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ARTICLE INFO ABSTRACT

Keywords: Background and objectives: Many people with a psychotic disorder are coping with severe psychosocial limitations
Loneliness related to their illness. The current randomized controlled trial (RCT) investigates the effects of an eating club
xent.al health recovery intervention (HospitalitY (HY)) aimed to improve personal and societal recovery.

ursing

Methods: In 15 biweekly sessions participants received individual home-based skill training and guided peer
support sessions in groups of three participants from a trained nurse. A multi-center RCT was conducted
(intended sample size: n = 84; n = 7 per block) in patients with a diagnosis of schizophrenia spectrum receiving
community treatment. HospitalitY was compared to a Waiting List Control (WLC) condition at three time points
(baseline, end-of-treatment (8 months) and follow-up (12 months)) using personal recovery as primary outcome
and loneliness, social support, self-stigma, self-esteem, social skills, (social) functioning, independency compe-
tence, and psychopathology as secondary outcomes. Outcomes were evaluated with a mixed modeling statistical
procedure.

Results: The HY-intervention had no significant effects on personal recovery or secondary outcomes. More
attendance was associated with higher scores on social functioning.

Limitations: With N = 43 participants included, power was insufficient. Seven HY-groups were started, from
which three discontinued before the sixth meeting, one HY group stopped due the start of the COVID-19
pandemic.

Conclusions: Despite a promising pilot study on feasibility, the current RCT did not show any effects of the HY
intervention. A mixed qualitative-quantitative research methods might be more appropriate for researching the
HospitalitY-intervention to investigate what social and cognitive processes are at play in this peer guided social
intervention.

Randomized controlled trial
Schizophrenia/rehabilitation
Social support

1. Introduction

A large proportion of people with a psychotic disorder has to cope
long-term with their symptoms. Despite high rates of symptomatic re-
covery (i.e. 50%) (Revier et al., 2015), patients experience severe psy-
chosocial impairments related to their illness, which causes limitations
in their everyday activities (Barrios et al., 2018; Rocca et al., 2014; Yang
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et al., 2021). The onset of illness during adolescence, the symptoms of
schizophrenia and its generally chronic character all contribute to a loss
of social skills and life skills (Jaaskelainen et al., 2013). Living with a
psychotic disorder might therefore lead to experiences of loneliness
(Michalska da Rocha et al., 2018), low social support (Vazquez Morejon
et al., 2018), self-stigma (Boyd, Adler, et al., 2014) and low self-esteem
(Sorgaard et al., 2002). Many people with a psychotic disorder feel
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socially and emotionally isolated, and have a limited social network
with few close persons with whom they can share their experiences
(Castelein et al., 2008; Pjescic et al., 2014). Interventions that address
these issues are therefore highly needed.

Early studies in psychotic disorders focused primarily on clinical
recovery (i.e. reducing positive and negative symptoms), or societal
recovery (i.e. regaining roles in society). However, more recent per-
spectives on recovery also emphasize the importance of personal re-
covery (Best et al., 2020; Davidson, 2016; Van Eck et al., 2017) or
focusing on all three domains and their interaction (Castelein et al.,
2021). Personal recovery outcomes are identified in the CHIME frame-
work as Connectedness, Hope, Identity, Meaning and Empowerment
(Leamy et al., 2011), and can be integrated in mental healthcare in-
terventions that improve functioning (Leendertse et al., 2021). Inte-
grated interventions on aspects of personal and societal and recovery
might lead to better outcomes (Leendertse et al., 2021; Roder et al.,
2011), and should thus be researched.

Peer-to-peer contact is an important element in the process of
fostering personal recovery (Almerie et al., 2015; Lloyd-Evans et al.,
2014; White et al., 2020). Peer groups act as a safe place where social
support is provided, self-stigma is challenged and positive identity
forming is promoted. Peer support interventions for personal recovery
have been researched in previous studies, but results are inconclusive
(Castelein et al., 2015; Lloyd-Evans et al., 2014; White et al., 2020). A
review on various peer support interventions in people with severe
mental illness found no effects on self-rated recovery (Lloyd-Evans et al.,
2014), whereas a recent meta-analysis about one-to-one peer support
did show a modest effect on self-rated recovery (White et al., 2020).
More research on peer support is needed to establish its effects on per-
sonal recovery.

It has been shown that clinic based (social) skill training tends not to
generalize to real life situations (Kopelowicz et al., 2006). Interventions
for skill training on the spot (e.g., at home or at work) might be more
effective, because skills are learned in the same context as they are
needed (Glynn et al., 2002; Horan et al., 2018; Kopelowicz et al., 2006;
Liberman et al., 2002). Previous research on home-based skill training
showed mixed results on societal recovery. One study found that
clinic-based skill training had significantly less effect on social func-
tioning in psychosis than training on the spot (Glynn et al., 2002), while
a recent RCT found no effect of community-based skill training on
functioning in people with a psychotic disorder (Horan et al., 2018).

In this study we evaluate a novel intervention for people with a
schizophrenia spectrum disorder. The HospitalitY (HY) intervention
combines peer support and skill training in the home environment of
participants. In essence, the HY intervention is an eating club with
support from a trained nurse. HY has been developed based on previous
experiences with nurse guided peer support groups (GPSG) for people
with psychotic disorders (Castelein et al., 2008; Castelein et al., 2015).
In the former publications, the GPSG method was applied on peer groups
in a clinical setting (Castelein et al., 2008). In the current study a vari-
ation of the GPSG method was developed for a home-based setting with
three participants per group. Furthermore, a peer support group facili-
tates the opportunity to work on social skills in a safe environment.

The HY-intervention is expected to address the issue of loneliness
among individuals with psychotic disorders, thus contributing to per-
sonal recovery (Leamy et al., 2011). Social skills have been shown to
develop when appealed to during interactions (i.e. peer-to-peer contact)
(Almerie et al., 2015; Kopelowicz et al.,, 2006). Through the
nurse-guided peer support groups, participants are able to engage in
peer-to-peer contact, which can help to challenge self-stigma, promote
positive identity forming, and provide social contact (Lloyd-Evans et al.,
2014). The home-based intervention is also expected to help partici-
pants develop and practice functional skills, that will generalize more
easily to real-life situations than a clinical setting, such as organizing a
dinner for their important others. As a result, we expect the
HY-intervention to improve personal recovery individuals with
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psychotic disorders, by reducing loneliness and improving social func-
tioning, among others.

Our pilot study showed that the HY project was a feasible interven-
tion for people with a psychotic disorder (Vogel et al., 2019). In this
study we investigate whether the HY-intervention increases personal
recovery in a multicenter randomized controlled trial.

2. Materials and methods
2.1. Participants

Participants and nurses were recruited from Flexible Assertive
Community Teams (F-ACT) of six mental healthcare organizations in the
Netherlands. Patients (aged 18-65) diagnosed with a schizophrenia
spectrum disorder (DSM IV or 5: 295. xx, 297.1, 298.8, 298.9) (Amer-
ican Psychiatric Association, 2000, 2013) were eligible to take part in
the trial. Exclusion criteria were: substance dependence (not substance
use) that prohibits participation in peer groups; frequent participation in
dinners at home with peers and with personal contribution (i.e., cook-
ing) prior to the start of the trial; insufficient understanding of the Dutch
language or objection of the patients’ clinician (for example due to a
(current) psychotic episode). All participants provided written informed
consent. The recruitment started in February 2017 and the data collec-
tion ended in October 2020.

2.2. Trial design

A multi-center randomized controlled trial was conducted with two
conditions: the HospitalitY-intervention (HY) and a Waiting List Control
(WLC) condition (See for study protocol: www.isrctn.com/ISRCT
N14282228. The study did not require ethical approval on decision of
the ethical board of the University Medical Centre Groningen (UMCG)
(reference METc 2014.479). Participants were randomized to one of the
two treatment conditions by a list of randomly generated numbers from
an online randomizer (Urbaniak & Plous, 2013). The research team was
blinded for the randomization process and the allocation of treatment.
The computerized randomization procedure was conducted by a person
not affiliated with the research team and concealed until the data
collection was finished. Block randomization (Lim & In, 2019) based on
area code was applied, because traveling for a long distance was difficult
for (some) participants. To safeguard a minimum of three participants
per HY group, an unbalanced block randomization was used with a 3:4
ratio (HY:WLC) per block. If a participant would drop out of the HY
condition, a replacement from the randomly generated list in the WLC
condition would be included in the respective HY group. Participants
were randomized at once (i.e., not sequential), which also included a
predefined order of replacement from the WLC to the HY group in case of
drop-out. Replacements were analyzed as part of the HY condition in the
statistical analysis.

A power analyses with G-power (Faul et al., 2009) based on the
Recovery Assessment Scale (RAS) (Corrigan et al., 2004) as primary
outcome resulted in a sample of 84 participants, including an attrition
rate of 15%.

2.3. Intervention

The eight-month HY-intervention involved 15 biweekly sessions.
Prior to the start of the HY-intervention, an individual assessment was
planned by the nurse to explore goals (Gard et al., 2014) with a focus on
daily living skills or social skills (e.g., cooking, planning, cleaning,
self-care, budgeting). Furthermore, a group introduction meeting was
organized to explore topics for peer support and to discuss the group
rules, such as finances and dietary restrictions.

Next, participants organized a dinner in turns at their home with
support from a nurse. Individual home-based skill training was provided
concurrently with organizing a dinner. Per session 30-120 min were
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planned with the participant in charge of preparing the dinner for that
evening, either face-to-face or by telephone contact, depending on the
needs of the participant. During dinners the nurse offered support ac-
cording to the Guided Peer Support Groups (GPSG) methodology (Cas-
telein et al., 2008). Nurses received a one-day training, provided by a
GPSG expert and the first author and six individual supervision meetings
of 1h with a trained psychologist throughout the course of the inter-
vention to increase treatment fidelity (see section 2.5 ‘process evalua-
tion’ for more details). An elaborate description of the intervention was
previously published (Vogel et al., 2019). Participants in the WLC con-
dition received their regular care consisting of pharmacological and
psychological treatments, psycho-education, family support and voca-
tional and rehabilitation interventions.

2.4. Outcomes

Personal recovery was measured as the primary outcome. Further-
more, secondary outcomes related to the personal recovery dimensions
connectedness and identity of the CHIME framework (Leamy et al., 2011)
and to societal recovery and clinical recovery were measured.

2.4.1. Primary outcome

Personal recovery was measured with the Recovery Assessment Scale
(RAS) (Corrigan et al., 2004) consisting of 24 items. Scores range from 1
(strongly disagree) to 5 (strongly agree) where higher scores indicated
more personal recovery. Mean item scores were calculated (Shanks
et al., 2013). The RAS was translated in Dutch using forward-backward
translation and this translation was previously used in other studies
(Vogel et al., 2019, 2020).

2.4.2. Secondary outcomes
Connectedness (CHIME, Leamy et al., 2011).

- Loneliness was measured with the De Jong Gierveld Loneliness Scale
(DJGLS) (De Jong Gierveld & Kamphuis, 1985). Sum scores were
calculated with a range from O to 11. Higher scores indicate more
loneliness. A previously established cut-off score of 3 was used to
determine the presence of loneliness (De Jong-Gierveld & Van Til-
burg, 1999).

Social support was measured with the Functional and Social Support
Questionnaire (FSSQ) (Mas-Exposito et al., 2013), with a mean item
range from 1 to 5, were higher scores mean more satisfaction with
social support.

Identity (CHIME, Leamy et al., 2011).

Self-esteem was measured with the Self Esteem Rating Scale — Short
Form (SERS-SF) (Lecomte et al., 2006). The SERS- SF contains a
positive and negative subscale with a range from 10 to 70 per sub-
scale. Higher scores mean respectively more positive or negative
self-esteem.

Self-stigma was measured with the brief version of the Internalized
Stigma of Mental Illness (ISMI) (Boyd, Adler Otilingam & Peters,
2014) with a mean item range from 1 to 4 where higher scores
represent more self-stigma.

2.4.3. Societal recovery

- Social skills were measured with the Communication Skills Ques-
tionnaire (CSQ) (Takahashi et al., 2006). All scores were recoded
from O to 2 for interpretation reasons. Mean scores were calculated
(range of 0-2) where higher scores mean higher communication
skills. The CSQ was translated in Dutch for the purpose of this study
using forward-backward translation with a native English speaker.
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- Social functioning was measured with the Personal and Social Per-
formance scale (PSP) (Morosini et al., 2000), with a range from 1 to
100, where higher scores mean better performance.

- Functioning was measured with the WHO Assessment of Disability
(WHODAS) (Ustiin et al., 2010), with a range from 0 to 100 where
higher scores mean a higher self-reported disability.

- Independency competence was measured with the Social Func-
tioning Scale, independency competence subscale (SFS) (Birchwood
et al., 1990). This subscale ranges from 0 to 39 where higher scores
mean more independency.

2.4.4. Clinical recovery

- Psychopathology was measured with the Community Assessment of
Psychic Experiences (CAPE) (Konings et al., 2006). Frequency scores
of the positive subscale (range 14-56) and the negative subscale
(20-80) were analyzed. Higher scores mean a higher frequency of
symptoms.

The following demographic and illness characteristics were collected
at baseline: gender, age, living situation, education, employment, the
Global Assessment of Functioning (GAF) and a medical chart diagnosis
according to DSM-IV or 5 (American Psychiatric Association, 2000,
2013).

All questionnaires show acceptable scores on reliability and validity
measures. Measures were computer assisted administered by a research
assistant. Measures were administered prior to the intervention (base-
line), after the intervention (at 8 months) and at follow-up (at 12
months). All questionnaires were self-report measures, except for the
PSP, which is an interview-based measure. The PSP interviews were
conducted by two trained research assistants.

2.5. Process evaluation

2.5.1. Guiding nurses

Treatment fidelity of the nurses who guided the intervention was
evaluated with two self-developed Likert scale questionnaires (range
1-5, score >3 means sufficient fidelity) on individual skill training and
group guidance (see supplementary file A). The questionnaires were
completed by the guiding nurses after each session and the duration of
each session was registered.

2.5.2. Participants

Participants were asked to rate the efficacy of the peer support ses-
sions (13 items, range: 1-3) to evaluate their perceived helpfulness on
experiencing recognition, receiving support and opportunities to share
experiences among others. Furthermore, participants completed a
comparable questionnaire on the skill training (14 items, range 1-5) on
which they rated to what extent they believed the eating club helped
them with independent selfcare, cooking and confidence in inviting
people at home among others. See supplementary file B.

2.6. Statistical methods

Baseline measures in the HY and WLC conditions were compared
with Mann Whitney U and Pearson’s Chi-square tests. The primary and
secondary outcomes were evaluated with intention to treat (ITT) with
linear mixed models analysis at end of treatment and at 12-months
follow-up. All participants who received the HY treatment, including
replacements from the WLC condition, were analyzed in the HY-
condition. The linear mixed models were based on model 2c of Twisk
et al. (2018), with participants included as level 1 predictor and with
time and time*treatment allocation as level 2 predictors. Random effects
were included for the intercept which allowed variance in intercepts per
participant. Furthermore, a dichotomous variable was created to
distinguish high attenders from low attenders with >9 sessions as cut-off
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score (i.e. >50% of the meetings) for a sensitivity analysis to correct for
the effect of treatment engagement. All statistical analyses were con-
ducted with the Statistical Package of the Social Sciences (SPSS), version
26 (IBM Corp, 2013).

3. Results

The study included 43 participants (Fig. 1), with 20 participants
allocated to the HY group and 23 allocated to WLC. Loneliness was
present in 72% of the total sample and 65.9% of the sample had GAF
scores <60. During the trial seven participants moved from the WLC
group to replace a drop-out from the HY group, resulting in 27 partici-
pants allocated to HY and 16 to WLC. Six out of seven of the replaced
participants entered the HY group before the second dinner and one at
the ninth dinner. No differences between the two conditions were found
on baseline and clinical characteristics indicating comparable groups
(Table 1). Within the HY treatment condition 10 out of 27 participants
attended >9 meetings. Three out of seven HY groups discontinued in an
early stage (i.e., <6 meetings) due to drop-out of the majority of its
members. Individual participants reported the following reasons for
discontinuation: not feeling comfortable with other group members,
worsening of psychiatric symptoms or difficulties with traveling to other
peer group members in rural areas. One HY group stopped after 11
meetings due to the start of the COVID-19 pandemic.

3.1. Treatment outcomes

The linear mixed effect model showed no significant differences
between the HY and WLC group at T8, neither on the primary nor the
secondary outcomes. At T12, the HY group scored slightly lower on the
RAS compared to the WLC group (p < 0.05). Including high attenders (N
=10) as a co-variable in a sensitivity analyses did not change the results.
Table 2 shows the results of the linear mixed models at T8 and T12.
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3.2. Process evaluation

Average duration was 91 min (SD = 38) for the group sessions. For
the individual skill training an average of 75 min (SD = 62) on face-to-
face and 9 min (SD = 6) on telephone contact was spent.

Average adherence scores (maximum score was 5.0 per item) of the
guiding nurses were 3.12 (SD = 0.28) on the peer support group sessions
and 3.03 (SD = 0.30) on individual skill training, indicating a moderate
treatment adherence (see S1).

The peer support sessions were rated by 12 participants (maximum
score was 3.0 per item). Participants scored high on experiencing con-
tact with others with similar difficulties in life (mean = 2.62, SD = 0.65);
having the possibility of sharing their own story (mean = 2.54, SD =
0.66); finding clarity for their situation through stories of others (mean
= 2.46, SD = 0.66); and receiving acknowledgement for their problems
(mean = 2.46, SD = 0.78).

Home-based skill training was evaluated by 13 participants. Partic-
ipants scored moderately high (maximum score was 5.0 per item) on
feeling more confidence in inviting people at home (mean = 3.42, SD =
1.08), having more pleasure in cooking (mean = 3.33, SD = 0.88) and
doing more activities with other people (mean = 3.17, SD = 0.84). See
supplementary file B for the full overview.

3.3. Post-hoc analysis

PSP scores at baseline were positively correlated to treatment
adherence (i.e., >9 meetings): higher PSP scores coincided with better
treatment adherence (r= 0.437, p = 0.026).

4. Discussion

The HY intervention, an eating club for people with a psychotic
disorder, is a novel approach to foster personal and societal recovery. To
the best of our knowledge, no previous studies have evaluated the effects

Fig. 1. Flow chart of the HY RCT.



J.S. Vogel et al.

-RXUQDO RI %HKDYLRU 7KHUDS\DQG ([SHULPHQWDO 3

Table 1
Baseline and clinical characteristics of the study population.
HY group n = 27 WLC Pearson’s X> (df)/ p-value
n=16 Mann Whitney U test
Male, N (%) 19 (70.4) 16 (68.8) X2 (1) = 0.013 0.91
Age, Median (IQR) 42.0 (18.0) 42.5 (6.6) U =166,z = —1.258 0.21
Living situation, N (%)
Independent alone 16 (59.3) 13 (81.3) X2 (4) = 2.593 0.63
Independent with partner 2(7.4) 1(6.3)
With family or others 2(7.4) 0 (0.0)
Sheltered living 4 (14.8) 1(6.3)
Long-term mental healthcare 13.7) 1(6.3)
Unknown 2(7.4)
Education (ISCED), N (%)
Primary education (level 1) 13.7) 4 (25.0) X2 (2) = 4.435 0.11
Secondary education (level 2-4) 15 (55.6) 7 (43.8)
Tertiary education (level 5-9) 11 (40.7) 5(31.3)
Paid employment, N (%) 3(11.1) 1(6.3) X2 (1) = 0.281 0.60
Lonely (DJG Loneliness scale), N (%) 21 (77.8) 10 (62.5) X% (1) =1.116 0.28
GAF score, Median (IQR) 50 (13) 56.5 (12) U= 153,z = —1.283 0.20
Diagnosis, N (%)
Schizophrenia 19 (70.4) 8 (50.0) b (4) = 1.569 0.81
Schizophreniform disorder 0(0.0) 1(6.3)
Schizoaffective disorder 5(18.5) 5(31.3)
Brief psychotic disorder 13.7) 2 (12.5)
Other psychotic disorder 2(7.4) 0 (0.0)

IQR= Inter Quartile Range; ISCED = the International Standard Classification of Education (ISCED); DJG Loneliness scale = De Jong Gierveld Loneliness scale; GAF =

Global Assessment of Functioning.

of eating clubs in an RCT. The intervention did not lead to significant
changes on the primary and secondary outcome measures. Due to the
small sample size of 43 participants, the study was underpowered.
However, the results on the outcome measures showed such small
changes, that even sufficient statistical power may not have resulted in
statistically significant effects. The small significant effect on the RAS at
T12 was considered a random finding due to an opposite fluctuation
pattern between end and follow-up measurement. Participants in our
study rated identification with others and receiving acknowledgement
as key elements within the peer support sessions. These elements were
also identified in other studies on peer support (Castelein et al., 2015).
Based on the current study no encouraging recommendations can be
made in favor of the HY intervention for people with a psychotic
disorder.

Another recent RCT studied a combination of peer support combined
with individual home-based skill training in people with schizophrenia
and found no statistically significant effects on measures of personal
recovery or societal recovery (e.g., functioning and community
engagement) compared to treatment as usual (TAU) either (Kidd et al.,
2021). This is in line with our own findings. However, a recent
meta-analysis did find small to moderate effects of peer support in-
terventions on empowerment (Burke et al., 2019). The majority of these
studies used the Rogers’ Empowerment Scale (RES; Rogers et al., 1997).

At baseline, a high proportion of our study sample was lonely (De
Jong-Gierveld & Van Tilburg, 1999), indicating a need for social contact
which was addressed with the HY-intervention. Furthermore, our sam-
ple was representative for a broader population of people with psychotic
disorders, with similar personal and clinical characteristics and RAS
scores of other large studies in the same region (Castelein et al., 2021;
Bartels-Velthuis et al., 2018; Van der Krieke et al., 2019). The
HY-intervention was evaluated with an RCT. The rigor of this method
can provide high quality evidence to inform healthcare policy makers.
However, compared to the feasibility study (Vogel et al., 2019), imple-
mentation of this RCT was more challenging with less study engage-
ment, as indicated by not reaching the required sample size and the high
dropout rate. This is a major limitation to this study and we will elab-
orate on the low recruitment rate, to which several aspects may have
contributed.

Firstly, our block randomization protocol meant that patients

sometimes had to wait up to three months before a block was completed
and were no longer interested by then (some blocks were closed before
reaching seven participants to avoid drop-out of the first recruited
participants due to the long waiting time). Secondly, some eligible
participants were not willing to be randomized or had a desire to seek
social network improvements outside mental healthcare structures
(especially the first episode population). A qualitative review on 35
studies regarding healthcare interventions confirms that the willingness
to be randomized is often a barrier for inclusion (Elliott et al., 2017).
Although randomization is standard practice in good clinical research, it
might not be the best approach in this type of social interventions.

Secondly, participants and nurses reported that group members did
not always form a bond, as a result of differences in interests and per-
sonal characteristics (e.g., age and gender). In contrast with the current
RCT, nurses in the feasibility study were asked to select participants for
the HY-intervention at their own discretion, possibly resulting in a better
connectedness between participants.

Thirdly, the participants reported other barriers, such as longer
traveling distance, symptom exacerbations, and difficulties in
complying with the research protocol that required filling in many
questionnaires.

Fourthly, the small group sizes of exactly three participants per
group was a fragile balance between achieving a sufficient group-feeling
for the peer support, while still being able to practically organize a group
dinner. The small group size may have increased levels of social distress,
as individual group members might have experienced a higher appeal to
offer social contributions. On the other hand, participants and nurses
mentioned that preparing dinner for others at home was a stressful
challenge, but the HY feasibility study (Vogel et al., 2019) showed that
preparing a dinner for three peers and the nurse was still feasible for
participants. Limited living space was another reason for a maximum
group size of three. Dropout of a participant needed immediate
replacement, since two participants no longer form a group and these
changes in group members may have contributed to lower group
cohesion.

This study had an unconventional randomization procedure with an
option to replace participants from the WLC to the HY group.
Randomization procedures were used as optimal as possible, tailored to
the conditions of the current research project. The seven participants per
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block were randomized at once to prevent selection bias (i.e., not
sequential). Participants that were reallocated received only part of the
treatment. However, the majority of the reallocated participants
(85,7%) entered the HY-intervention before the second meeting.
Therefore, the impact of reallocation on the results was considered
minimal.

In the current study, treatment fidelity was evaluated with self-report
questionnaires for nurses. This approach is considered sub-optimal as
bias can result from self-assessment. However, the alternative of
objective measures such as video or sound recording was considered too
invasive for both participants and trainers within the context of this
home-based social intervention.

Combined interventions with multiple outcomes such as HY might
benefit from a mixed design with qualitative and quantitative measures.
Qualitatively evaluating the interaction between intervention, process
and context can be informative on the barriers and facilitators for
change (Craig et al., 2008). This might inform theory on social and
cognitive processes in small home-based group interventions. The
HY-intervention was developed with a focus group including a service
user to tailor the intervention to the needs of participants (Vogel et al.,
2019). Qualitative research on motivations and expectations of partici-
pants could add to the development of home-based peer support group
interventions such as an eating club. Furthermore, the willingness to
participate might be improved by combining quantitative with quali-
tative measures. This will allow to measure the broad concept of per-
sonal recovery, while simultaneously lowering the number of
questionnaires and therefore the burden on participants.

For a home-based group intervention, such as the HY-intervention,
study engagement might be improved by forming groups prior to in-
clusion based on geography, mutual interests, preferences and/or per-
sonal characteristics. Participants might not be randomly allocated to
groups in the future without checking their matching profiles. The input
from nurses, who in general have long term relationships with their
patients, might also increase the chances on a match between partici-
pants. Another option could be to have potential participants meet
before the start of the intervention, in order to group people who appear
to match well together. Matching participants could lead to more
engagement in the intervention and prevent premature discontinuation
of the eating clubs.

Subsequently, groups of three participants can be cluster randomized
to treatment or control condition based on these social factors. This
method mimics the group forming that was applied in the feasibility
study and might result in a higher inclusion rate and limited drop outs.
However, this method also requires a larger sample size because group
forming before randomization requires an extra level in the analysis.

In conclusion, we state that this home-based skill training combined
with peer support through eating clubs did not improve personal re-
covery and other ways of functioning in patients with a schizophrenia
spectrum disorder.
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