to stigma reduction, social skills, understanding 

social, romantic, and sexual cues, building and maintaining healthy relationships, sexual 

communication, and so forth. This is aligned with prior research demonstrating that multi-

component interventions are associated with the largest psychosocial gains in early psychosis 

(Frawley et al., 2021). In line with the present findings, opportunities to talk about issues in these 

areas of life can help mitigate feelings of isolation, build self-efficacy, and validate and 

normalize difficulties. Furthermore, given the sex differences across performance on 

sexual/romantic cognition in the present study, as well as research identifying unique difficulties 

in areas of romantic or sexual functioning for males with psychosis (Firmin et al., 2021; Hanlon 

et al., 2017; Salokangas et al., 2001), assessments and interventions that aim to improve 

sociosexual functioning may benefit from being uniquely tailored across genders.  

Strategies that help individuals and their partners or families understand the impact of 

psychosis on relationship development may also be beneficial for facilitating functioning within 

relationships, as would interventions targeting communication and conflict resolution. Educating 

partners about the challenges and realities of experiencing psychosis may better equip them to 

navigate specific challenges, manage associated stress and distress, set healthy boundaries, and 

support their loved ones. Further, education could allow partners to understand the diverse 

outcomes in psychotic disorders, including that persons with psychosis can manage intimacy and 

have satisfying relationships. This may reduce fears and combat stigmatizing beliefs, ultimately 

promoting a more balanced view of illness outcomes in psychosis. Family interventions in 

psychosis have been found to be effective at improving outcomes, such as improving symptom 
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severity, reducing risk of relapse, improved conflict resolution, and lesser caregiver burnout 

(Bird et al., 2010; Claxton et al., 2017). However, these interventions typically involve parents 

rather than romantic partners, which may represent a future area of research exploration. 

5.4 Limitations  

The findings of the present research should be considered alongside limitations. Across 

studies, participants consisted of individuals who were outpatients living in the community who 

had been first involved in an early psychosis intervention service within the past five years. As a 

result, while all participants could be considered as within the “early” stages of psychosis, they 

varied in illness duration, length of current treatment, and perceived degree of recovery. On 

average, participants in the current sample had mild to moderate symptoms of psychosis, and 

many were not in acute stages of psychotic illness. As a result, findings may not be generalizable 

to individuals experiencing acute psychosis or who are hospitalized. The present samples may 

also be shaped by self-selection biases. It may be that participants who were more willing to 

discuss intimacy, romance, and sexuality, or who endorsed values and goals related to these areas 

of life, were more likely to participate in the study. Conversely, people who do not have goals or 

interests in these areas of life, or who do not seek relationships and who are not concerned with a 

lack of these relationships, may have opted to not participate in this type of research. Further, 

individuals who may experience more discomfort or self-stigma related to aspects of romance 

and sexuality may have also opted not to participate in this research, and therefore their 

perspectives may not have been adequately captured by the present findings.  

Regarding the control group, eligibility required that participants did not have any past or 

current psychiatric or autism spectrum disorders. Though this allows for comparisons between 

individuals unaffected by psychosis, the use of a control group that reports being unaffected by 
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any psychiatric conditions may also not fully represent the romantic and sexual experiences of 

the general population. Other research in psychosis has similarly argued for the inclusion of both 

psychiatric and non-psychiatric comparisons groups (e.g., Millman et al., 2019). Given that 

anxious and depressive symptoms, which are among the most commonly experienced psychiatric 

symptoms, emerged as significant barriers to engagement in romantic and sexual relationships, 

future research may benefit from the inclusion of individuals with anxiety or depression as 

comparison groups. As the choice of control group can affect inferences made about the clinical 

group, this would allow for a clearer understanding of the specific barriers that individuals with 

psychosis may face, above and beyond those experienced by individuals with other psychiatric 

illnesses. This may also provide researchers with a better understanding of common factors 

across psychiatric illnesses that may serve as barriers to social relationships.  

The relatively small sample size represents a further limitation, resulting in a lack of 

statistical power to detect small effects or, conversely, increasing the risk of a type I error when 

conducting multiple analyses using the same sample. This sample overlapped considerably 

across the qualitative and quantitative studies, and Chapters 3 and 4 utilized the same sample. 

Future research should seek to replicate these results with a larger sample size. Further, the 

sample consists of individuals with varying diagnostic profiles, as is characteristic of those in 

early psychosis intervention programs (Cawkwell et al., 2020). Therefore, while the sample is 

representative of EPI program patients, the findings should not be assumed to be generalized to 

individuals with specific diagnostic profiles (e.g., schizophrenia, bipolar disorder, substance-

induced psychosis), as there may be unique differences in social cognition and social functioning 

depending on one’s diagnostic status, and, by extension, the course of their illness. Further 

research with a larger sample size would allow for the exploration of differences within 
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diagnostic groups to better understand how issues in intimacy, romance, and sexuality manifest 

and persist across different illnesses. 

Compared to other domains of functioning in early psychosis, the domains of intimacy, 

romance, and sexuality are relatively understudied and lack a comprehensive literature base. As 

such, while this work makes an important contribution to a sparse literature base, several of the 

findings are exploratory in nature and are guided by findings from a relatively understudied area. 

Additional work is needed to strengthen the theoretical frameworks on which this work is based. 

Furthermore, conceptualizations of romantic relationships and sexuality in the present study are 

defined and discussed from theoretical and sociopolitical perspectives that are predominantly 

Canadian, North American, and Western approaches. As such, while certain themes are more 

generalizable, such as those related to human rights, it is important to recognize that perspectives 

of intimate, romantic, and sexual relationships can vary considerably across and within 

individuals and cultures. This is highlighted by the unique experiences shared by people with 

diverse ethnocultural and sexual and gender identities within the present work. Future studies 

should adopt an intersectional approach to explore how individuals of varying cultures, 

gender/sex identities, sexual orientations, religions, and ethnicities experience and engage with 

intimacy, romance, sexuality, mental health, and the many intersections of these areas of life. 

Though this study offers a foundational understanding of the relationships between 

cognition, symptoms, and social cognition in early psychosis, as well as their relationship with 

romantic and sexual functioning, it also highlights the need for future research. Replication and 

extension of the present findings is necessary to better understand these relationships and their 

impact on the lives of people with early psychosis.  
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5.5 Conclusions 

This program of work aimed to provide researchers and clinicians with a more accurate 

and comprehensive understanding of the intimate, romantic, and sexual needs of people with 

early psychosis. Findings highlight enduring barriers and difficulties in this area of life and 

advance our understanding of how difficulties concerning intimacy and sexuality may be related 

to other aspects of psychotic illnesses, which may inform how these topics are addressed and 

treated in EPI programs. It is clear that not dealing with these issues does not reduce their burden 

on the lives of people with psychotic disorders. Supporting individuals in navigating difficulties 

relating to intimacy, romance, and sexuality can help in the development and maintenance of 

support systems and relationships, ultimately contributing to recovery from psychosis. 
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Appendix A: 

Qualitative Interview Protocol 

Introduction: Thank you for agreeing to take part in this study. In this interview, I am going to 

ask you about your opinions and experiences regarding romantic relationships, intimacy, and 

sexuality in the context of any mental health difficulties you have experienced. This can include 

positive experiences, negative experiences, barriers, or successes that you have faced in these 

areas of your life, as well as how important or not important they are for you. I have some 

questions that I will ask, but I want to encourage you to share your thoughts and experiences as 

they come to mind as well. There are no right or wrong answers.  

Questions: 

1. What does intimacy mean to you?  

Prompts: How do you understand intimacy? How do you define it? How do you interpret it? 

How do you make sense of it?  

2. What does romance mean to you? 

Prompts: How do you understand romance or your romantic relationships? How do you 

interpret it? How do you make sense of it?  

3. What does sexuality mean to you? 

Prompts: How do you understand your sexuality? How do you interpret it? How do you make 

sense of it?  

4. How do you see the role of romance in your life?  

Prompts: How important is romance to your life? What are some emotions that come up when 

you think about romance in your life? 

5. How do you see the role of sexuality in your life?  

Prompts: How important is sexuality in your life? What are some emotions that come up when 

you think about sexuality in your life? 

6. What are some of the things that might get in the way of your romantic relationships?  

Prompts: What barriers have you faced in these areas? What has made engaging in these types 

of relationships challenging? Do you feel that you have opportunities to engage in these 

relationships? 

7. What are some of the things that might get in the way of your sexual relationships?  

Prompts: What barriers have you faced in these areas? What has made engaging in these types 

of relationships challenging? Do you feel that you have opportunities to engage in these 

relationships? 
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8. What is the role of romance in your illness?  

Prompts: How does your illness affect romantic aspects of your life? How does romance affect 

your illness? How do you feel when thinking about these things? Do you think there are specific 

symptoms that affect the romantic aspects of your life?  

9. What is the role of sexuality in your illness?  

Prompts: How does your illness affect sexual aspects of your life? How does sexuality affect your 

illness? How do you feel when thinking about these things? Do you think there are specific 

symptoms that affect the sexual aspects of your life? 

10. What is the role of romance in your recovery?  

Prompts: How does romance affect your recovery? How is this a part of your treatment?  

11. What is the role of sexuality in your recovery?  

Prompts: How does sexuality affect your recovery? How is this a part of your treatment?  

12. How has romance has been addressed in your care, by clinicians, or by doctors?  

Prompts: How do you feel about the way romance has been addressed in your care? Have you 

ever felt the need for support from mental health services regarding romantic matters? What 

opportunities have you had to discuss these topics with healthcare workers or anyone involved in 

your treatment? What are some of the reasons these topics have/have not been discussed?  

13. How has sexuality has been addressed in your care, by clinicians, or by doctors?  

Prompts: How do you feel about the way sexuality has been addressed in your care? Have you 

ever felt the need for support from mental health services regarding sexual matters? What 

opportunities have you had to discuss these topics with healthcare workers or anyone involved in 

your treatment? What are some of the reasons these topics have/have not been discussed?  

14. Is there anything else you would like to add? 
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