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ABSTRACT 
Background: Mental health services are prioritizing the delivery of Cogni-
tive Behavioural Psychotherapy (CBTp) for people with psychosis. However, 
it is recognized that there is scope to further research and to adapt this 
evidenced based therapy for the client group. Recovery processes could 
also be explored. Single case designs may be informative in gaining de-
tailed knowledge of the nuances in how individuals respond to CBTp. 
Case report: This case report investigates an individual’s response to CBTp, 
within the context of a secondary care service. The person, aged in her 30’s, 
was recovering from a second episode of psychosis and was presenting with 
residual symptoms linked with a delusion. The intervention incorporated: the 
stress vulnerability framework, identifying maladaptive cognitive processes, 
challenging cognitions, decision making and a behavioral experiment. Posi-
tive Psychotherapy (PPT), which aligns with recovery was integrated into the 
therapy. The case report details the person’s response up until session ten of 
twenty-three appointments. Idiosyncratic measures of emotion and cognition 
were recorded. There was a decrease in the client’s level of anxiety and in 
the intensity of the negative cognition. The client gained a cognitive under-
standing of the connection between negative cognition as a maintaining fac-
tor in psychosis and actively managed this. Moreover, there was a notable 
increase in the person’s level of functioning. 
Conclusion: The findings indicate that CBTp is beneficial in: reducing anxi-
ety, tempering negative thoughts as well as improving functioning. Evidently 
CBTp can be delivered with Positive Psychotherapy and there are gains in 
doing so. However, further research is required in monitoring individual re-
sponses to specific therapeutic processes. Future single case research could 
also explore the novel finding that internet use triggers and maintains pro-
cesses underpinning delusions.  
Keywords: CBT, Psychosis, Delusions, Positive Psychotherapy, Recovery and 
Internet use.  
Practitioner points 

• The case report tracked the nuances in an individual’s response to CBTp. 

• CBTp was found to decrease anxiety and the intensity of the negative 
cognition. 

• There is evidence that CBT can be delivered with PPT, which is a recovery 
orientated therapy. 

• Internet use may be implicated in the triggering and maintenance of de-
lusions.  
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Introduction 
Mental health services are placing an emphasis on devis-
ing and delivering therapy for people with psychosis. His-
torically there is a lack of psychological intervention for 
this cohort of people attending services and an absence 
of therapeutic research1. Cognitive Behavioural Psycho-
therapy (CBT) and family therapy are evidenced based 
interventions. Meta reviews indicate that the individual in-
tervention of CBT results in small to modest effects2. There 
is therefore scope to continue to improve the intervention. 
Psychologists are currently investigating targeting spe-
cific maintaining processes3, predictive coding4 as well as 
new methods of delivery including virtual reality5. It is 
also suggested that outcomes may differ if heterogene-
ous outcomes to interventions are recorded6. This too 
would facilitate greater attunement to monitoring the 
overall therapeutic process and to documenting the com-
plexity inherent in psychosis. This differs from the 
pre/post design of randomized control trials which pri-
marily researches group rather than individual outcomes. 
Despite the innovations it is noteworthy that CBT remains 
symptom/problem focused and therefore it does not di-
rectly attend to the person’s broader sense of self (i.e. 
personality) or to indicators of recovery, which go be-
yond symptom distress7. However, recovery is currently a 
key strategic objective of mental health services including 
the Irish Health Service8. Psychologists working with peo-
ple with psychosis are therefore broadening CBT to in-
cluded indicators of functioning and recovery alongside 
the associated measures9,10,11. However, Positive Psycho-
therapy (PPT) is the empirically supported therapy which 
specifically addresses the person’s broader sense of self 
and subjective wellbeing12. It therefore provides the pro-
cesses for attaining personal recovery. It centers on the 
positives within people rather than the problems which 
people experience. It is an active therapy, with therapists 
drawing out and instilling positive psychological resources 
within people. Despite the differences it is proffered that 
CBT and PPT could be delivered in tandem, yet this is 
under researched13. The current case report therefore 
monitors an individual’s response to CBTp. It also investi-
gates the delivery of CBT with Positive Psychotherapy.  
 

Assessment  
PRESENTING ISSUE.  
‘Mary’ was in her early thirties and completing a masters 
programme when she first experienced a psychotic epi-
sode. She presented to the services with: persecutory de-
lusions, paranoid ideation and unusual behaviour. Sub-
stance misuse was implicated in the presentation. Mary 
was discharged from the service with stable mental health 
and returned to college. Two years later, a second epi-
sode of psychosis occurred. This centred again on para-
noid ideation and persecutory delusions, specifically 
Mary believed that there was a bug in her brain and that 
google was monitoring her. There was no evidence of 
substance misuse. This resulted in a three-week hospital 
admission and the commencement on Olanzapine 10mg 
daily. Mary discontinued her college programme, re-
turned to Dublin and was transferred to the current com-
munity mental health team in 2023.  
 
 

FAMILY CONTEXT  
In considering the context, there is a parental history of 
severe depression alongside hospital admission. Mary’s 
next of kin is an older adult, with a history of positive 
mental health. However, there was a death in the family 
in 2016 which the family are processing. Mary has high-
lighted that her next of kin has high levels of emotional 
intelligence and this is a supportive relationship. Mary is 
the youngest of three siblings. One sibling lives locally 
and there can be minor conflicts within this relationship, 
which can be a source of stress. Another sibling lives 
abroad and this is a close relationship. When Mary’s next 
of kin realised that Mary was experiencing psychosis, she 
was directed to return home and her sibling ensured that 
this occurred. In contrast with Mary’s next of kin, her sib-
lings do not have complete insight into psychosis and to 
the ongoing management of mental health. 
 
PERSONAL HISTORY  
Mary has no history of a mental health difficulty or a sig-
nificant health issue prior to the first episode of psychosis. 
There is no history of early life trauma or trauma either 
within the family or the social context. Mary experienced 
a stable childhood with no issues within her family rela-
tionships. She is currently single and has a longstanding 
social network, with friendships from primary school. 
There are no: alcohol, substance abuse, or addictive is-
sues present. 
 
EDUCATIONAL AND OCCUPATIONAL FUNCTIONING  
Mary was noted to be ‘good, friendly and funny’ within 
her primary and secondary schools. She attained the 
leaving certificate and then completed an undergraduate 
degree. Mary was subsequently employed within a re-
lated sector before deciding to complete the masters 
programme. She reached the final year of this course and 
submitted sixteen of the seventeen assignments.  
 

CURRENT MULTIDISCIPLINARY TEAM INTERVENTION  
Mary is regularly reviewed by Psychiatry and is currently 
prescribed Aripiprazole 20mg once a day. There is also 
the continuous intervention with her Clinical Nurse Special-
ist, who also links with her next of kin.  
 

PROTECTIVE FACTORS 
In considering protective factors, a supportive family net-
work is present. Mary is: reflective, organized and has an 
interest in CBT. It is noteworthy that she takes notes of her 
conversations with mental health professionals and is ac-
tive in writing and setting her future goals. This includes 
planning to make a decision in relation to her college 
course. She is currently working on her mental health by: 
following the care plan, communicating with other people 
and by being mindful of healthy behaviours in relation to 
her diet and exercise schedule. Interests are noted in re-
lation to: reading, socialising and being active in a 
weekly crafts group. 
 

CURRENT MENTAL HEALTH STATE  
Mary is orientated to the time and to the place and has 
insight into the experience of psychosis. There are cur-
rently no issues in Mary’s speech. There is a fear of a 
significant relapse as well as adjustment to the process of 
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ongoing review and management. There is no evidence 
of risk with regards to herself or to other people. Mary is 
currently experiencing residual symptoms of psychosis 
specifically in relation to negative affect as well as par-
anoid ideation and persecutory cognitive processes. 
There is negative affect occurring as a result of social 
comparisons to siblings and friends as well as from dis-
tancing herself from the college social network. The latter 
of which may link with self-stigma as a result of experi-
encing psychosis within this context. She is compliant with 
the care plan and is mainly supported by her next of kin. 
Options are being considered in terms of accessing the 
rehabilitation service.  
 
IMPRESSION  
In line with NICE guidelines14 it may be beneficial to de-
liver CBTp in order to address the maladaptive self-cog-
nitions (implicated in maintaining the residual symptoms 
of the persecutory delusion) and to increase levels of 
functioning. The latter of which aligns with Mary’s main 
goal, which is ‘I hope to work again’. There is also anxiety 
occurring in relation to (1) the longer-term impact of ex-
periencing repeated episodes of psychosis as well as (2) 
fears in completing the college course.  

ETHICAL STATEMENT  
This case report adheres to HSE procedures. Identifiable 
information pertaining to the participant and to the ser-
vice was therefore removed. The client consented to the 
undertaking of this work and to its publication. This is in 
line with the Psychological Society of Ireland code of pro-
fessional ethics15.  
 

Intervention  
1. FORMULATION  
Mary presented with the cognitions that: the world is dan-
gerous, other people are harmful and within herself, I am 
vulnerable. The following formulation, which involved in-
tegrating: a notes review, clinical observations and a clin-
ical interview was constructed with Mary.  
 
This information was revisited during appointments 
through the use of the stress vulnerability framework17. 
This considered the stressors and the coping strategies 
from the previous context as well as within the present 
context.  

 
 

  
Figure 1: Garety et al. cognitive model16 
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Figure 2: The stress vulnerability model adapted from UNSW 2007 
 
This framework reinforced the improvements within 
Mary’s mental health and that the levels of adaptive re-
sources/coping strategies were increasing. Later in the in-
tervention Mary communicated a natural metaphor of ‘I 
am swimming’ whereby there was a stability emerging 
within her mental health as well as coping with day to 
day activities. During the intervention the intensity of mal-
adaptive cognitive processes underpinning the persecu-
tory delusions re-emerged on two occasions (1) when Fa-
cebook contacted Mary in relation to deactivating her 
account and (2) when there was an assessment for the 
rehabilitation service. This reactivated cognitions in rela-
tion to other people being harmful, feeling vulnerable 
and it reactivated a pattern of avoiding people. This was 
managed with the use of the stress bucket and by actively 
removing a main trigger of social media use. She also 
worked through the reality of how the rehabilitation ser-
vice can be a useful option in terms of people managing 
mental health. However, there was an awareness that it 
was a choice to complete the assessment with the service 
as there were family supports present.  
 
2. AWARENESS OF MALADAPTIVE COGNITIVE PRO-
CESSES  
Mary became conscious of maladaptive cognitive pro-
cesses which were maintaining the anxiety and the resid-
ual symptom of the persecutory delusions, specifically:  
a. Recurring false beliefs within the present. For exam-

ple, believing (1) that her next of kin contacted the 
Gardaí (police) in order to arrest her (2) the false 
belief that family felt negative towards Mary as a 
result of previous conflicts and (3) that there was a 
cognitive issue from the previous substance misuse. 
Mary engaged in checking such false beliefs and ac-
cepted the facts that (1) her next of kin contacted the 
Gardaí as she was distressed and support was re-
quired in order to bring her to hospital (2) Mary is 
valued within the family, as evidenced by ongoing 
contacts with her siblings and (3) a previous scan 
found no cognitive issues as a result of this behaviour. 

It was accepted that a cognitive distortion was occur-
ring which may be linked to the negative affect stem-
ming from the psychosis.  

b. Focusing on the past and recalling negative events 
which was resulting in negative affect towards herself 
in the present. There was a particular emphasis on 
past events of writing information in relation to war 
on social media when the delusion was fixed as well 
as on a conflict with a cousin. She worked on this by 
focusing on the present and by being active in setting 
out day to day goals in the present, for example: 
meeting with friends, shopping, attending appoint-
ments and planning pleasant events. Towards the end 
of the intervention Mary reflected on how she valued 
her relationship with her cousin and that the conflict 
could be understood within the context of psychosis. 
She contacted her cousin and arranged social activi-
ties. Mary’s next of kin and uncle also reinforced 
healthy relationships within the family network.  

c. A broad style of thinking where issues were over 
complicated by exploring multiple options for activi-
ties. For instance, by considering multiple differing 
choices of employment, rather than focusing on a 
particular sector. This was resulting in not moving for-
ward with goals. Early in the intervention this may 
have reflected the anxiety which Mary was experi-
encing. Decisions were therefore simplified to one or 
two options and tailored to align with specific crite-
ria. This resulted in the decision that as a result of the 
psychosis, one criteria was not to place additional 
stressors onto her mind. It was therefore decided to 
consider employment opportunities which involved 
being behaviourally active.  

d. Focusing on the negatives whilst discounting the posi-
tives. Mary became conscious of ongoing negative 
self-thoughts which were reinforcing the psychosis. 
The ongoing negative cognition of ‘I am useless’ was 
challenged through the use of the following thought 
record18,19:
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Table 1: Thought Record Sheet  

  
 
Mary highlighted that she is a kind and reliable person 
and noted these traits throughout the intervention. She 
also became conscious that she was not placing the reality 
of day-to-day functioning within the context of psychosis. 
For instance, she was receptive to negative collective 
community attitudes towards unemployment which was 
resulting in feeling ‘useless’. However, Mary engaged in 
perspective taking and the effort required in regaining 
stability within her mental health. Examples of people re-
covering from sporting injuries were utilized in order to 
facilitate this perspective taking during appointments and 
this also reinforced that recovery is a process.  
 
3. DECISION REGARDING RETURNING TO COLLEGE  
It was clear that there was unfinished business in relation 
to the decision regarding the college course. Reflecting 
on this was triggering anxiety. It was also resulting in re-
calling traumatic memories from the psychosis which was 
negatively impacting on mood and reinforcing negative 
cognitions of being ‘useless’. Mary became conscious of 

the choice in returning to college or not returning to col-
lege. There was also a choice in making the decision or 
delaying the decision. It was decided to contact the col-
lege in order to gain further information in relation to the 
programme. The college was responsive to Mary and it 
was agreed that Mary could return to the course, with the 
option of attending online. This was useful in terms of 
Mary continuing with the care plan. Within this context a 
cost benefit analysis was undertaken as detailed in table 
2. 
 
Mary decided not to return to the course as health con-
tinued to be prioritized. However, the goal of returning 
to employment remained. One of the factors which was 
negatively impacting on potential employment options 
was the false belief that socially ‘I am awkward’. This 
cognition emerged from Mary reflecting on a previous 
employment experience. This cognition was challenged 
through the use of a behavioural experiment as outlined 
in figure 320.

 
 Table 2: Advantage/disadvantage analysis worksheet 
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Belief/Prediction  

1.What is the belief or prediction that you are testing?  (Rate 0% -100%) 

‘I am awkward’ (high intensity, 70% when in the context which results in leaving the context). Believes ‘I don’t fit in, I 
don’t know what to talk about’. I am ‘Not quick enough, not able to banter (slowed down)’ Mary reported feeling 
uneasy around people who she does not know well. Mary engaged in reality testing in accepting that there was a 
reason as to why she was slowed down. 

2. What situation can you choose to test this belief or prediction? 

Seeking information from the community centre in relation to events for St Patrick’s day. 

3. What do you predict will happen? (Behaviours, Feelings, Physical Reactions) 

Mary believed that it will be stressful. People will think ‘Something is not right’ ‘There is a chip missing’. Mary pre-
dicted that stress would occur if Mary was there for more than five minutes. This would result in a racing heart. 

 
Preparation                                                                                                                                                                       
4. What safety / avoidance behaviours will you suspend during the experiment? 

Mary identified suspending: avoiding the environment/people, removing herself from the environment and going 
quiet. Mary highlighted ‘I will get stressed and be awkward’. 

5. What Helpful Coping strategies can you use to manage the situation? 

Mary highlighted drawing on the belief that ‘It will be grand’. It was set out that it was a learning experience and 
that the emerging information would be useful. Mary was aware that the experiment would not result in a signifi-
cant negative impact on mental health. Mary planned: questions to ask, to request for five minutes of the person’s 
time and not to approach someone who appeared rushed. 

Outcome                                                                                                                                                                            
6. What happened during the experiment? 

Mary avoided completing the experiment for a number of days. Mary then decided to ask about art activities 
within the centre, as Mary is interested in this. Mary wrote a list of questions to ask before going to the centre. 
Mary reflected on meeting with two ‘Nice’ people at the centre and receiving information as well as an infor-
mation leaflet on events. Mary was also added to the mailing list. 

7. How did this compare with your original belief or prediction about the situation? 

Mary reflected on how she did feel awkward before the experiment. Mary noted that the experiment ‘went good 
but it could have gone better, I can go again’. Mary reflected on how ‘I did it and I feel good’. 

Evaluation                                                                                                                                                                         
8. What did you learn from the experiment?  

Mary emphasised that it is useful ‘to be prepared’ and ‘it is ok to stay talking longer than feeling comfortable 
with’ because this resulted in receiving additional information. Mary reflected on meeting with ‘Nice’ people and 
that ‘It was good to talk to them’ and ‘they were interested in art as well’. Mary highlighted that ‘I was interested 
to know what was happening’ and so there was authenticity within the experiment. 

9. What does this mean about your original belief or prediction? 

Mary reflected on how ‘it was grand’ to complete the experiment and that the original belief is not true. 

10. What is a more helpful or realistic belief or prediction?  (Rate 0 -100%) 

Mary reflected on how ‘I am socially capable’. Mary noted her longstanding friendships and planned for a social 
night with her friends at the centre during the week. 

Figure 3: Behavioural experiment worksheet 
 
It is noteworthy that throughout the intervention Mary en-
gaged in social events with her siblings and friends, all of 
whom were present before the psychosis. These facts 
were utilized in order to challenge the cognition of being 
socially awkward. Mary noted that she was self-focused, 
which was not previously the case. It was highlighted that 
this can occur with psychosis. A goal was therefore set to 
focus on other people without becoming overwhelmed by 
other peoples’ stressors. This was practiced by question-
ing about events within her niece’s life.  
 
4. STRENGTHS  
At the midpoint of the therapy Mary completed the VIA 
personality inventory of strengths21, which is derived from 
Positive Psychotherapy. This innovative therapy focuses 
on the person’s sense of self (personality) and the direct 

cultivation of subjective wellbeing22, 23. Mental health ser-
vices are placing a greater emphasis on attending to the 
broader recovery of people who have experienced psy-
chosis. The results highlighted enduring personality traits 
of being: honest, loving and grateful. This information was 
utilized to reinforce Mary’s mental health and to con-
sciously set out behaviours activating strengths.  
 

Outcomes  
In line with CBT measurement24, the level of anxiety was 
regularly tracked on a ten-point scale throughout the in-
tervention, both as it was occurring each day and during 
the week. As detailed below the negative cognition of ‘I 
am useless’ was also monitored. It is noteworthy that there 
was a spike in the anxiety on a day when Mary was 
stressed in relation to organizing receipts.  
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Figure 4: Idiosyncratic measures of emotion and cognition 
 
At the tenth appointment Mary reflected on CBT and 
stated ‘I feel better’ as a result of the intervention. It was 
emphasized that ‘being in the here and now, relieved 
stress a lot’. The therapy was also beneficial in terms of 
knowing that ‘I am stable’, ‘safe and grounded’. Moreo-
ver, Mary noted that it was therapeutic to reinforce her 
traits of being ‘kind and reliable’, which aligns with the 
assertions to broaden CBTp in order to activate the posi-
tive schemas of clients25,26. It was apparent that the level 
of anxiety decreased throughout the intervention. Mary’s 
thoughts became more present focused and her trust as 
well as communication with other people increased. Fur-
thermore, Mary gained a greater understanding of the 
management of psychosis and how mental health/recov-
ery is an ongoing process. Towards the end of therapy 
Mary was offered employment, yet decided not to take 
the post due to the stressors in traveling. However, she 
continued with this goal and was later employed within a 
local service. Attaining this goal is reflective of the in-
creasing emphasis of attending to the social recovery with 
people with psychosis27. 
 

Discussion 
Mary’s mental health improved from the intervention, spe-
cifically in relation to reducing the levels of anxiety as 
well as the intensity of the negative cognition. There were 
also benefits in delivering CBT with PPT. However, there 
were fluctuations within Mary’s presentation as perceived 
stressors occurred. This resulted in the re-emergence of the 
intensity of the maladaptive cognitive processes linked 
with the delusion. This was managed through the use of 
CBT interventions as well as the therapeutic relationship. 
As the therapy progressed the focus changed from reduc-
ing the anxiety and the associated cognition of being 

vulnerable, towards challenging automatic negative 
thoughts towards herself. This also reflected the psycho-
logical changes which were occurring within Mary as she 
was focusing on her goal of employment. 
 

This process has reinforced the usefulness of CBT in formu-
lating and documenting maladaptive cognitive processes 
as a way of monitoring when there is a negative change 
within the person’s mental health. It also reinforced the 
usefulness of activating cognition and a cognitive re-
sponse in managing a crisis and an intensely emotionally 
distressing situation28. However, Comfort29 notes that the 
crisis literature underestimates the importance of main-
taining a dynamic and individual cognitive response. Nev-
ertheless, during a mental health crisis people often rely 
on professionals in setting out care plans, each of which is 
tailored to the individual. Within the current context fo-
cusing on the present and cognitively setting out steps/a 
plan to achieve goals in the present resulted in improve-
ments in mental health. However, questions still remain in 
terms of when is the most effective time to deliver CBT. 
Moreover, there are issues in identifying and challenging 
negative cognitions when there is a reduction in the per-
son’s ego strength as well as the presence of a fixed/un-
wavering style of thinking. Mary presented with residual 
symptoms, whereby the intensity of the maladaptive cog-
nitions increased with stressors, yet she was also capable 
of working through and activating adaptive processes. 
 

The findings raise questions in relation to the role of the 
internet in influencing and triggering delusions, which is an 
emerging area of research30. There is debate in relation 
to redefining the criteria pertaining to a delusion31. On 
the one hand it is proffered that the defining criteria of a 
delusion remains the same and it is the content which 
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changes, which often reflects collective issues/themes 
within the community such as espionage during World 
War Two32. Currently there is an increase in people pre-
senting to services with delusions centring on the internet33, 
with the first case recorded in 199734. Alternatively, it is 
suggested that the advancement of the internet has re-
sulted in the emergence of a new type of delusion, which 
requires redefining the criteria35. There is further com-
plexity present considering that people can join multiple 
online communities which hold diverse views which are not 
always reflective of the ideas within the local community. 
However, Stompe et al.31 highlight that it is the themes of: 
persecution, grandiosity, religion, hypochondria, guilt and 
love which have remained stable throughout time. Despite 
these issues there is evidence that internet use triggers and 
reinforces delusions35, thus resulting in challenges in alle-
viating psychosis distress. Internet use may also cultivate: 
referential thinking, thoughts of being controlled as well 
as thoughts of being observed by other people30. More-
over, the information on social media is not always reality 
based, which results in therapeutic challenges in realign-
ing cognitions. In light of such issues there is debate in re-
lation to the use of virtual reality with people with psy-
chosis. This therapeutic medium could reinforce negative 
cognitive processes as well as social isolation whilst not 
orientating people to be present within the reality of day 
to day functioning. It could also cultivate illusions of em-
bodiment and there could be issues in terms of personal 
autonomy36. Alternatively, it may be a stepping stone in 
activating neural pathways, which could then be utilized 
in real life, in a similar process as imagined exposure is 
proven to do so 37,38. Research is currently emerging within 
this domain39, 40. 
 

In considering the limitations of this case report, it pertains 
only to one person and the findings therefore cannot be 
generalized to other people. It may have been optimal 

to have administered a standardized measure that was 
specific to delusions. However, there is emerging evidence 
that with complex presentations it can be useful to tailor 
interventions to individuals, and to utilize idiosyncratic out-
come measures which are meaningful to clients and which 
can measure subtle changes41. This can include indicators 
of functioning and recovery. Another limitation may be the 
lack of direct family involvement. Whilst Mary communi-
cated learnings from CBT with her next of kin, it may have 
been useful to invite significant others to an appointment 
so as to reinforce adaptive cognitive processes. It may 
have also been informative to measure the association 
between internet use and maladaptive cognitive pro-
cesses, which could be explored with future research. 
 

Conclusion 
To conclude CBTp was found to decrease anxiety and the 
intensity of negative cognition whilst increasing function-
ing. Moreover, it was therapeutic to deliver PPT with a 
focus on attending to peoples’ strengths. Mary will con-
tinue to attend for CBTp and there will be a particular 
emphasis on repeating the material. Mary will also con-
tinue to receive evidenced based interventions within the 
team. Therapy will therefore continue to interweave: the 
person, the therapist, the therapeutic relationship as well 
as the CBTp framework, which is congruent with the ther-
apist’s frame of reference. However, within this context 
the question still remains as to what is the specific factor 
with the most influence on the therapeutic outcome? 
 

Conflicts of Interest Statement: There is no con-

flict of interest.  
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