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Background

A significant number of people with experience of enduring 
mental illness (EMI) have few social contacts beyond those 
within the context of treatment appointments, service provi-
sion or immediate family (Borge, Martinsen, Ruud, Watne, 
& Friis, 1999). Friendships are key relationships in life that 
contribute to its richness, value and meaning (Thompson, 
Valenti, Siette, & Priebe, 2015); improving physical and 
mental health (Giacco et al., 2012; Holwerda et al., 2012; 
Verhaeghe & Tampubolon, 2012). However, social recovery 
and rehabilitation in mental health are influenced by public 
attitudes and opportunities to form relationships (Tew et al., 
2012). Building, extending and maintaining engagement 
with social networks is dependent upon an ability to exploit 
social opportunities. Such opportunities can be limited in 
the lives of people with EMI due to psychiatric stigma, 
restricted living environments and barriers to employment 
(Forrester-Jones et al., 2012; Sheridan et al., 2015).

Successful recovery is recognised as being dependent 
upon the ability of health services and mental health prac-
titioners to support individuals within naturally occurring 
communities rather than relying on those created to deliver 
services (Davidson, O’Connell, Tondora, Lawless, & 
Evans, 2004; Slade, 2009). One approach to facilitating 
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this is the delivery of befriending programmes. There is 
evidence to support the efficacy of befriending as an inter-
vention for people with mental illness and physical health 
conditions – in terms of its impact on depression, emo-
tional distress, mental well-being, quality of life and social 
networks/functioning/support (Mead, Lester, Chew-
Graham, Gask, & Bower, 2010; Sheridan et al., 2015; 
Siette, Cassidy, & Priebe, 2017). However, the conceptual 
clarity of the construct of ‘befriending’ remains elusive. A 
systematic review of such programmes (Thompson et al., 
2015) identified a spectrum of definitions as follows: (1) 
facilitating natural friendships, (2) creating intentional 
friendships, (3) providing emotional support, (4) establish-
ing listening professional relationships and (5) developing 
goal directed relationships. The term ‘supported socialisa-
tion’ is also used interchangeably with befriending in the 
literature. For the purpose of this study, we consider them 
the same concept defined by the goal of forming an inten-
tional friendship.

Qualitative studies have explored the following: (1) the 
benefits and drawbacks of being the recipient of befriending 
(McCorkle, Dunn, Wan, & Gagne, 2009), (2) if befriending 
enhances the quality of life of the recipient (Bradshaw & 
Haddock, 1998), (3) the experience of befriending as a vol-
unteer (Hallett, Klug, Lauber, & Priebe, 2012; Jensen, Lou, 
Aagaard, & Væggemose, 2017) and (4) the helping pro-
cesses occurring in befriending relationships (Mitchell & 
Pistrang, 2011). To our knowledge, only one study has 
examined the totality of the experience of taking part in a 
programme designed to support the socialisation of people 
with mental illness using a one on one volunteer relation-
ship and/or the receipt of a stipend (Davidson et al., 2001). 
Study authors reported themes relating to finding a place in 
the world, equality, affect improvement, intimacy, pleasure, 
reciprocity, network expansion and confirmation of social 
worth. Outside of this research, little is known about the ser-
vice user experience of befriending/supported socialisation. 
Collecting data using diaries may provide novel insights not 
gained by other methods. This method enhances researcher 
and participant reflexivity, allows participants to control the 
substance and speed of data collection and how they present 
themselves, promotes an egalitarian relationship between 
researcher and participant and makes visible the ‘whole per-
son’ in the diversity of information obtained (Bartlett, 2012).

The aim of this study was to explore the experiences of 
participating in a supported socialisation programme, from 
the perspectives of service users with EMI, using written 
diary entries.

Method

Study design, setting and sampling

This article reports on the qualitative component of a ran-
domised controlled trial of supported socialisation for peo-
ple with EMI conducted within five discreet Irish mental 

health services in the Dublin Mid-Leinster region from 
November 2007 to September 2011. The quantitative find-
ings from this trial have been reported elsewhere (Sheridan 
et al., 2015). All trial participants (N = 107) were invited to 
take part in the qualitative aspect. In total, 70 out of 107 
participants (65.42%) provided qualitative data. 
Participants were aged ≥ 18 years; diagnosed with an EMI 
as denoted by International Classification of Disease 10 
(World Health Organization, 1992) criteria for schizophre-
nia, schizophrenia spectrum and delusional disorders 
(F20–29), mood (affective) disorders (F30–39), and men-
tal and behavioural disorders due to psychoactive sub-
stance use – drug induced psychosis (F10–19); determined 
to have moderate to severe impairment in social and occu-
pational functioning; and deemed to be psychiatrically sta-
ble and not presenting a safety threat to others for the 
preceding 6 months. Potential participants were excluded 
if they were unable to engage in independent travel or if 
they had a diagnosis of a personality disorder, an organic 
disorder or an intellectual disability.

Recruitment

Participants were recruited using information sessions 
delivered in centres connected to each mental health ser-
vice or by mental health practitioners approaching service 
users individually. Service users who were interested were 
invited to meet with us to discuss the study. If agreeable, 
their clinical team was asked to confirm suitability for 
inclusion and, if confirmed, participants were invited to 
sign a consent form.

Supported socialisation programme

All trial participants were randomly allocated to either a 
Volunteer Partnered Group (VPG) or a Stipend Only 
Group (SOG). The VPG was matched with a community 
volunteer partner, undertook social/leisure activities with 
them (for approximately 2 hours each week over a 9-month 
period) and received a stipend of €20 monthly to defray 
the costs of socialising. The intervention was designed to 
promote an ‘intentional friendship’ between a volunteer 
and mental health service user comparable with ordinary 
social friendships outside the mental health system. SOG 
participants received the monthly stipend for the 9 months 
to encourage engagement in self-driven socialisation. Both 
groups received an activity suggestion pack that detailed 
free or low-cost socialisation resources in their local com-
munity. It was important to recruit volunteers who were 
embedded within local communities and were representa-
tive of the age, gender and socio-economic spectrum of 
study participants. An extensive strategy of volunteer 
recruitment was implemented across a range of commu-
nity-based groups and organisations (church groups, com-
munity groups, sporting organisations). Large locally 
based employers were contacted, informed about the study 
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and permission requested to advertise for volunteers. 
Additional approaches included recruitment through com-
munity engagement and volunteering Ireland websites as 
well as the staff and student body of the university in which 
the study was based. All volunteers attended an interview, 
were police vetted and received a 1-day training session to 
prepare them for their role (training components included 
mental health literacy, stigma awareness, activity planning 
and problem solving).

Data collection

Participants completed diaries by answering questions that 
asked them to reflect on the process of engaging in sup-
ported socialisation and to describe how they experienced 
taking part in the programme. The diary included prompts 
(e.g. what worked the best/did not work, if participants had 
tried anything new, their emotional response to current 
social/leisure activities and future socialisation plans).

Data analysis

Written data were analysed by hand using Thematic 
Analysis (Braun & Clarke, 2006). Analysis was explora-
tory, inductive and essentialist – underpinned by relativism 
– with data being analysed at a semantic level. Utilising 
Thematic Analysis enabled us to systematically identify, 
interpret and describe in rich detail key elements of partici-
pants’ accounts across our dataset and to organise them 
into meaningful themes. This process involved the follow-
ing: (1) becoming acquainted with the data, (2) developing 
initial codes, (3) seeking, revising, defining and naming 
themes and (4) generating a report. Initial analysis was 
undertaken by two researchers working independently (AS 
and DOK) and subsequently refined and validated through 
team consultation. VPG and SOG participant data were 
analysed together.

Ethical issues

Ethical approval for the study was obtained from University 
College Dublin Human Research Ethics Committee and the 
ethics committees of the five service providers involved. 
All participants provided voluntary written informed con-
sent. Participants were protected from harm by ensuring all 
volunteers underwent an extensive screening process. 
Safety issues were addressed through agreed rapid access 
protocols for clinical support, use of an emergency mobile 
phone (manned 24 hours a day for the duration of the study) 
and monthly volunteer support meetings. Additional ad hoc 
support was provided as required by the research team.

Results

In total, 70 participants took part in the study: 34 were in 
the VPG and 36 in the SOG. Participant demographic 

characteristics are displayed in Table 1. The range of activ-
ities engaged in was diverse; frequency and patterns of 
socialising varied significantly.

On reviewing the dataset as a whole, the accounts of both 
trial groups were analysed together due to the extensive 
similarities in their reported experiences. A summary of the 
six discrete themes identified as characterising the experi-
ences of service users participating in the supported sociali-
sation programme are displayed in Figure 1.

Theme 1: experiencing ‘normal’ life

All participants described ‘normal’ socialising, engaging 
in practical, ordinary, everyday, even mundane activities. 
This involved meeting people, to have a chat, often with 
coffee or food, sometimes combined with another activity 
such as a walk, shopping or seeing a film. The blending of 
activities helped participants to get some respite from 
focusing on their perceived ‘difference’ from others – 
bringing ‘normalcy’ to their lives. Participants emphasised 

Table 1. Demographic characteristics of study sample.

Demographic characteristics Participants (N = 70)
M (SD, range)/n (%)

Age (years) 48.77 (10.99, 21–74)
Gender  
 Male 35 (50.00%)
 Female 35 (50.00%)
Marital status  
 Single 56 (80.00%)
 Married 2 (2.86%)
 Widowed 2 (2.86%)
 Living with partner 1 (1.42%)
 Separated 6 (8.57%)
 Divorced 3 (4.28%)
Highest level of education attained  
 No formal education 3 (4.28%)
 Primary 3 (4.28%)
 Secondary 36 (51.43%)
 Trade/technical college 15 (21.43%)
 University 13 (18.57%)
Accommodation type  
  Accommodation owned by service 

user
18 (25.71%)

  Accommodation owned by relative 
of service user

12 (17.14%)

 Rented accommodation 17 (24.29%)
 Supported accommodation 20 (28.57%)
 Homeless 3 (4.28%)
Living circumstances  
 Living alone 23 (32.86%)
 Living with spouse/partner 4 (5.71%)
 Living with family members 21 (30.00%)
  Living with unrelated person/

people
22 (31.43%)

SD: standard deviation.
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the importance of time in ordinary environments and doing 
regular things like other people:

It was nice to get out of the house for a few hours. (SOG, 
male, age 50s)

SOG participants detailed how receiving financial support 
allowed them to connect with other people in ways they 
were previously deprived of due to poverty:

I very much appreciate the money. I was able to socialise with 
cups of coffee meeting people and chatting. (SOG, male, age 
60s)

Theme 2: achieving belonging through re-
connecting with and extending social networks

VPG participants reported that having a volunteer partner 
offered belonging and buffered against the alienation and 
social exclusion that they had experienced at social events 
previously:

Asked [volunteer] to my sisters 50th birthday … was really 
nervous … she accepted, and I am delighted to be bringing a 
friend. I would always be on my own, so it will be different. 
(VPG, female, age 30s)

The extending of the participant–volunteer relationship 
into existing established networks was recognised as a 
milestone in consolidating friendships. Being invited by a 
volunteer or having a volunteer accept an invitation was 
seen by VPG participants as a meaningful achievement.

Being connected to others and having somewhere to 
belong was described by one SOG participant as follows:

To be able [to] act out my dreams about being happy every 
day. (SOG, male, age 30s)

For SOG participants, the programme allowed them to 
build up their confidence slowly by setting and achieving 
socialisation targets. For some, it inspired action to enhance 
connectedness and expand social networks:

I do not think I have changed in any way as I had no person to 
join up with. However, towards the end of the study I have 
met up with a few girls from [a club] and feel I may be able to 
meet with them. (SOG, female, age 40s)

Theme 3: enhancing capacity to socialise and 
identifying as a social being

VPG participants identified programme activities as things 
they could also do with other friends or family members, 
suggesting the increased capacity to socialise attained 
from the programme was a transferable skill that could be 
exercised after the study had completed:

I could bring the children to some of those places … I know 
Dublin very well now. (VPG, female, age 40s)

Demonstrating the capability to socialise for both 
groups buffered against societal beliefs participants 
perceived relating to their absence of social value, 
unlikely recovery and inability to manage the responsi-
bility of balanced friendship. For all participants, the 
experience brought into focus the importance of identi-
fying as a social being and having social events to look 
forward to. Reciprocity in matched relationships was 
crucial:

Figure 1. Six discrete themes characterising the experiences of service users.
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When you realise what suits you, you tend to want to do these 
things all the time. You can ask people to fall in with your 
plans, but sometimes you also have to put yourself out. (VPG, 
female, age 30s)

Participating, for both groups, built confidence in socialis-
ing, which ultimately resulted in people feeling more com-
fortable in social situations (e.g. speaking to people in 
cafes, shops and on public transport):

I learned to interact and communicate with people. It made 
me feel more confident when socialising. (SOG, female, age 
40s)

Theme 4: engaging with culture

Often the overarching intention of the activities engaged in 
was to attend a cultural event. Participants reported attend-
ing live music, theatre, museums, galleries, sporting events, 
as well as comedy and dance performances. Engaging with 
creative acts of value inspired and enhanced the mood of 
participants:

We visited National Gallery. I really enjoyed it. We discussed 
JB Yeats and his paintings. We looked at the impressionists 
Van Gogh, Bonnard … It was informative and very uplifting. 
(VPG, female, 30s)

Many cultural activities were in the local community, for 
SOG participants the programme increased their knowl-
edge of the cultural events available to them:

More awareness of what is going on in the city. (SOG, male, 
age 50s)

Prior to study involvement, some people had never utilised 
these cultural resources. For others, the programme pre-
sented a chance to re-connect with enriching activities they 
had previously engaged in.

Theme 5: having support to improve physical 
health

Participants took part in physical exercise-based activities 
to promote their physical health (e.g. challenging walks, 
swimming, aqua aerobics, boxing, Pilates and gym attend-
ance). Several participants described how they had lived a 
largely sedentary life prior to the programme. Some SOG 
participants were supported to take up new sports them-
selves using their stipend to fund gym membership or 
club fees. For VPG participants, having somebody to be 
physically active with was viewed as an important ele-
ment in motivating participation and enhancing enjoy-
ment. A number of participants were able to push 
themselves physically simply because they had volunteer 
support:

Being out in the fresh air, the walk which was hard and the 
chat. (VPG, male, age 40s)

Theme 6: perceiving socialising as challenging

Most participants recognised that socialising was not easy, 
that it took considerable energy to make the effort to plan, 
to get organised and actually get out. Participants felt 
somewhat stressed by the effort required but equally felt 
that the benefits outweighed the drawbacks:

I enjoyed it … it gets me out to do social activities I probably 
would not have done without the project. Sometimes I don’t 
want to go out but enjoy it when I do … it’s now part of my 
routine. (VPG, male, age 50s)

For certain participants, it was also a challenge to find time 
to socialise, with work and family commitments. Many 
VPG participants commented that meeting their volunteer 
partner weekly was demanding, and it was often difficult 
to choose a time to meet that suited both people. There 
were also safety and security concerns. Some participants 
in both groups did not feel safe going out on dark eve-
nings; they were uncomfortable and uneasy travelling on 
public transport. VPG participants reported that being dis-
tracted by and engaged in activities alleviated the under-
standable uncertainty and apprehension of getting to know 
a stranger:

I was a bit anxious that we wouldn’t have much to say to 
each other … we might run out of conversation … seeing 
the film was a great way to get over that. (VPG, female, age 
40s)

Differences between VPG and SOG experiences

Although substantial agreement was found between the 
accounts of both groups, there were a number of key differ-
ences between them. SOG participants largely cemented pre-
viously existing social networks; VPG participants mostly 
developed new ones. Consequently, the SOG appeared to 
make fewer gains in terms of social inclusion/capital. Diary 
entries reflected that many SOG participants were initially 
disappointed they were not matched with a volunteer:

I would have liked to have seen what my life would be like 
with a volunteer partner. (SOG, male, age 60s)

However, SOG participants were more consistent in 
engaging in socialisation activities and found it easy to 
make a commitment to themselves to socialise. This may 
have been due to the absence of exposure to the stress that 
accompanies the responsibilities of a new relationship:

Did not meet. I was glad. I wanted a bit of time to sit and relax 
and do nothing. (VPG, female, age 30s)
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They could also control the pace to which they engaged 
socially with the world. While more stressful, the VPG 
generally had a more satisfying and rewarding participa-
tion experience.

Discussion

This study provides novel insights into how service users 
with EMI experience supported socialisation. Similar to 
Davidson et al.’s (2001) study, we identified a profound 
desire for, and eager response to, opportunities for friend-
ship among our sample. A key finding was that all partici-
pants were willing and more than capable of engaging in 
social activities irrespective of whether or not they had a 
volunteer partner to assist them to do so. For the VPG, 
tangible benefits were as follows: (1) having something to 
look forward to, (2) feeling challenged and succeeding, (3) 
experiencing life outside of the home and (4) relating to 
others during activities. Simply having the financial means 
and motivation to connect with other people enabled SOG 
participants to set goals, develop relationships and engage 
with their communities. The programme appeared to open 
doors for participants into a social world previously inac-
cessible to them. Both the financial support and volunteer 
partners acted as stepping stones to enjoyment, connected-
ness and the perception that one is equal to others in soci-
ety. There was evidence that achieving a degree of 
confidence and feeling comfortable in varied social situa-
tions, as a consequence of participation, translated to other 
social contexts. Taking part in the programme assisted 
people to engage with their community, plan future activi-
ties and develop social aspirations beyond the study period.

‘Normalising’ life, connecting to culture, experiencing 
belonging, promoting physical health, identifying as a 
social entity and navigating difficulties characterised the 
experiences of participants across both groups. 
‘Normalising’ one’s experiences in life is a central compo-
nent of service user defined recovery meaning in EMI 
(Estroff, Lachicotte, Illingworth, & Johnston, 1991; 
Jenkins & Carpenter-Song, 2005; Judge, Estroff, Perkins, 
& Penn, 2008). This involves service users engaging in 
strategies that situate mental illness experiences in relation 
to an integrated self-concept and how they engage with the 
social realm. Supported socialisation appears particularly 
effective in facilitating this process. The ordinariness of 
ordinary things helped participants feel a part of society, 
included and involved. Having somebody to do things 
with, to discuss an activity with as it was being engaged in, 
and to reflect on afterwards made participants feel equiva-
lent (in terms of worth), with people without EMI. Service 
users acknowledging that mental illness exists on a con-
tinuum can also support this process of ‘normalising’ 
(Wiesjahn, Brabban, Jung, Gebauer, & Lincoln, 2014).

Social inclusion involves active citizenship and a sub-
jective sense of belonging. This comes from being part of 
a supportive community, perceiving social networks as 

supportive and non-restrictive, and having opportunities to 
meaningfully connect with others in one’s environment 
(Mandiberg & Warner, 2013; Prince & Gerber, 2005; Tew 
et al., 2012). It is unsurprising then that service users inter-
preted participation in the programme as enhancing 
belonging and connectedness: both of which are funda-
mental to service user conceptualised recovery in mental 
illness and meaning in life (Davidson et al., 2005; Delle 
Fave, Soosai-Nathan, 2014; Leamy, Bird, Le Boutillier, 
Williams, & Slade, 2011; Richer & Ezer, 2000).

A key marker of success in psychosocial interventions is 
whether or not their impact is still felt after they are no 
longer being delivered: whether or not the skills and com-
petencies developed are transferable to other contexts, situ-
ations and environments. It was vital that service users did 
not become dependent on their stipend or volunteer partner 
as their sole route to socialisation. Data presented demon-
strate that the project was used as a way of trialling activi-
ties and integrating experiences into participants’ identities 
and established relationships, to develop and expand their 
social networks. Realising, after years of living in relative 
isolation, that one likes socialising can be a shock to the 
system. However, this awareness can also offer hope for 
change and the potential for new experiences.

Culture has been conceptualised as an agent of social 
inclusion; it has the capacity to narrow social inequalities 
and enhance social cohesion (Sandell, 1998). Furthermore, 
an emerging evidence base has confirmed the efficacy of 
expressive arts interventions in promoting recovery in 
mental health (Leckey, 2011). Exposure to works of art, 
aesthetically moving performances, displays of athletic 
prowess or exquisite melodies can be profound experi-
ences. The poverty and social exclusion associated with 
EMI can often make cultural events entirely inaccessible. 
Our results correspond with research demonstrating the 
impact of redressing these barriers by proving funds for 
socialisation (Topor & Ljungqvist, 2017). We found that 
both groups were able to utilise the programme to enrich 
their lives with culture. The consolidated impact we identi-
fied of witnessing culture and sharing the experience with 
a volunteer may be explained by Durkheim’s (1912) con-
cept of ‘Collective Effervescence’. Coming together, 
engaging in the same action and sharing the same thoughts 
increases exhilaration, enhances meaning and unifies rela-
tionships and communities.

The physical health needs of people with mental illness 
can often be neglected in mental health services (Howard 
& Gamble, 2011). There continues to be a significant mor-
tality gap for people with mental illness in high-income 
countries (Erlangsen et al., 2017). People with EMI are at 
increased risk of physical health problems due to lifestyle 
choices often limited by poverty and psychiatric symp-
toms. Sedentary lifestyles are common (Richardson et al., 
2005). High rates of drug, alcohol and cigarette use have 
also been reported (Meyer & Stahl, 2009), and psychiatric 
medication side effects can further deteriorate physical 
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health. It is understandable that our data underscore the 
value of financial support and company in the lives of peo-
ple with EMI as they embark on efforts to improve their 
physical health through physical activity. Many sports 
necessitate team work and social skills to engage in them 
and some can actively exclude people by requiring club 
membership. Having a volunteer partner to try something 
new and share interests with seems particularly valuable in 
overcoming these barriers.

Implications for policy and clinical practice

Findings highlight the importance of ordinary social/lei-
sure activities in the recovery process. While social needs 
are recognised by mental health practitioners, the tendency 
has been to address these solely within the context of the 
formal mental health system. The continued reliance on 
service led rather than naturalistic settings to address these 
needs is likely to result in poorer outcomes. Fewer people 
may opt to utilise these services, and even for those who 
do, it can be difficult to generalise and transfer these skills 
to less structured and natural community environments 
(Davidson et al., 2004; Sheridan et al., 2015). Individuals 
participating in service-based programmes and living in 
sheltered accommodation continue to remain apart from 
their community, feel lonely and are isolated (Tedstone-
Doherty, Walsh, & Moran, 2007). Rather than immersion 
in the worlds created and managed by mental health ser-
vices, community integration needs to be directed towards 
co-designing activities with people with experience of 
mental illness. This will facilitate service users to move 
towards independence, illness management and valued 
adult roles in their chosen community setting. Traditional 
approaches have involved social skills training or services 
supporting people with mental illness to socialise together. 
Our data suggest the importance of offering general com-
munity socialisation opportunities and allowing people to 
emerge as social beings at their own pace. While peer sup-
port has a role in recovery in mental health, people also 
need to foster relationships outside of services. Our find-
ings point to the benefits of individualising socialisation 
supports to promote social inclusion. For some people, the 
biggest obstacle to socialising is financial; for others, it is 
the absence of someone to bridge the gap between their 
restricted social plexus and the wider community.

Strengths, limitations and future research

The strengths of this study include the benefits of using dia-
ries as a form of data collection and the large volume and 
relative completeness of data provided by participants (diary 
return was largely consistent over the 9 months). We did not 
aim for our sample to be representative of all trial partici-
pants. However, the diversity of service user perspectives 
included ensured that rich and heterogeneous data were cap-
tured. Study credibility and dependability were enhanced 

through reflexivity, independent cross-checking of coding, 
and lengthy and painstaking analysis engagement. We pro-
actively sought evidence that contradicted the themes we 
developed and considered alternative explanations of our 
dataset. We reflected on how our own assumptions, profes-
sional backgrounds, clinical, research and personal experi-
ences influenced data analysis.

Findings should be considered in the context of a num-
ber of limitations. In total, 70 out of 107 trial participants 
took part. It is possible that the individuals did not have a 
substantively different experience of the programme. We 
offered all trial participants an equal opportunity to convey 
their perspectives. Therefore, we did not utilise the con-
cepts of ‘data saturation’ (O’Reilly & Parker, 2012) or 
‘information power’ (Malterud, Siersma, & Guassora, 
2016) in our sampling – this limits transferability. Future 
standalone qualitative evaluations of supported socialisa-
tion programmes could use them. We completed no assess-
ment of participants’ general literacy levels; thus, we may 
have inadvertently excluded people who were unable to 
read or write. Some participants were more reliable than 
others in providing diary data. This may have led to infor-
mation bias. A key consideration in the use of diaries with 
people experiencing EMI is that their level of motivation is 
likely to be impacted by both psychiatric symptoms and 
their treatment. To overcome these challenges, other meth-
ods of data collection (e.g. photo diaries, audio diaries and 
the use of digital technologies – such as video diaries using 
smart phones) could be considered in future studies. Future 
qualitative research could also determine if supported 
socialisation or other contemporary interventions targeting 
loneliness (e.g. Lloyd-Evans et al., 2017) are more accept-
able, meaningful and useful to service users.

Conclusion

One approach to addressing social support needs in mental 
health is the use of befriending programmes that reside 
outside of the formal care system and have the develop-
ment of ‘intentional friendship’ as their primary aim. Our 
findings indicate the following: (1) such programmes can 
increase people’s confidence, social competence and self-
agency, (2) buffer against psychiatric stigma, (3) build 
social capital and (4) afford opportunities to enhance social 
integration, inclusion and belonging.
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