The goal of social integration is part of the ideological motivation behind
the transition from institutionalised to decentralised psychiatric care. Mod-
ern community mental health care considers social integration vital for im-
proving mental health. However, efforts to reach this goal have not been
as successful as anticipated.

The study aimed to achieve a deeper understanding of the phenomenon
of social integration of people with mental health problems in the commu-
nity, and to develop the healthcare professionals’ insight into this phenom-
enon by means of co-operative inquiry.

o1

The findings showed that the neighbours reported frightening behaviours
as well as complications in their contact with people who had long-term
mental health problems, and the reaction was exclusion and segregation.
The user perspective revealed that, when meeting people, the partici-
pants experienced shame and fear of exclusion due to lack of acceptance
and loss of autonomy. Lack of work or a meaningful occupation and a low
income contributed to a sense of worthlessness and loneliness. In order
to achieve social integration, a person with long-term mental health prob-
lems needs to develop adequate social competence.

The co-operative research project enabled co-researchers to gain in-

creased professional knowledge and awareness, as well as providing po-
tential for improvements in clinical practice.
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ABSTRACT

Background: The goal of social integration is part of the ideologicalivation behind the transition
from institutionalised to decentralised psychiatric cdedern community mental health care considers
social integration vital for improving mental health. Ho@e reports suggest that efforts to socially
integrate people who suffer from mental health problems have not been asfua@®anticipated.

Aim: The overall aim of the study was to achieve a deeper unddisgaof the phenomenon of social
integration of people with mental health problems in the camityp. An additional aim was to develop
the healthcare professionals’ insight into this phenomenon by means of co-operative inquiry. The specific
research questions were: How have people with mental healblems affected their neighbourhood
after re-establishing in the community? How do people withtaedéhealth problems experience social
integration in the community? How does knowledge of socteliration promote practical changes in
mental health professionals’ practice?

Methods: This study, which comprises four papers, has a hermengesign. The data collection
methods took the form of interviews with 19 neighbours of grioomes for people with mental health
problems (Paper 1) and focus groups in two separate studigsopfe with mental health problems,
one of which comprised 12 participants in three groups (R8pa&nd the other 17 participants in three
different multistage focus groups (Paper III), i.e. a total of 14 focus groups. Paper IV utilises findings
from Papers I-11l by means of a co-operative approach. Twere two areas of knowledge development
in the research process: dialogue-based teaching andgomuyss. The main emphasis of the dialogue-
based teaching was to facilitate the articulation of prat&ind tacit knowledge. Twenty-two healthcare
professionals and social workers participated in two diffemultistage focus groups, a total of 6 focus
groups (Paper IV). Data-analysis methods included bothotiet@nt comparative process and qualitative
content analysis.

Findings: The first paper begins with the experiences of neighbours of people who suffer from mental
health problems. The neighbours reported frightening betewas well as complications in their contact
with people who had long-term mental health problems, wieidtid increased insecurity and fear. The
reaction of the neighbourhood was exclusion and segregatitwe form of distancing or watching. The
next two papers employed a user perspective and reveatedviiem meeting people, the participants
experienced shame and fear of exclusion due to lack of armapand loss of autonomy. Integrity proved
a necessary quality for the possibility to be treated aswal.dopck of work or a meaningful occupation
and a low income contributed to a sense of worthlessnessralihkss. Those who had a job or took part
in club activities seemed to achieve social companionshipghvgave them a sense of being more socially
integrated. The co-operative research project enable@saarchers to gain increased professional
knowledge and awareness, as well as providing potentiahfaoivements in clinical practice. Systematic
reflection on practice leads to an increased awareness of one’s own attitudes and intervention methods,
societal conditions and the community’s attitude to thesimsed social integration of people with mental
health problems. The experiential knowledge gained mayibaié to health-promotion strategies such
as social integration.

Conclusions: Integration difficulties are experienced by both individuals with mental health problems

and their neighbouring community. In order to achieve saniggration, a person with long-term
mental health problems needs to develop adequate sociaktmmp. Those working in community
mental health care must ensure that people suffering framaftgealth problems experience a sense of
belonging in the community, which can enable them to dewlogtwork and achieve social integration
in the planning and development of day-time activities aomkythus promoting social integration. The
neighbourhood requires, at the very least, general infoomathen a group home is established. Co-
operative inquiry can be beneficial in the public sector, although in order to achieve the best possible
result, the whole team must be involved and play an actiganalll areas of the research project. If the
groups are too large, the participants’ level of engagemayntuifer. Multistage focus groups proved to
be a powerful method for knowledge acquisition and shouldibleer developed as a means of expanding
new knowledge.

Keywords: Community mental health work, social integration, sooéivork, qualitative methods, co-
operative inquiry.
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SAMMENDRAG

Bakgrunn: En viktig ideologisk motivasjon for overgang fra institmslisert til desentralisert psykisk
helsearbeid er malet om sosial integrering. Moderne lakaiti psykisk helsearbeid anser sosial
integrering som avgjagrende for & bedre menneskers psyiisi IMen rapporter viser at mennesker med
psykiske problemer ikke har oppnadd tilfredsstillende sosial ietay.

Mal: Det overordnede maélet for studien var & oppna en dypetéédtss av fenomenet sosial integrering
for mennesker med psykiske problemer i lokalsamfunnet. IEgdgsmal var & utvikle helse- og
sosialarbeideres innsikt i fenomenet med bruk av handlingsorientert forskningssamarbeid. De spesifikke
forskningsspgrsmalene var: Hvordan har mennesker measksykoblemer pavirket deres nabolag etter
reetablering i lokalsamfunnet? Hvordan erfarte mennasker psykiske problemer sosial integrering i
lokalsamfunnet? Hvordan kan kunnskap om sosial integrdremme praksisforandringer for psykisk
helsearbeidere?

Metode: Denne studien, som omfatter fire artikler, har et hermenautisk design. Metodene for
datainnsamling var kvalitative intervjuer med 19 naboefetiésboliger for mennesker med psykiske
problemer (Art. 1), og fokusgruppeintervjuer, i to separatalist, med mennesker med psykiske
problemer. En studie med 12 informanter i 3 fokusgrupper. (Brbg en studie med 17 informanter i 3
flersteg-fokusgrupper (Art. I11), totalt 14 fokusgruppeintervjuer. Art. IV brukte funnene fra Art. I-I11 1 et
handlingsorientert forskningssamarbeid. Det var to forforkunnskapsutvikling i forskningsprosessen:
Dialogbasert undervisning, som skulle fremme praktisk og kainnskap, samt fokusgruppeintervjuer.
22 helse- og sosialarbeidere deltok i 2 flersteg-fokusgrupper, totalt 6 fokusgruppeintervjuer (Art. IV).
Datamateriale ble analysert med Grounded Theory og kvalitativ idsdmmalyse.

Funn: Naboer til fellesbolig for mennesker med psykiske probtebeskriver i den fgrste studien
opplevelser som gav usikkerhet, skremmende adferd og prebimed & f& kontakt med menneskene
som hadde alvorlige psykiske problemer. Dette ledet til gikikerhet og frykt. Nabolaget reagerte med
eksklusjon og segregering. De to neste studiene hadde ladrpeuspektiv, og viste at informantene
opplevde skam og frykt for eksklusjon som en fglge av madglakseptasjon og tap av autonomi i mgte
med mennesker. Integritet var en ngdvendig forutsetning lidi matt som likverdig. Mangel pa arbeid
eller annen meningsfull dagaktivitet, samt lav inntekdyditil en fglelse av verdilgshet og ensomhet.
De som hadde et arbeid eller var aktiv deltager i klubbvirksomhet fikk et sosialt felleskap som gjorde at

de kjente seg sosialt integrerte. | siste studie gav haysiirentert forskningssamarbeid medforskerne
okt profesjonell kunnskap og bevissthet, samt potensiale for & forbedre praksis. Systematisk refleksjon

pa praksis leder til en gkt bevissthet for egne holdningéntegveneringsmetoder, sosiale betingelser
og lokalsamfunnets holdninger til gkt sosial integraspmniennesker med psykiske problemer. @kt
kunnskapsdannelse i praksis kan bidra til forebyggende helsg¢admisosial integrering.

Konklusjon: Bade mennesker med psykiske problemer og deres nabolage evinskeligheter
med integrering. For at mennesker med alvorlige psykiskélgmer skal erfare sosial integrering
ma de ha tilstrekkelig sosial kompetanse. Det ma arbeidest fmennesker med psykiske problemer
opplever tilhgrighet i lokalsamfunnet, noe som kan sette dstand til & utvikle nettverk, og fa til
sosial integrering i planlegging og utvikling av dagakéter og arbeid, og pa den méaten fremme sosial
integrering. Nabolag bar i hvert fall ha generell inforroagjar det etableres fellesboliger. Handlings-
orientert forskningssamarbeid kan veere gunstig i komnaisetjenesten. En forutsetning for et best
mulig resultat er at hele team blir involvert og deltar i kskapsskapningen i praksis. Blir enhetene
som deltar for store, blir det ikke noe eierforhold til farsigssamarbeidet. Flersteg-fokusgruppeintervju
viste seg a veere en god metode for kunnskapsutvikling, og metoden bukéesutidere.

Ngkkelord: Psykisk helsearbeid i kommunehelsetjenesten, sosiagrienting, sosialt nettverk,
handlingsorientert forskningssamarbeid, kvalitativ metode
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PREFACE

Mental health work is an important and interesting field. My pre-understanding
has developed as a result of many encounters with peoplengittal health
problems and conversations with professionals in the field. An education in
mental health nursing and experience of psychiatric mgiraimd community
mental health work, followed by a career as a teacher of mezgtihtstudies —
totalling over 25 years experience of mental health — hasem gihe insight into
the importance of social integration.

During my years as an academic, | have had the pleasure ottogdesearch.
It was important for me to focus on research questions detaténdividuals’
experiences. | also found it important to research the phemon of social
interaction to find solutions for people with mental problems. There is a clear
need for more knowledge. Mental health problems can be appoddm a
health perspective or an illness perspective. | lean t@vaxdmining mental
health from the former viewpoint and, more specifically, as a public health issue.
Public health and nursing science have several scientific aspects in common:
the problem area (the phenomenon focused upon), the theofeticework
(how one describes and understands the problem area) and the scientific methods
employed. Medical tradition differs in its theories, models and scientific methods.

| was educated in the psychiatric nursing tradition. Oveyeles, Public Health
research, specifically in the area of mental health and social integration, has
become more important to me, especially public health sziand patients’
reactions to illness. As a consequence, | have adopted the pablth and
nursing science approach as opposed to the psychiatric (fhedidéion. This
has provided me with an opportunity to investigate more despilydevelop
thoughts on people with mental health problems. | wantedatm labout their
daily life and experiences of social integration in the comity. Nursing science,
in its essence, is the study of the relationship between patiehtsealth care
personnel. As this thesis focuses on public health, nursingcscigill be only
briefly outlined.

Social networks and a feeling of belonging in one’s environroemtith one’s
friends and family are important for good mental health amality of life.
People with mental health problems have difficulties in attaining a better life,



often experience problems with self-esteem and relatiogistiip other people
and are more likely to suffer a relapse if their social netwddcldang in size or
support. They may experience difficulties making friends because of problems
reaching the arenas in which interaction generally talkeemue to the fact that
people are uncertain how to act towards persons with mesaéthiproblems.
Mental health workers are aware of many different interganstrategies
and techniques for improving people’s social networks, bubseldse them.
Emphasising the social networks of people with mental healtiigons and our
strategies for helping them to develop social contactdavillitate professionals
in using these intervention methods in a more effective way. Developing specific
local strategies can be particularly effective in communities.

Avrild Granerud
Hamar, Norway, February 2008
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1 INTRODUCTION

Modern community mental health care considers social iatiegr and a
satisfactory social network vital for improving mental heaBler{gtsson-Tops,
2001, Magnusson, 2003). The reorganisation of mental headthaachanged the
everyday lives of people suffering from mental health problanseveral ways;
they now live in their own homes with professional support gmebdunities to
participate in ordinary life or arranged activities in the community.

Mental health problems accounted for 12-15 % of the totas#inn the world in
2000. They are the most widespread form of illness, twice as oaramcancer
and more frequent than cardiovascular diseases (Thornicrofin&ella, 2003;
WHO, 2005). A meta-analysis estimated that about 27 % of the@mjulation
of the European Union are, or have been, affected by a meraedetfisn the
past 12 months, yet only 26 % had consulted the professionti baed service
(Wittchen & Jacobi, 2005). The World Health Organisation (Bp@stimated
that mental health problems and neurological disorders are tBe c&l %
of all disability in the world. In the EU, mental health probleansount for, on
average, 3-4 % of the GNP, mainly through loss of productivityy @ % of
adults with long-term mental health problems are in the wodef@nd too many
spend their time inactive and alone (Office of the Deputy Prime Minister, 2004;
Commission of European Communities, 2005; Jané-Llopis & ApndeZ005).
In Norway, 20 % of health service expenditure is allocated taahéealth
problems (Ministry of Health and Care Services, 2003).

The care of individuals with mental health problems has undergone significant
changes in terms of organisation and government policy thoomdine \Western
world with the result that most treatment for such users is gro\ag community
health care (Commission of European Communities, 2005).

The reorganization of mental health care has been espeviagnefor patients
with long-term mental problems (Forsberg, 1994; Erdner eP@02) and has
changed the everyday lives of people suffering from mentdtthproblems in
several ways. The main objectives of deinstitutionalisagien empowerment,
reduction of discrimination and stigma, enhancement ofididal social ability
and the creation of a system of social support (WHO, 2001).fdllowing
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components have been revealed by previous research asantgor achieving
this goal: independent housing, meaningful daily activity, soeiategration in
the community and opportunities for cultural and spiriatimhulation (Hansson
et al., 2002; Evans, Wells, & Moch, 2003). The promotion of aldmalth and
the social inclusion of mentally ill individuals are important for gyaif life.

Of central importance to the expansion of mental health ca@mmunities in
Norway is the National Program for Mental Health 1999—-20Q86 he Norwegian
Social and Health Department, 1998), the aim of which is toginen the
psychiatric healthcare system. The goals of the Program carbéesalised
by addressing basic needs such as housing, work relatediesctas well as
social, cultural and spiritual stimulation (The Norwegifaocial and Health
Department, 1998). However, resources are limited and thenzedecades have
witnessed a debate between those who favour hospital treatnaetiitcse who
advocate mental health services in community settings. Nelessheespite the
evidence that a middle alternative, based on a balanced cdet combining
community and hospital services, may be beneficial in practice (Thornicroft &
Tansella, 2003), new models of social integration in thenconity have not
been successful (Bengtsson-Tops & Hansson, 2001).

The link between social isolation and reduced well-being i$ eghblished
(Kawachi & Bekman, 2001). It has been argued (Forsberg; 2a@&ty, Tefft, &
Currie, 1995; Barham & Hayward, 1995; Brandt, 1996; Breal@36 Johnstone,
2001) that this reorganization that brings people with mepdtinproblems and
the community closer together creates new systems of stigiatisbranding
and exclusion. Stigma can be defined as a mark of shame, disgrace or disapproval,
which results in exclusion from parts of society. It is importameduce stigma
in order to prevent segregation and discrimination in the aitwcat housing
(WHO, 2001b). People with mental health problems wish to livdédusing
similar to that of the general population; however, a vewyilecome hinders
their ability to achieve this (Lambert et al., 2000).

In this thesis, the concept “mental health problems” includiésdawvere and long-
term conditions. Mental health problems can be both a causeansdexquence of
social exclusion (Office of the Deputy Prime Minister, 2004). Such problems are
present in all cultures, but take their outward expressidrcausal explanations
from the cultures and societies in which they occur (Humnietv8arbosa da
Silva, 1994). Mental health problems manifest themselvé®iform of deviating
behaviour as well as through thought patterns, emotionaéesipn or ways of
speaking which are difficult to understand, or which in some other way place the
individual outside the social context in which he or shenafijubelongs. The
condition can appear suddenly and end completely after a shertdar develop
gradually over time and remain a long-term problem (Office of the Deputy Prime



Minister, 2004). The central definition of the term ‘mental health problems’ is
the individual’s experience of his/her condition as a difficulty in or obstacle to
everyday life. It is the individual's understanding of hierelf and his/her
relationships with other people as well as feelings and titsutpat usually
impair functionality and create the symptoms. The most comundarstanding
of the development of mental health problems involves: (f)erability factors;
(2) stressors (life events); (3) coping strategies andd@gqting factors (e.g. social
networks) (Haugsgjerd, Jensen, & Karlsson, 1998). Peoplemsétiital health
problems are believed to have difficulties in carrying out everyday activities and
establishing satisfactory interpersonal relationships andexjuently, to suffer
from social isolation (Cullberg, 1999; Erdner et al., 2002; Nilsson, 2004)

Counteracting loneliness and achieving social integrgtiesent a great challenge
for people with mental health problems (Fisk & Frey, 2002héntestern world,
a range of structured services is common as a means of pregvesaiation
and promoting integration (Kilian et al., 2001). Inadequattas networks have
an adverse effect on the outcome of these challenges (Bamdtgss, 2001).
Without an intervention in the form of individual support aadly activity, those
suffering from mental health problems may deteriorate, duestovulnerability
and difficulty integrating into the community (Seikkula, Alakare, & Aaltonen,
2001a).

Although a great deal of research has been carried out ohrseteiarks related
to people with mental health problems, it is lack of a deepeerstahding of
the mechanisms involved. It is important to attempt to unaledshow people
with mental health problems experience their daily life —ipalerly in terms of
social integration and social networks — as a result of thatregilerms within
mental healthcare in Norway. It is also essential to try to gauimderstanding
of how neighbourhoods view these new residents. Increasedddye of how
the integration process affects the neighbourhood can hetgpus\vie the chance
of successful social integration for people in the procesaing into their
own homes after institutionalisation or a rehabilitation prog Increased
knowledge in this area will lead to greater public awarenasspenness. In this
study ‘neighbourhood’ is an umbrella term for the various physical and social
aspects of a local environment and includes, among other tluoigsnunity
and commercial services and access to outdoor activit@an@nity mental
health work focuses on persons suffering from mental healthepnebas well
as on the consequences of these problems for the persoredheoid his/her
family or network. There is a need for a stronger emphasis on timecamn
between social networks and functioning in the case of peoieneintal health
problems.

15



1.1 Description of the main concepts:

Social integration and social network

Social integration can be viewed as one of the ideologicaldfttions behind
the development of decentralised mental health care (Bengdieps, 2001).
Generally, the treatment of people with mental health pnubléakes place
in the community, and social integration is vital for enhaganental health
(Ramon, 2001). Social integration can be defined as “a process which leads to
the association of various social entities (individuals, gcultures, nations)’
(Korsnes, Andersen, & Brante, 1997, p. 288) or from an indaligerspective,
as participation in a broad range of social relationships (CoBettlieb, &
Underwood, 2001). Integration implies co-ordination iatsingle unit and is
derived from the Latin word integer, which means “whole” anduminished”.
Social integration indicates that the individual is part of #ednsociety
(Barstad, 2000). In this study, social integration is defined as: Participation in
the community and local environment while maintaining one’s ownreudnd
integrity. It is a subjective feeling of belonging to and being part of society.

Integration in the socio-cultural sense denotes main@iane’s own cultural
identity while becoming part of a larger unit of society (Dalgabghlie, &
Ystgaard, 1995). In concrete terms, social integration iscesed with, for
example, feelings of belonging and being able to influence one’s surroundings

and the degree of contact with others in the local environnk&mninelvoll,

2004).

Social network participation can indicate social integrationlati®&ships
assessed in a typical social integration measure includedespdase family
members, friends, and members of the local community. The types of
relationships people reported, the greater their leved@akintegration (Cohen
et al., 2001).

Other concepts closely related to social integration are thre mhescriptive
concepts of social exclusion and inclusion (Bertram & $tick005). Sayce
(2001) highlights the interactive relationship between inmpant and social role
and its association with social exclusion:

“...the interlocking and mutually compounding problems of immpant,
discrimination, diminished social role, lack of economic andisdo
participation and disability. Among the factors at play arekla€ status,
joblessness, lack of opportunities to establish family,lssnabn-existing
social networks, compounding race and other discriminatonseated
rejection and consequent restrictions of hope and expectaftteg/ce,
2001, p. 122).

This definition is similar to descriptions of stigmatisation (McKeown & Clancy,



1995; Lambert et al., 2000; Johnstone, 2001). The relaipmstween social
exclusion and mental health problems is complex. Having aafregdlth problem
is closely related to social exclusion, while the factors teatlh the latter can
be causal as well as the consequences of such a problem (S&c&&tram
& Stickey, 2005). The description of outsiders and insigessmilar to that of
border-residences (Drevdahl, 2002) and liminality (Warner & Gal)20

Two social network research perspectives are predominant in the field: 1) the
ego-centred network where the focus is at the micro-level andeolife of an
individual, known as personal network analysis; 2) the sositred network,
otherwise known as a partial or total network analysis where thes fiscon
social processes and a group of individuals (Fyrand, 2003hidrthesis, the
focus is on the ego-centred network. The idea that social netawks great
significance for the individual is supported, in part, by two notions: the stress-
buffering and the direct hypothesis. Reviews indicate thadlssupport protects
people from the negative psychological consequences of kessiCohen et al.,
2001). Integration in a social network may also give rise to ahpgygically
positive state, including a sense of purpose and belonging, aasasdicurity
and recognition of self-worth (Kawachi & Bekman, 2001). bneral, social
networks are considered to affect mental and physical health due to their influence
on emotions, cognition and behaviours. They are also pesbuoprovide a
generalized positive effect in the form of stability and predility, a sense of
belonging, a recognition of self-worth, and true ability toetmeormative role
expectations (Cohen et al., 2001; Commission of European Coities,i2004).
In this study, the following definition of social network has been developed based
on the sub-studies and the literature review on social netWbepeople who
fulfil the individual’s essential need for feelings of companionship and social
integration along with emotional contact and support, as well astwa help
and advice.

The study of Alameda County in the USA (Berkman & Syme, 1979owaf
the first to demonstrate the relationship between mortality and social networks.
People with good social networks lived longer than those withk veeaial
networks. Social support has been consistently shown to act@teetipe factor
in a variety of health outcomes (Whitley & McKenzie, 2005gWius research
has revealed a strong relationship between social network actofing in
the case of people with mental health problems. Thus, new chsshould
focus on interventions that can enhance social life satisfeathong this group
(Bengtsson-Tops & Hansson, 2001; Evert et al., 2003).

The size of the network is significant for increased activity and functionality

among people with psychotic disorders, as a better social metraises the
functional level (Howard, Leese, & Thornicroft, 2000). Effoto widen one’s
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network and make it more socially active are important for magagental
health problems and having an ordinary working life or proteetaployment
(Eide & Rgysamb, 2002; Evert et al., 2003). Studies show thapgthat both
work together and have regular contact outside of working lpmsisvely affect
the development of independent activities and create beitdsother people
(Howard et al., 2000). Poor health and inadequate incomeaiers that hinder
participation in activities and increase social isolation exclusion, as well
as social and personal devaluation (Barstad, 2000; Rar@0f). People with
mental health problems may encounter negative reactions ftqoaiamtances
and society in general, thus making social integration more difficult to achieve.
Several studies have shown that increased closeness betwpknvpieh mental
health problems and other population groups give rise to nevg fafrsegregation
(Forsberg, 1994; Aubry et al., 1995; Barham & Hayward, 1995; A&hvlyner,
1996).

A social network can either be supportive or non-supportive. O ositive
functions is social support (Dunbar, Ford, & Hunt, 1998), twhifers to the
provision of psychological and material resources intendedntpower an
individual to cope with stress (Cohen et al., 2001). Socigd@upan be described
as the interactive process by which emotional, instrumental or financial aid is
obtained from one’s social network (Olstad, Sexton, & Sgga88d).1Previous
studies have provided evidence of the important role of suppocases of
psychological distress (Hardiman & Segal, 2003). Key dimessaf social
support are the size and membership of a social network (Hagtsabn2002).
Studies suggest that smaller social networks or less sociarsup@ssociated
with more frequent hospitalisation (Albert et al., 1998).

Without intervention in the form of individual support andlyactivity, those
suffering from mental health problems may deteriorate, sheedre vulnerable
and have difficulty integrating into the community (Seikkula, Alakare, &
Aaltonen, 2001b).

1.2 Structure of the thesis

After this introduction and the presentation of the aims asjdef the thesis,
a theoretical background will be outlined. Here, a public heathpective and
the mental health reform in Norway are briefly described, followed by a review of
previous research on mental health problems in the communditgree of social
network interventions used in relation to community mental health care.

In the methodology section, descriptions of a hermeneutisppetive are
provided, and some of the core concepts explained. Sincparative research



is based on building knowledge in the local “community”, wheisodue-
based teaching is central, one way of understanding knosvisddescribed.
Ethnography and co-operative inquiry, as developed in lieisid, are outlined
in greater detail. Methods of data collection (individuagimiews, focus group
interviews and multi-stage focus group interviews) and dalysia (Grounded
Theory and qualitative content analysis) are also presemttusi chapter. The
main results of each paper are presented in the summary of findings.

The interpretation and general discussion are structurademith the three
research questions. A model that summarises the analysie ekperiences
contained in the two Papers (Papers Il and IIl) and thatidescpeople with
mental health problems is also discussed. This is followed by the conclusions.

1.3 Aims and research questions

The overall aim of the study was to achieve a deeper undergjaoflthe
phenomenon of the social integration of people with mergaltn problems
in the community. An additional aim was to develop healthpaoé&essionals’
insight into this phenomenon by means of co-operative inquiry.

The specific aims of the empirical sub-studies were:

To illuminate:

* how people with mental health problems affect their neigttimmd after
re-establishing themselves in apartments of their own (Paper ).

* how people with mental health problems experience livindnéir town
home, with focus on their psychosocial contacts with theghbeurs
(Paper I1).

To investigate:

* how people with mental health problems experience theirtyaliii
integrate socially into a community (Paper I11).

* how knowledge of social networking and integration gained gnsef
co-operative inquiry influences mental health professionals’ understanding
and practice (Paper V).

The specific research questions were:
* How have people with mental health problems affected thiginbeurhood
after re-establishing in the community? (Paper I).
* How do people with mental health problems experience sotégriation
in the community? (Papers Il and III).
+ How does knowledge of social integration promote practicahgés in
mental health professionals’ practice? (Paper V).
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1.4 Design

The specific focus was on people with mental health problems in their home
environment after the mental health reforms in Norway. Wstdading of their
social integration was used in dialogue-based teachinggmsgand to provide
guidance for mental health work in the community.

The study was a two-part process. The first comprised a descriptive, exploratory
and theory-generating approach using qualitative metholse whe second
consisted of a co-operative approach, in which findings from the first part were
employed (see Figure 1, p.13). The work on the thesis began vatitatjue
research interviews (Kvale, 1997) with 19 neighbours gbleesith mental health
problems in order to illuminate if and how people with longaenental illness
affect their neighbourhood after re-establishing themsetvagartments of their
own (Paper I). The next objective was to gain an understandingw people
with mental health problems experience living in an apartiwigheir own. The
data collection method was focus-group interviews (Mauns&abehlholm-
Lambertsen, 1997) with 12 people with mental health problentisree groups
from various municipalities in central Norway (Paper Il). 3d@éwo papers
were followed by an investigation of how people with mentalltheproblems
experienced their ability to integrate socially into a comityun central Norway
(Paper IlI). Three multi-stage focus groups (Morgan, 1997; Helvoth, 2007b),
consisting of 17 people with mental health problems, were settup idifferent
sized municipalities. In this sub-study, the intention was taiola broader and
deeper picture of social integration for people with memalth problems after
the community mental health reforms. Therefore, the mpalites differed to
those in Paper Il, and a multi-stage method was used.

In the final part, a qualitative sub-study with a co-operative action research
approach (Reason, P, 1994; Hummelvoll & Severinsson, 2085¢db on
knowledge of social integration, was employed. Action neselaas the potential
to facilitate changes in the field. The sub-study (Paper IV) investigated how
knowledge of social network and integration gained by meane-operative
inquiry influenced mental health professionals’ understanding and practice in
two municipalities, one rural and one urban. There were temsaof knowledge
development in this research process: dialogue-based teacturigcus groups.
The sub-study was part of a four-year research collaboratioacpreititied
“Promotive and preventive mental health care in the local canity’ between
two municipalities and Hedmark University College.

Grounded Theory (Glaser & Strauss, 1967; Starrin & Renck,; 1988man,
2001; Hallberg, 2002) was considered suitable as the methibataicollection
and analysis in two of the sub-studies (Papers | and Il), siacaint is to
understand the subjective meaning of an individual's yeafis Grounded



Theory is generated from and grounded in empirical data, it wperiant
to be open to supplementary questions that arise during thecdééction.
The method contributed to clarification of the underlying subjective empirical
experiences of people with mental health problems, whicbezarrelationships
with their neighbours, previous experiences and chalteegeountered in their
life situations. In the final two sub-studies (Papers III and IV), a qualitative
content analysis (Denzin & Lincoln, 1998; Graneheim & Lundn#004) was
used. These two sub-studies build on the knowledge from sub-studies
II. Qualitative content analysis has been found to be a seiitabthod for co-
operative inquiry (Hummelvoll 2006). The data analysis Iwvea interpretation
of the meaning and function of social integration in a locairaanity (Paper Il)
as well as participation as a co-researcher in the co-operajiviey program in
the two municipalities (Paper V).

The sub-studies in Papers I-llI provided an inductive updatddratanding of
social integration in local communities for people with raéhealth problems,
on which the co-operative research in Paper IV was builuding reasoning,
which involves moving from specific observations to broader generalizations and
theories, can be described as a "bottom up” approach. This veluetisoning
began by interviewing neighbours. The resulting local kndgéeacquired in both
parts of the study has the potential to become central throeghténpretation
and use of the results in the development of a theoretical pgfkesson &
Skoldberg, 1994).

21



22

Paper IV: Knowledge abousocial
networks and integration: a co-operative

research project

Data collection: Multistage Focus groups
Data anlysis: Qualitative Content analysis
Participans: 22 professionals

A

Paper IIl : The struggle for social integration
in the community — the experiences of peoplt
with mental health problems

Data collection: Multistage Focus groups
Data analysis: Qualitativ€ontent analysis

Participans: 17 users

4 N

Paper I: The new neighbour -
experiences of living next door tc
people suffering from longerm
mental illness

Data collection: Interviews

Data analysis: Grounded Theory
Participans: 19 neighbours

- /

Figure 1: Development of the research process

4 N\

Paper II: Preseving integrity—
experiences of people with mental
health problems of living in their owr
home and of their new
neighbourhood

Data collection: Focus groups

Data analysis: Grounded Theory

Participans: 12users
\ J




2 THEORETICAL BACKGROUND
— THE PUBLIC HEALTH PERSPECTIVE

2.1 The public health perspective

Public health is complex and can be divided into two areas oésttesocial and
economic causes of health and illnesses and the medicalsefb@erspective.
Traditionally, public health has been associated with thestigation of various
causes of health and disease (Karlberg, Hallberg, & Sarvimaki).280
broader perspective, known as ‘new public health’ has recently been introduced
(Beaglehole & Bonita, 2004). New public health is based on the ¥HO
constitution and focuses on resources and health protetitiemphasises a
positive and resource-oriented approach and places gregpéasis on living
conditions and inequalities, as well as on the links betweblicphealth, policy
and programmes. It emerged as a result of the recognitiormtdjat health
problems cannot be solved by medical care alhlic health is the collective
action taken by society to protect and promote the healthtioé gropulations.”
(Beaglehole & Bonita, 2004, p. xi). It also includes sociogtiral theories as
well as a variety of research methods.

The public health perspective involves reducing risk facois strengthening
those which tend to improve or maintain health. Positive factersenong other
things, the supportive aspects in our environment, our nesdtips with those
closest to us and the social networks to which we belong. Ansitioig positive
factor is our perception of life as meaningful, predictabld aranageable
(Antonovsky, 1996). These protective or empowerment facondow people
with the strength to withstand stress (Ministry of Health @ade Services,
2003).

Promoting mental health and the social inclusion of menifailydividuals are
importantissues for quality of life (Commission of Europeam@ainities, 2005).
A multi-faceted strategy to ensure accessible care and #pgtmterventions
to promote mental health and reduce stigmatisation as wellpg®rd for the
human rights of people with mental health problems are adssecy (WHO,
2005). Without intervention in the form of environmental amttividual support,
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there is a risk of social isolation for people with mental hgaitrlems when
they move into their own home (Nilsson, 2004).

Health can be regarded as an ‘investment-factor’ for quality of life. Public
health work is directed towards promoting good physical headtipart by
influencing living conditions and habits. However, it should also provide more
support for mental health by encouraging empowerment, esgect, human
dignity and security, in addition to a sense of being respentédaknowledged.
This perspective is broad and even includes the foundationsalth.hkelealth
promotion simply means placing emphasis on the equitablebdisom of that
which forms the foundations of health (Beaglehole & Bonit®42. The aim of
Norwegian health policy is to contribute to more years ofdifd contribute to
good health among the population as a whole as well as toerddterences in
health between social groups and genders (Ministry of Health amedServices,
2003).

Traditionally, public health policy, public health work and fuhealth research
have been closely linked (Diderichsen & Westrin, 2005). Pubklidth research
was defined as follows by an international research group (Kamper-Jorgensen et
al., 2005, p. 46):

“Public health research generates and systematizes kudgelebout
the health of the population, as well as the factors which influence public
health and its distribution. It studies and evaluates measuraedaat
the preservation and improvement of the health of the popul&tadies
of the significance of societal structure, working life, environ, health
behaviours and healthcare systems for population health are in focus.”

The link to epidemiology has always been strong, but as canebeisehe
definition, public health research has opened up, not only to health prevention and
promotion, but also to research on health work. A public he@thdwork offers

a promising opportunity to build new paradigms that incorgoaaid expand
on social and behavioural science acculturation theonésiess disciplinary
boundaries. The above definition is based on a broad concept of health, as in new
public health, and includes the monitoring and surveillafdbeohealth of the
population as well as health service research (Kamper-Jgrgensen et®l., 200

Mental health can be described as a state of well-being irhvimécindividual
makes use of his or her own abilities, can cope with the norreaésts of life, can
work productively and fruitfully and is able to contribute to lik@ community
(WHO, 2001a, p. 1). Mental health is an essential factor indhksation of
individual intellectual and emotional potential as well as for the fulfilment

of an individual's role in social and working life (CommissioihEuropean
Communities, 2005). Mental health promotion means takitigrato increase



well being and mental health among individuals and pojpuatand involves
promoting the value of mental health and improving the copipgages of
individuals (WHO, 2002).

Mental health problems are a major public health concernggsaffect a large
proportion of the population and have a strong effect on tiddii@l, the family
and the local environment. Mental health problems lead to difficulties at work
and in everyday social life. The burden borne by family mesmbiepeople with
mental health problems ranges from financial difficulties to emotional reactions,
stress, and limited social activities (Ministry of Healthd aBare Services,
2003).

Mental health was the special topic of the World Health Rep&002. Entitled
New Understanding, New Hop&/HO, 2001b), it highlights the stigmatisation of,
and discrimination against, people with mental health probdemslemonstrates
the importance of working actively with social integratiom aocial networks.
In order to create equal opportunities for all members aégodhe principle
of social integration must be incorporated into all majorlipubterventions
related to disability issues. Paragraph 9 of the United Natzedaration on the
Rights of Disabled Persons states that disabled persons hat @ flive with
their families and to participate in all social activities {gd Nations, 2003).
Strategies for preventing mental health problems and progiogialth emphasise
the importance of strengthening the individual's sense &dgelction, social
support and belonging, as well as his/her feeling of beingiLieébeing capable
of taking responsibility for him/herself and making useisfiter own resources.
A well-functioning social network and sense of social belongireg essential
for quality of life and the prevention of mental health protde(Kawachi &
Bekman, 2001). Becoming an active participant in the sogiat@ment, such
as in a club or the workplace, provides a feeling of belonging Gélonging
—i.e. membership of a group, a shared culture, the possibiligke part in new
groups and to experience common support — is extremely impéotameating
a positive outlook on the future and recovery (Bengtssos; 2(01; Hardiman
& Segal, 2003).

Mental health nursing, can be based on an existential condegte the focus
is on understanding people with mental health problems itiomeléo their

life context and trying to grasp what effects mental heaitilpms have on
their ability to function. A holistic existential model of mahhealth nursing
is based on the assumption that nursing should be groundecéactrésr the
person’s integrity and autonomy. This is a non-reductionisée of man as
indeterministic, multidimensional and humanistic (Lindstf8#82, Hummelvoll
1994). This view is grounded in hermeneutics and can be consittereca

public health perspective.
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2.2 Mental health reform: The situation in Norway

In Norway, as in other western countries, people with mdmwalth problems
are mostly cared for in their own homes (Forsberg, 1994; Hobls 20@0).
However, the movement towards home care in Norway began s@n&tdr
than in comparable countries (The Norwegian Social and HBalgartment,
1998). The National Programme for Mental Health called foomayestments
as well as the expansion and reorganisation of services. Thaipnog aimed at
strengthening the service users’ position, increasing pawigceness of mental
health issues through information programmes, strengthenmgunity based
services provided by the local councils and municipalitiesu@iieg prevention
and earlyintervention), expanding and restructuring afieed services for adults,
expanding specialised services for children and adolescergsving labour
market services, assisting with accommodation and housingstamulating
education and research (The Norwegian Social and Health tDepdr 1998,
1999). The Department of Health and Social Affairs defines the goals for the
care of people with mental health problems in community healthices as
follows: “The goal of mental health work in the communities is to helpfestf-
sufficiency and social integration for people with mental health problems and to
increase their capacity to control their own live@he Directorate for Health
and Social Affairs, 2005, p. 7).

The same agencies are to provide services for both the geullialand people
with mental health problems. The municipalities are resptngr preventive
efforts and the provision of primary health care services asasetlare and
social services, and therefore play a key role in the provisidrcaordination
of services for people with mental health problems (The Duratt for Health
and Social Affairs, 2005). The specialised mental healthicg=rvor adults are
based on three pillars: a) hospital wards, which are to proigdidy specialised
treatment; b) District Psychiatric Centres (DPC), which t@arerovide less
specialised treatment on a more decentralised level and congirealitation
wards, short-term beds, day wards and consultations; @hipsysts and
psychologists in private practice, who are to provide sesviteooperation with
other municipal mental health services (The DirectoratéH&alth and Social
Affairs, 2005). According to the reforms, there should bereiclerable increase
in the number of DPC beds with only a slight increase in theegponding
figure for hospitals. The total number of beds should remain fairly stable (The
Norwegian Social and Health Department, 1999).

Areview after the first years of the National Programme for Mental Health revealed
that it had highlighted mental health and healthcare andbledh tincrease in
the treatment capacity of many services for people with meetdih problems
(Myrvold, 2006). There has been a marked increase in stafie wiel number
of beds continues to decline. The number of large psyahtatgpitals has been



significantly reduced. During the past 25 years, there has been a 50 % reduction
in the number of psychiatric hospitals in Western Europe (WRID1b). In
Norway, the number of institutional beds was reduced by appately 60 %
between 1975 and 1995 (Almvik & Borge, 2000). Since 1998, thoauof beds
has dropped by 900 (16 %). At present, there are a total of 808%ads, either
in psychiatric hospitals or DPCs (Pedersen, 2006).

In other areas — in relation to co-operation and co-ordinatithe review failed
to reveal the anticipated development (Myrvold, 2006). Tdtal toperation

expenditure on mental healthcare in 2005 was 12.3 billion N3 % increase
since the start of the programme (Pedersen, 2006).

2.3 A brief overview of community mental health research
Community is a complex concept and different kinds of comtimsnexist. A
community can be defined by geographic location, service use, shared interests
or occupation or by characteristics such as culture and relifiacecent years,
virtual communities have arisen (James & Baker, 2002). Thkicoitural
constitution of communities and the number of people wigtishneeds present
new challenges. Community can be described as a geograpaiwibia a history
of collaboration which facilitates access to resourcesdenes & Baker, 2002).
Local communities can be characterised by individuals reltdinge another as
awhole person, usually simultaneously within severadcfit contexts (Hedelin,
Severinsson, & Hummelvoll, 2003). In general, it can be said that the significance
of the local environment varies among its residents and is most significant for
those who have limited access to other areas in terms of wogtpgment and
social interaction — such as people with mental health prsblBeing a member
of a community is complex for a person with mental health pnoblewhen they
seek to participate, they may encounter the boundaries connecting ‘us and them’.
Admittance to communities is influenced by numerous factors, e.g. physical
characteristics, relationships with other members, incGomdeplace of residence.
To focus on community is also to raise the question of power. People try to find
their place in the community by means of participation. Theyemlucated,
trained and socialized into particular ways of being. Conityisiboth a home
and a border, a place where one feels part of the collectieevidentities are
formed and revolve around mutual beliefs and values (Drevdahl, 2002).

There is evidence that mental health problems are more commangavomen
than among men. Depression and anxiety are twice as commaiy avomen,
while men suffer to a much greater extent from alcohol and-dated
problems (Kringlen, Torgersen, & Cramer, 2001). Poor médmalth occurs in
all age groups, in both genders and in different cultures andaimm groups.
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Nevertheless, people with a lower socio-economic stateidaarmore likely
to experience mental health problems than those with higleéy-eoonomic
status (Jané-Llopis & Anderson, 2005). Mental health prablera 60 % more
prevalent among people who live alone than among those whoaared or
cohabiting (Kringlen et al., 2001). For families, mental tie@roblems are a
significant burden. It is estimated that one in four families in the world has one or
more members with mental health problems (WHO, 2001b).

Barham & Hayward (1995) described how people with mentatthpabblems
try to distance themselves from stereotypes associated viiitlp &gsychiatric
patient in order to create meaning in their lives. Trying testblish oneself
in society is described as a process of being ‘on trial’ as opposed to still having
patient status. Exclusion, burden and reorientation ardepnoéreas that long-
term psychiatric patients have to contend with. In CanadayAtgift and Curri
(1995) concluded that people with mental health problems beustelped to
integrate socially and taught social skills in order to emawsuccessful transition
from an institution to a home of their own. The less deviarie¢haviour, the more
successful the integration. This is supported by studies (Rkptd98; Pinfold,
2000) which show that, when a group home was opened in a neigbbdu
most of the neighbours (with the exception of one segmeng pasltive attitude
to both the home and its residents.

A Norwegian study concluded that patients with mental heatihlgms have
few social relationships and are not well integrated dgcimaith men being
particularly isolated (Elstad, 1999). A study on lonelinessragrpeople with
mental health problems by Nilsson (2004) showed that sucleprstzreated a
sense of loss, defeat and a feeling of detachment from one’s oiahresievork
and life. This includes loss of work relationships, stable romaatationships
and friends, as well as economic loss (Nilsson, 2004). A Stvedsearcher
(Erdner et al., 2002) concluded that lack of friends and mgadi@ctivity,
in addition to lack of participation in their own care, can leavesxstential
vacuum for people suffering from mental health problems. Tbblgms of
feeling lonely and experiencing difficulties integrating in society have also been
confirmed in another Swedish study by Bengtsson-Tops (2001). Poor health
and low income act as a barrier to participation in socialiiesvand increase
isolation and exclusion, as well as leading to social andpealrslevaluation
(Ramon, 2001). People with mental health problems wish toitivieousing
similar to the general population, however a very low inchimders them from
achieving this (Lambert et al., 2000). Often, the discrimamatihey experience
can compound the distress that results from the illness and a lower-thageave
standard of living (Johnstone, 2001), which is supportedh®r studies (Brandt,
1996; Breakey, 1996). Without active interventions in thenfof community
participation and individual support, people with mental theptoblems who



move into private housing can find themselves excluded from the social network
(Hardiman & Segal, 2003). A Canadian study showed that pevatnsnental
health problems report lower levels of both social contaits meighbours and
general life satisfaction compared to other community ratsdaubry & Myner,
1996). People with mental health problems are vulnerablejifesrent and are
dependent on help from professionals (Johnstone, 2001).

McKeown and Clancy (1995) identified three main factors that contribute to the
stigmatisation of the mentally ill: the media, a lack of edonaabout mental
problems and fear. The impact of stigma on people with meraéthn@oblems
can lead to avoidance of social contacts.

A review of mental health nursing and community mental heedirk (Hedelin
et al., 2003) showed that mental health care in local commsiigtanaracterised
by working with people with mental health problems in their @snas well as
caring for and helping them in their daily lives. The tasksli®d in community
mental health work changed both structurally and in termsmteat with the
implementation of the new reforms. The work is now charactebgstress and a
heavy workload, which creates the need for support and g@@esneell as high
competence (Hedelin et al., 2003). Caring for people withahbealth problems
in their homes can make the professionals feel that they awelimj and cause
ethical problems that render clinical supervision necessary (Magnus3p, 20

2.4 Literature review: Social network and

social support interventions in community mental health care

A literature review was undertaken to describe previous mesea relation
to social networks and social support in community mental thezdre.
Electronic database searches were made for available artiokdsidn social
network interventions were used in community mental health Aaggstematic
literature review involves the identification, selection, critical analysis and
written description of existing information (Polit & BeclQ@b). In this search,
a careful examination of all aspects of the articles was cbedun order to
judge their merits, limitations, meaning and significance (Burns & Grove,
2005). The following online databases were searched for pubtisacademic
Search Elite (ASE), which has a multidisciplinary reseapgr@ach; CINAHL
(Cumulative Index of Nursing and Allied Health Literaty@)d EMBASE (the
Excerpta Medica database) with a broad health profile including public health
and psychiatry. The initial search terms wsoeial networksocial supporeind
psychosocial model§ hese were combined with the terswmmunity mental
health rehabilitation, psychiatry schizophreniaandoccupational Studies were
included if they met the following criteria: 1) written in Eistpi 2) containing
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data on social network and social support interventions in coritynmental
health care; and 3) peer reviewed. A large number of articles were identified
by means of a combination of the search words. A significant percentage was
excluded following examination, hence a total of 229 adiglere included for
further analysis. Of these, 20 articles from the period 1998ings@005 met
the inclusion criteria. The reason for using 1998 as a sggpbint was to obtain
the most up-to-date research, as this period is sufficiently long to allow reliable
conclusions to be drawn.

The analyses revealed that a spectrum of interventiongi@telgies were used
to help people with mental health problems improve their boetavorks. Four
categories were identified:

1) Peer support and volunteer partnershifere were two main groups in this
category. The first involved persons with psychiatric disabilities who worked

in community mental health teams or support programmes, ynaimhealth
care assistants. Such programmes help individuals with nfesath problems,
facilitate empowerment and improve motivation and sociggiration. An
‘after hours’ pre-crisis telephone service run by peers also provides mutual
social support and the opportunity to become involved. [&df-can lead to
strengthened social networks (Page, Lafreniere, & Out, 1988jnB3ki, 2001;
Fisk & Frey, 2002; Hardiman & Segal, 2003; Yuen & Fossey, 2003y @tal.,
2004).

The other group comprised volunteers who took part in differ@agrammes
aimed at promoting social integration among people with ah@ealth problems
in which healthy people worked together with people with l@mgs mental
health disorders. The articles reported increased sotiagtias and that having
someone to talk to was extremely important (Bradshaw, H&dd&oBradshaw,
1998; Davidson et al., 2001; Davidson et al., 2004).

2) Day-time activities and workThis category presents models such as the
‘Fountain-house’ and other clubs and groups, cooperative work places, and
different kinds of work placement. The conclusions were ttaupation is
important for meaning in life, social integration, tramiand work experience
and as a means to obtain an ordinary paid position (lrurita &iavii, 2001;
Kilian et al., 2001; Pilisuk, 2001; Fieldhouse, 2003; Hval8&gdosephsson,
2003).

3) Social network approaches in community based mental heakh This
category describes different types of interventions suclase Management,
Assertive Community Treatment, the Intensive Service Teatimel community
mental health service, and Open Dialogue, where social rietaval social



support were important tools and targets of the interventidresdifferent types
of intervention led to greater social opportunities andravgd the patient’s
social network (Becker et al., 1998; Stein et al., 1999; Seikkula et al., 2001a).

4) Independent living and learning programmes focusing on sskilés: This
category contains articles on the subject of living skills @ognes, social
skills training programmes as well as programmes aimed atasicly the
service user’s social network. The articles recommendedifgapnogrammes
and group activities for promoting social integration amoraplgewith mental
health problems. However, the majority of contacts tendied tath other service
users. One's own home was essential for self-esteem (Pr286fh,Hansson et
al., 2002; Angell, 2003).

In terms of methodology, nine of the articles used a quamétapproach. The
number of participants in the studies differed greatly. There @ight qualitative
studies, while three articles combined a qualitative anchatgative approach.
The number of participants was sufficient to provide satisfactory results. The
research design, which can be defined as the overall strategy for addressing a
research question, including methods for enhancing a stundgigrity (Polit &
Beck, 2004), was described and explained in different Wéygsqualitative studies
have a wide range of both data collection and analysis prazedinticles which
used a clearly defined qualitative analysis instrument provided a description of
the philosophy and methodological approach employed, as vealirgssources.
However, the arguments for employing the given analyticatqe®ses were
in most cases weak, something that detracts from the methodolagimat r
(Burns & Grove, 2005). The studies combining qualitative arahtitative data
collection and analysis methods lacked a description of the methods edchploy

The outcome measures in the studies with a quantitative appnroare

surprisingly similar. Most of the studies employed some of tbet mommon

instruments that have proved reliable in mental health rdspesects and other
studies on the life experience of individuals, thus fagititacomparison. The
strengths and weaknesses of the studies were stated in thesavaluation
took place from three months to three years after the staneadhtervention.

Eight of the studies compared groups or had a control group. The masioco
variables were network size, symptom reduction, social skeNglopment and
quality of life.

Overall, the qualitative studies had few tables or figures to provide an overview
of the theme and categories. Nevertheless, the heuristiamelewas clear, and
in most cases the reader was able to follow the intervention piNesestheless,
the integration of the findings into ordinary mental health work will require
several studies of the methods employed.
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In summary, the review showed that there has been much fesedhe area
of the deinstitutionalisation of people with mental heatdbfems and the value
of social integration. However, there is a gap in the liteeathich this study is
intended to fill.

This literature review did not provide a general picture ofriterventional and
working methods used for helping people with mental health gmmeblchieve
social integration. It seems that the published scientific articles in the English
language present quite a narrow picture of the above-mentispedta. There
are many community programmes, ranging from clubs and day sefoire
people suffering from functional disorders, to user assoasitimany of which
have never been described in peer reviewed articles, rora@fto in text books.
There are probably several interrelated reasons for thidaelgof experience
and knowledge of publishing scientific articles, the fact that professionals (social
workers, nurses and psychologists) working in this area prefez practice-
oriented papers, and that the academic and clinical realitydiaezgent.
There may also be difficulties in gaining acceptance in academic circles due
to unfamiliarity with the language employed. In a broad senséelieve that
this is due to differing paradigms. The review reveals that nbhiee studies
employed indirect methods, such as a social network map orsith&zgies to
enable professionals and clients to better understand the latter's sowiatin

A well-functioning social network and a feeling of socialdelship are vital
for well-being as well as necessary for preventing the rattimental health
problems (Kawachi & Bekman, 2001). Active participation in @aasituation,
for example, in a club or working environment, leads to a sertssmiging and
promotes group solidarity, cultural harmony, and opportesiior participating
in new groups and experiencing mutual support, where everyaps bach
other. This, in turn, often leads to a positive outlook andterfascovery from
mental health problems (Bengtsson-Tops, 2001; Hardiman & Segal, 2003)

However, reports suggest that the social integration gblpeeho suffer from
mental health problems has not been as successful as aetlgjpaisi, 2000).
People who have a supportive social network recover faster #oous illness
than those who have less social support (Sanderson, 2004%sizEhef the
network is significant: a larger network of people can provide a higher level of
activity and, hence, better opportunities for people wiglelpssis to improve their
ability to function (Evert et al., 2003). Employment is alsosidered important.
Groups that work together and meet after work have a positive influence on self-
activity and help to create a mutual bond (Howard et al., 2@if¢rent ways
of increasing social activity and expanding the social neta@ogkan important
means of mastering mental health problems and thus inageas@’s ability to
work (Eide & Rgysamb, 2002).



3 METHODOLOGY

The study had an explorative design (Polit & Beck, 2006) ierota achieve a
deeper understanding of the phenomenon of social integratipeople with
mental health problems and to develop the mental health gimiass insight
into this phenomenon by means of co-operative inquiry.

A hermeneutic synthesis approach (Hummelvoll & Barbosa da, Si8@d) is

used as a method of understanding the entirety. Therefore hdpsec begins
with a short description of the hermeneutic approach. Co-tiypeiaquiry is

described in the second part of the thesis and the approach usectiscdated
in this chapter.

The lives of people with mental health problems in the comiywas well as
the co-operative intervention were examined from an ethpb@raerspective.
This took the form of ethnographic research without fixed characteristics. In
this thesis, ethnography is understood as an adaptable practica&y and an
ongoing reflective process at all stages of the research process, which means it is
not possible to plan it wholly in advance (Hammersley & At&imsl996). The
research process was reflective, and choices had to be made to limit the scope. It
is therefore described in detail in order to enable the reaglietde the validity
of the results.

This study emphasizes the understanding of a person’s ligrierpes through
gualitative data and methods of analysis. The general chegticts of qualitative
research design are evident in this study: the methods used were flexible and
could be adjusted throughout the research process; the reseass intensely
involved for a long period of time, there was a strive to wtded the whole;
and different types of data collection strategies were @ragl (Polit & Beck,
2006). Qualitative research studies phenomena in theirat&iowvironment and
seeks to understand them through the meanings assigned toythaividuals
from their own perspectives and personal histories. It is miethiyddiverse in
its focus and has an interpretive and naturalistic closenelss tbject of study
(Hummelvoll, 1995; Silverman, 2006).
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3.1 A hermeneutic perspective

Hermeneutics uses the life experiences of people as a toetter bnderstanding
their social, cultural, political and historical context. Toeus is on the meaning
and interpretation of their world within their given contéxolit & Beck, 2006).
A hermeneutic approach seeks to understand the individualudtsieachuman
being and as an entity interacting with its surroundings (Helvoth & Barbosa da
Silva, 1994). Social interaction has often been discussed in the field of philosophy
(Svenaeus, 1999). Both Gadamer (1997) and Ricoeur (Kemp,w889engaged
in the understanding of others. There is a struggle in all huelationships
to be recognised by the other party. The intensity of this seuggies with
the individual's life situation. It can be a Master — Journaymelationship,
where one party holds power over the other, including the power to define the
appropriate worldview. On the other hand, it can be a dialécgtationship
in which two people meet on equal terms with the goal of uratedsig each
other (Gadamer, 1997). Meaningful aspects of GadameB3 ) Irspective on
human reflection, consciousness and understanding are wholeness, openness,
process and integration. Central to his hermeneutic philosspine idea that
understanding is always self-understanding, i.e. undeilis@ral one’s own
understanding.

There are several core concepts in the hermeneutic framem@fred that affect
the interpretation and understanding of the content. Inlk&d, the following
concepts are especially central: pre-understanding, theeneutic circle,
dialogue, meaning, interpretation and fusion of horizons.

Pre-understanding is especially valuable in hermeneutical rstadeing,
because a person cannot understand without already having sdenstanding.
Thus, pre-understanding gives direction to the search farstaohding. Without
understanding, no problem can exist and there would be nothsuggest where
the answer should be sought (Kvale, 1997; Odman, 2001). Bhis e sensitivity
towards texts that require an awareness of one’s own bizslaws the written
word to be understood in all its uniqueness and to assertntsrotih (Gadamer,
1997; Bégat, 2006).

A central aspect in hermeneutics is the hermeneutic circleial $§pdman,
2001). There is a dialectical movement between the whole angatt® and
between explanation, understanding and pre-understan@adatner, 1997;
Berggren & Severinsson, 2006). In this thesis, the hermerspital is a more
appropriate concept, because the process of understandingtergtdtation
creates a steadily increasing totality and precision itioaléo the developing
knowledge (Odman, 2001). Furthermore, reflection arises in the interaction
between experience and pre-understanding.



Dialogue with a text develops together with the culturejticacs and environment
which the text represents, but also with the researcher’s reflective capacities
(Odman, 2001). Understanding and meaning are mediatedythtbe dialogue
(Gadamer, 1997), an understanding that occurs not only &etpeople, but
between texts, works of art and other meaningful elements (Molande}, 2000

Meaning in hermeneutic philosophy is always contextually widget. It can
never be static, but changes and extends during the proagssva@mtime.
Meaning depends upon the history of its context and pre-uaddiat, as well
as the history of the person studying a phenomenon (Bégat, 2006).

Interpretation is always guided by a pre-understanding oh¢jiei-the-world”
and the readers must articulate their understanding framothia situation and
horizon. One cannot begin such an understanding from sc&#tehgeus, 1999).
Hermeneutic interpretation involves a systematic desonpf the text within
its own scope and context, and one of its strengths is thaniitpehe scholar
to respect and retain the perspective of the research particijfizerggren &
Severinsson, 2006).

Humans are historical beings and cannot free themselves frortiomadand
pre-understandings. Our horizons affect our meetings withr dithrézons. In
this context, horizon is something we look out from, the perisgeate have,
thus the horizon changes with our perspective. The goal si@nfaf horizons,
which allows the creation of new understanding (Gadam®@v, *allberg, 1999;
Eilertsen, 2000). However, fusion of horizons is not synomysmwith the same
understanding as that of the person who wrote the words ote (®2&enaeus,
1999). A distance which separates — and at the same time urti@szens
can be dynamic, which provides an understanding from our poinéw and
which encompasses our prejudgement (Gadamer, 1997). A wisleeptve is
necessary for understanding. In order to broaden one’'sonstipne must learn
to see beyond the immediate while still keeping it in mind.

The above-mentioned core concepts form a whole, each depamnutn the
others. In the same way, the different sub-studies in this tim@dis up a whole
which, when taken together, can contribute to deeper knowladd improved
practice.

3.2 An understanding of knowledge

Schon (1987) states that people know more than they canlaeijcwhich he
describes as ‘knowing-in action’. The more or less unarticulated practice arises

spontaneously and automatically in the course of daily worikhikiVhealth
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research, knowledge is sought in order to understand somethioh stands in
opposition to the concept of co-operative inquiry, wheresaeks knowledge-
in-action (Reason, 1988). Knowledge-in-action is dynarmaig the knowing
is in the action (Schon, 1987). Here, abductive reasoning emn#ie use of
empirical knowledge for formulating theory, which in turn\pdes a way back
to understanding a hidden, empirical pattern. This impliesradreeutic process
that leads to theory development (Alvesson & Skoldberg, 1994).

Molander (2000) describes a knowledge-optimistic stanaishin accordance
with co-operative inquiry: “There is nothing so good that itrez be improved
— a good thing may not be good enough, but it may be considegslisng as
there is no better alternative with which to replace it” (Mdiem 2000, p. 74
author’s translation).

The skilled practitioner’s knowing-in-action is characterised by reflection-in-
action: being open to reflection and making one’s own actions the source of
knowing-in-action (Schon, 1987). If one has too narrow a\aew can fail to see
the broader picture, but reflection-in-action can prevent this. Professional learning
develops through several steps, which Schon (1987) desahe) knowing
in action; ii) surprise; iii) reflection in action; iv) experimentation; v) reflection
on action; vi) new knowing in action. This means that throughmedge and
experience, the professional gains an understanding of hamtiqer should be
carried out and what its contexts are. Consider the case wpestessional has
new experiences which do not completely agree with his/herierpe-based
knowledge, something which stimulates reflection over his/her practice. The next
step after reflection is experimentation, which leads to reflection on practice and
further new knowledge. In these steps, the knowledge gmetlmust connect
with the professional’s own understanding and values. This reflexive process can
be promoted by good coaching and development of reflexive skills. According
to Schon (1987), this is a universal process and the steps emgagéless of
profession. The ability to act through these steps differentiates a reflexive and
developing professional from one whose development has stalled.

Reflected knowledge is the knowledge inherent in people’s actions. Through
reflection-in-action the professional develops a feeling for how he/she should actin
different situations and becomes more skilful both through reflection and action.
Thus, knowledge both originates and develops in actiord(5d987). Molander
(2000) criticises this view and states that in order to reflect, one needs distance
and the opportunity to think over the situation. This form mddedge is too
uncritical and fails to sufficiently problematise. Systematic criticism presupposes
something which can be questioned. Dialogue is central to tdlglisement and
maintenance of a common understanding and co-operatiera foundation of
human existence and can be seen as a basic model for knowledlppient,



due to the fact that the dynamic of knowledge and the dyndandi@logue are
similar (Schén, 1987; Molander, 2000).

3.3 Ethnography

An underlying assumption of ethnographers is that every hgnaoaip eventually
evolves a culture that guides the members’ view of the woddtlae way they
structure their experiences (Polit & Beck, 2006). Ethnolgyas essentially a
form of social research that includes some or all of the fatigwharacteristics:
an exploration of a social phenomenon, “unstructured”, dasamall number of
cases, and analysis that involves an interpretation of the ngeafrfiuman action
(Hammersley & Atkinson, 1996; Hodgson, 2000; Silvermang20Dhere is no
single unambiguous definition of ethnography. Rather, different descriptions
are used to refer to a group of closely-related methods for olgadmipirical
data (Hammersley & Atkinson, 1996; Silverman, 2006). Onéhefbases of
ethnography is in hermeneutics. Ethnography seeks to study dia world
as it naturally occurs. It is, therefore, important to maleerédsearcher's own
position in that social world clear. Hammerslay & Atkinso®9@) explain this
as reflexivity: we are a part of the social world we study, which means that the
researcher’s orientation is affected by his/her socio-histicstandpoint and the
values and interests that standpoint confers (Hammersl&ykigason, 1996).
Research is an active process, through which one describesritidboymeans
of one’s own observations and theoretical interpretations daflifeets studied.
The naturalistic perspective, which is an ethnographic petispeon social
science, emphasises that the researcher should adopt adeatiitrespect for
and belief in the distinctive character of the phenomenohersocial world in
focus (Hammersley & Atkinson, 1996). Different interprietas and actions in
the social world reflect various cultures or understandings of it, and in this way
people create different social worlds through their actions (Bluréég).1

Today, ethnography is used in a broad range of work and focusesimg thengs
in their context and understanding different ways of lifenfritie perspectives
of other people (Hodgson, 2000; Silverman, 2006). Ethnbgraqeans learning
from people, and the knowledge gained through empirical dataeisdied to
help the researcher to understand the participants by meamauwitial sharing
of experience (Hodgson, 2000). Ethnography tends to take & values
into consideration and implies influencing society, as in order to be of value,
its results must be of use to society (Hammersley & Atkinso@6)19n this
thesis, the knowledge gained from the participants in the first three sub-studies
(Papers I-11l) was used in dialogue-oriented teaching wigheim of developing
the community practice of mental health professionals alsasethared with
others in the form of published papers. An ethnographic approagraade an
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opportunity to understand the perspectives of people vétiiahhealth problems
and their neighbours and to discuss this knowledge in dialogerted teaching.
The sub-studies attempt to increase understanding of theepave of the group
under study in order to deepen understanding of what is haygpi@ra particular
as well as a wider social and historical context, in which khifgas considered
to involve an interlocking series of events (Silverman, 2006this study, an

ethnomethodologist perspectiwehich seeks to describe methods persons use

in doing social life”(Silverman, 2006, p. 100) is evident in the findings.

3.4 Co-operative inquiry

In the final sub-study (Paper 1V), a co-operative action research approach was
implemented, based on the knowledge of social networks amplatiten. Action
research has the potential to facilitate understandinghdflesd to, changes in
the field by means of a dialogue-oriented, co-operative approach (Hummelvoll

& Severinsson, 2005). Co-operative inquiry can play an itapbrrole in
assisting health care professionals to integrate theory aedrol in community
settings, as it includes not only practical aspects, but alscetfsopment and
integration of the knowledge or theory on which the actisasased (Reason,
1994, Hummelvoll & Severinsson, 2005). Empirical knowledge be further
developed by means of knowledge-in-action.

Lewin (1951) introduced social action research shortlyr afte Second World
War. A major theme in Lewin’s thinking was that theory anctiica can co-
exist in a fruitful symbiotic relationship. This generatedcea paradigm within
research and practice (Holter & Schwartz-Barcott, 1998nkis and McTaggart
(2000) describe social action research as a learning proteds ean lead to
changes in what people do and how they interact with othdrsamiety, in their
opinions and values, and in discussions of how they unddrstach act in the
world.

All ethnographic research exerts an influence on what it studies by the mere act
of asking questions, and the response one receives reflects that influence. As a
result, most scientific research projects have an element of action. Research, or at
least its consequences, cannot be value-neutral. Actionechssaon the whole,
a powerful research tool, as it provides direct access to ¢aeohinvestigation
(Coghlan & Casey, 2000).

The loyalty in social action research relates to the actiotheperson(s) involved
in it. Social action presupposes that something will be imprdvesia feedback
process, in which practical action and knowledge acquisitbowf from and

contribute to each other, leading to an alternating pattettmeory and action:



the movement from theory to action provides insight and fieeafcaction that
can result in opportunities for further action. The wellskndNorwegian social
action researcher, Mathiesen (1973), describes sociahaesearch as a moral
field in which choices must constantly be made. However, social action research

is not simply and inherently moral or right, even if the researts faced with
moral choices.

There are three distinct traditions within co-operativeuing (Starrin &
Lundberg, 2001): i) the pragmatic tradition, which focusep@uople who can
affect the changes which develop, ii) the ideological anitigadltradition, which
is more radical and seeks change in societal structures, digpiecthe third
world where poverty is rife, and iii) the feminist traditiorhioh has a separate
scientific perspective and emphasises the hierarchy and structures in society that
contribute to controlling research and the development of knowledge.

In this sub-study (Paper 1V), the focus is on the pragmatic tvaditiccording
to the English social scientist Reason (1988), co-operatigairy is based
upon three inter-related aspects: i) Participation and itoksbwledge, where
the former is by implication complex and comprehensive. Cehgprsion
must be understood as the meaning of the whole for the indivihrts, while
participation involves empathy, whichin turn brings respalitsithen focusing
on the whole, theoretical knowledge is not separated from praattah and
experience, and the understanding is both descriptive atehsatic. ii) Critical
subjectivity implies uniting objectivity and subjectivity bur consciousness.
Personal experience is put to conscious use in the researcissprand it is
clearly understood that the individual sees the world as histhe world as
opposed to the world in general; emphasis is therefore placeddanidual
experiences and perspectives. iii) Knowledge in actiori@sphat knowledge
is created for and through action, rather than for and through reflection. In other
words, it focuses on the fact that practical knowledge is mganiand can lead
to the development of new practice (Hummelvoll, 2006).

An important characteristic of social action research is thet ¢arried out
in co-operation with those who experience the phenomenomeerco-
researchers). An attempt is made to find solutions to practical problems in order
to create new general knowledge (Coghlan & Casey, 2000)itidreed research
seeks knowledge for understanding, while in co-operatigaitiy the goal is
knowledge for action. This results in an entirely differdatttom up” approach,
where local relationships and priorities are fundamentahiielvoll, 2006).
It is the researcher’s attitude that characterises the way chwihé research
process develops, i.e., how power is distributed in the préjessibly the most
significant difference between co-operative inquiry and traditional research is
who defines the research problem(s) and how they deal with them. The methods

39



40

employed are often similar to those used in traditional relsedids type of
research is characterised by reflexivity, flexibility and procedural, as opposed
to the traditional linear process (Coghlan & Casey, 2000; rHeivoll, 2003).
However, this also presents special challenges for the rbseass the co-
researchers play an active part in planning the project, imldte collection
and often in the data analysis, as well as in the presentétioa @sults. Thus,
the researcher does not have absolute control over the deeelopfrthe new
knowledge (Starrin & Lundberg, 2001).

In co-operative inquiry, working in four phases is essentiaaéguiring good
results. These phases should ideally proceed in a spiral, prioidhices continual
improvement in practice. The methods can continue to be useel wothplace
after completion of the research process and projects. Apshvidescribed,
this intervention study was a part of a larger co-operativarynguoject carried
out in collaboration with two municipalities and Hedmark W@nsity College,
Norway. The first two phases were characterised by co-operative inquiry
involving all the participants. In this thesis, the main focusipltases 3 and 4.
The following is a brief overview of the phases, with referéncdummelvoll
(2003, 2006) and Reason (1994):

Phase 1. Reaching agreement about goals and metfdds.researcher and
co-researchers agree on an area of inquiry, and identify sutiz fesearch
propositions by exploring several aspects of their experjem@greeing to test
the practical application of certain methods, skills or apprescThey reach
agreement about the goals and what sub-projects should takeiplacer to
achieve them.

Phase 2: Putting ideas and procedures into practitee researcher and co-
researchers implement the agreed actions and observe ardltrezoutcomes

of their own and each other’s activities. The consequeticess this procedure

in everyday practice are discussed. It is important to retaiagpects which

function well. In this phase, it is also decided how to carryleitb-operative

inquiry. It is essential to clarify the overall principles aaiiohs of the workplace

in a written report.

Phase 3: A deepening of practicehis full immersion stage is decisive for the
entire research process, as such daily practice can developesgeto what
is going on the part of both the researchers and the co-resesarid their
environment. This openness can contribute to a bracketingasfh®iiefs and
preconceptions and to seeing the experience in a new lightdidlogue-based
teaching proved to be a valuable tool, as it is a reflexive process that allows the
participants to study their work, gain new experiences and genelw ideas. In
this way a feeling of mutual support develops between the carobses, whose



feedback in the form of reports and summaries of the focus gnéenviews
contributes to the process, as do reports from the other participants.

Phase 4: Review, revision, and possible consolidatifter an appropriate period
of work on phases two and three, the researcher and co-reseasthened to
reflect upon their original research propositions and assumptions in light of their
experience, in order to reformulate or reject them and aumpthypotheses.
They also improve and develop their research procedure asia nfeaore fully
recording their experiences. At this time it is decided hovntieevention will be
continued in the future. Evaluation of the tested ideas attads can be made
using various methods, such as narratives, focus group eey,viound-table
discussions and seminars. These methods can be used to critcatipise
the practice, and the researcher and co-researchersigegldblsummarise the
interventions and co-operation. The documentation of dheperative inquiry
is published in the form of reports and scientific articles.

There were two areas of knowledge development in the résemocess:
dialogue-based teaching and focus groups (Paper IV). The roalnofythe
dialogue-based teaching was to facilitate the articulaifgoractical and tacit
knowledge. Articulation of different experiences in theugrdacilitates and
stimulates in-depth-reflection (Reason, 1994). When employing a co-operative
research approach, the strength of the focus group method igoibréwopties it
provides for deepening the discussion and reflection on the themes focused upon
(Hummelvoll & Severinsson, 2005). (The focus groups are ibestin more
detail in section 3.6.2.)

A basic feature of this form of dialogue based co-operatigeiiy is learning
through reflection with other co-researchers in order to further develop
knowledge. The pedagogical intention is that dialogue-bassching should
enhance opportunities for knowledge development and, Bierswtic use
of reflection, release, transform and verbalize it so that it can be shared
(Hummelvoll & Severinsson, 2005). The relationship betwherto-researchers
should be characterised by reciprocity, negotiation andngiless to share the
knowledge (Lax & Galvin, 2002). In community mental healtrkythe process
of participation, collaboration and development cannot beewetli without
good communication and inter-professional collaboratiore ®ay of creating
relationships and promoting collaboration between diffepesfessional groups
is through dialogue-based teaching.

In this part of the research, 27 health care professionals arad wockers (15
from the urban and 12 from the rural community) took part in am lomg
dialogue-based teaching intervention once a month oveothiseof 18 months
(2004-2005), which totalled 21 sessions (Paper IV). Théeobwof the sessions
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included several methods that are usually implemented wheglogeng a
social network, such as social integration and support progesmeocial
network mapping, social networking with family and friends, oekwneetings,
development of meeting places, use of day-centres, work ptetentubs and
community recreation programmes. In order to concentrateelielopment of
knowledge, ten of the professionals were invited to take part in a ‘core group’,
where they had the opportunity to receive closer follow-up dxecourse of one
year. In this way, there was a greater opportunity for theggaatits to deepen
their knowledge.

3.5 Participants
The participants in each sub-study (Papers I-1V) were recrintegpendently,
and each sub-study was conducted separately.

3.5.1 Paper |

Neighbourhoods in five different areas in eastern Norway, in which group homes
for people with mental health problems are located, particpatdis sub-study.
In each neighbourhood, four to five randomly selected neighbours were asked by
letter if they were willing to be interviewed. The 19 neighisqd0 women and 9
men) who agreed to participate were aged between 30 and 57. Watttéption
of one participant, all were either married or co-habiting, Ehthad children
between the ages of 4 and 12 years.

The participants lived in detached houses or houses divided into a few flats, and
all but one were owner occupiers. Five of the informants woinkaddustry
or sales, five in banking or public administration, and five in health or social
work. Three were retired. The group was, for the most part, homageme
terms of age and number of children. This may be due to the &adiih of the
municipalities were newly developed areas. The municigslitave usually opted
to build housing for people with mental health problems innany residential
areas. The interviews were conducted six to eight yearslaétestablishment of
the group homes. The researcher was not acquainted with dwyiofdrmants
prior to the interviews.

3.5.2 Paper I

In the sub-study exploring how people with mental health problexperience
living in their own apartment, the participants were recrditem three different
day-care centres for people with mental health problems ikdketern part of
Norway. They were initially invited to participate by lettdteawhich the time
and place for the focus group interviews were decided oveglghbne. Twelve
people (nine men and three women) participated in the studyinf@ach focus



group. Their ages ranged from 24 to 72 years, with a mean age of 42 years.

All of the participants lived on a disability pension as a resfuthental health
problems. Ten of them had spent several years in psychiastitutions, as
well as having had many years of contact with the mentaltheathmunity
services. Though several previously had mental health pnsbléth psychosis,
none of the participants were psychotic at the time of the fpougp interviews.
They had lived in individual accommodation for two to seveargeSix of the
participants lived in group homes (i.e. four or five apartments in the same house
with or without support staff) and six lived in ordinary apagits. A day centre
was available to the participants as a place for meeting and activities.

3.5.3 Paper Il

This sub-study explored the ability of people with mental hgaitlems to
integrate socially into a community. Three focus groups wenepstt obtain a
cross-section of the participants’ experiences. Two groups cameafmairban
community, one of which was recruited from the local division of ‘Mental Helse,’
Norway’s largest user organization, and the other from amatigidoals who
were registered as users of mental health services in theipalityc The third
group was formed in a rural community and the participants tedrboth from
‘Mental Helse’ and among users of the mental health services.

The inclusion criteria were as follows: the participants kEhiphave or previously
had a mental health problem, ii) have been admitted to a psyichiospital, iii)
be resident in one of the two counties in central Norway ichvtiie study took
place.

Seventeen people, three men and 14 women aged between 25 arith 3/ (
mean age of 43 years), participated. Sixteen lived alone aner&dinvreceipt
of a disability pension. Eight of the informants had had a rhédhtass with
psychosis, and nine suffered from anxiety, depression andnpditgalisorders.
Three informants had no contact with mental health servicée dime of the
focus group interviews.

3.5.4 Paper IV

In this sub-study, a qualitative co-operative action resegpphoach, based
on knowledge of social network and integration, was impleetemd two
municipalities. A total of 22 persons participated in the famasip interviews,
and their ages ranged from 32 to 53 years. In the urban muricifd#12),
nine of the participants were registered psychiatric nursgsissistant nurses,
and three were social workers. They worked either with clientse home or
at the cultural centre. Of the participants in the rural mpaiity (N=10), six
were registered nurses or assistant nurses, and four were omtaipherapists
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or social workers. They mainly worked with older people ordehi but also
had experience of people with mental health problems. Twaciparits cared
exclusively for people with mental health problems.

3.6 Data collection methods
There were two main methods of data collection; individuaénegnded
interviews and focus group interviews, which will be described separately

3.6.1 Individual interviews

In the first sub-study (Paper I), a qualitative research interview was conducted,
such as that described by Kvale (1997), with neighbours apdromes for people
with mental health problems. An interview is a form of seleréegBurns &
Grove, 2005) as well as a flexible way of obtaining information and can allow the
researcher to explore greater depths of meaning than cahibeestwith other
techniques. An individual interview must be understood fileenperspective of
the context in which it takes place. In the interview, theaneseer tried to gain
an understanding of the way he/she used him/herself as a toehngidyed
physical and emotional methods aimed at generating undéirsgari his can
enable unigue access to the participant’s life world (Kvale, 1997).

In this sub-study (Paper 1), the time and place for the intepweas decided by
phone after receipt of written declarations of informedseaih The participants
were interviewed individually in their homes, with the gxt@an of one interview,
which took place in a café. The interviews, which were rechrdsted between
40 and 100 minutes. An interview guide (Appendix |) was ugdtdresearcher,
which, in addition to demographic details, contained eighheended questions
related to experiences of living in the vicinity of a group hdongoeople with
mental health problems.

3.6.2 Focus group and multistage focus group interviews

Focus group interviews were the method of data collection éetbirthe studies
(Papers Il, 1l and 1V). This form of data collection has madyamtages when
gathering information from a more or less homogeneous groupopiepeA
focus group interview is a planned discussion among a group ofepeonh
subject chosen by the researcher. The ideal group size is six tiné&ghitants
(Morgan, 1997; Tillgren & Wallin, 1999; Hummelvoll & Sevesson, 2005), as
it minimises the interviewer’s influence on the data and makes the reflection of
social reality more accurate compared to other methods (Mot§am; Madriz,
2000). Kitzinger (1994, p. 103) defines focus groups as follows: “Focus groups
are group discussions organised to explore a specific set of issues... the group is
focused in the sense that it involves some kind of collective activity”.



The reason for using the focus group interview method was thagrbup
process can help the participants to express and clarify thais @b view in
a way that might not be possible in a one-to-one interviewgfigp members
were encouraged to reflect, develop their own views and discuss statements.
Spontaneous and emotionally-laden comments often emékyade, 1997).
In this way, the focus group interviews brought to light dimersiand
understandings that would have been difficult to capture using other methods
(Kizinger, 1995). One of the main challenges in a focus growgpview is the
creation of proper conditions for a favourable group dynami¢halparticipants
must feel that they are part of the discussion and that they canrage one
another in a creative way. Group interaction is important foa dallection
and was taken into consideration both during the focus graepview and
in the analysis (Reed & Payton, 1997). When the group dynamdidaad
well, the conversation took new and unexpected directiizénger, 1995). The
advantage of focus group interviews is that they break down yinenaetry of
interaction which can dominate individual interviews (Msioaich & Dehlholm-
Lambertsen, 1997). The situation tends to correspond t@atbeahdevelopment
of knowledge, by means of mutual influence and group interaction (Kizinger,
1995).

In sub-study Il (Paper Il), one interview took place in eachhef day-care
centres, i.e. a total of three focus-group interviews withr foarticipants in
each group. The discussion was facilitated by a “moderata”atithor of this
thesis). An observer (co-moderator) was also present, whortosiesl on group
dynamics and supported the moderator (Maunsbach & Dehlbainbertsen,
1997). During and on completion of the interview, the opisierpressed were
summarised to ensure that the informants had been understigedtly. On
several occasions, this led to the inclusion of new element® dinel viewpoints
expressed in the discussion becoming more nuanced. Easlgi@typ interview
lasted for about 90 minutes and was recorded.

In multistage focus groups, the same group meets several times mtmrde
stimulate a deeper process. The participants become bettegirdaequand
develop more confidence in each other, which makes it easier for them to share
stories and experiences. New viewpoints develop over t@me,the group’s
internal life becomes richer (Morgan, 1997; Thornton, 2a8@mmelvoll,
2007b). It is possible to investigate the common understamdit@pics. This

is a reflection of the process in a co-operative research inquiry (Hummelvoll &
Severinsson, 2005). THeromotive and preventive mental health work in the
local community projeds a good example of this form of knowledge generation
(Holte & Hummelvoll, 2004; Beston, et al., 2007).
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During sub-study Il (Paper I111), two of the focus groups met on émeasions,
while the third had three meetings, which took place at inteof@pproximately
four weeks. There were five to six participants in each group. The reason for the
four meetings in two of the groups was that on one occasion ondgygargcipants
took part in the focus group session. Eleven focus group interviesstook
place, each of which lasted for approximately two hours, Whiéhresearcher
acting as moderator. A co-moderator participated as an obsargdacilitator
at each of the eleven sessions. The co-moderators were al imesth nurse,
a professional attached to the municipal cultural depaitieweth a researcher
involved in the main project. Although none of the observeddiad professional
contact with any of the focus group participants, they were timless familiar
to most of the participants. The focus-group interviews were audio-taped.

In sub-study IV (Paper V), there were three focus-group irgeuviin each
municipality (at the beginning, middle and end of the diadelgased teaching).
Each group contained six to nine members, thus a total of 22ysqrarticipated
in the six focus-group interviews. Continuity was achievethleyfact that half
of the participants were present for at least two of the timteeviews, which
lasted for 90-120 minutes. After each focus-group intervibe,content was
transcribed and the texts condensed. Additionally, an sisalyas made prior to
the second and third focus-group interviews. The summary afdient was
presented to the participants at the next focus group intennevirey were
asked to clarify their statements, which sometimes led todiswssions. The
second interview focused on topics that arose in the first. In the final session, a
form of round-table discussion served to conclude the inteorenthe collected
material from the multistage focus group interviews formed tlsésfar the
entire analysis. This type of multistage focus group was usefubi@ining
new information from the participants, in order to facilitabenprehension of
the meaning they attributed to and their understanding anception of the
situations discussed. It also provided understanding in the form of an ‘inside
view’ of what was significant.

3.7 Data analysis methods

A Grounded Theory method was used in the analysis (Glaser & §tiH6Y;
Starrin, Bengt & Renck, 1996) carried out in Papers | and lli@tive content
analysis was employed in the last two studies (Papers Il and 1V).

3.7.1 Grounded Theory

The use of and interest in Grounded Theory as a method of analysigtown
in different areas such as pedagogy and public health resaatthspecially in
nursing research (Polit & Beck, 2006). Grounded Theory is dinkesymbolic



interactionism, which focuses on the manner in which people manse of
social interactions (Polit & Beck, 2006) as well as on an influential approach to
methodology in ethnographic work (Silverman, 2006). Groundwebily implies
the systematic collection and interpretation of, as well as reflection on, data for
the purpose of a theoretical construction of social processésasuateraction
between people in neighbourhoods (Papers | and Il) (GlaserausStr 1967;
Charmaz, 1994; Willumsen, 2006). The sampling of particigartshe collection
and analysis of data are recursive processes (Polit & Beck) géoérated from
and grounded in the data, where it seeks to understand the isebjeeaning of
people’s own realities (Hallberg, 2002; Magnusson, 200 &deck, 2006).
The concurrent work, involving question, data collectiadicg and additional
meetings with new informants until saturation, is reached guerto this method
and at the same time its strength. This method is described bin $1801) as
constant comparison. Saturation in this context means thagwmanformation
was gained from further data collection and analysis (Hartman, 2001).

In Papers | and Il, the interviews were tape recorded. Afteimttial interview
occasion, the first open coding was carried out and the interview guide amended
for the next set of interviews. The focus group interviews tdakepafter the
interviews with the neighbours, in order to make use of tlwvladge gained
in the analysis of the data from the neighbours. The analysisgsdallowed
the steps described below. In this way, the researcher wasasénta close
perspective on the collected data and the analysis processa erspective is
necessary for strengthening the validity of the results.

The analysis followed three phases (Glaser & Strauss, 19@Bekn 2002):
i) open codingin which the researcher looks for key concepts in the gaatics
story. These concepts (substantive codes) are labels thanglierthe content
of data. After saturation, the researcher proceeds to thehaseii) selective
coding concentrates on those categories that are relevant to théviercore
category, which emerges during this phase. The categoriesréed and an
attempt is made, by means of further data collection, to discetich are
important and to describe their characteristigstheoretical coding where a
tentative core category is developed and a model construxtéidstrate the
theoretical framework. The core category and the other findings are compared
with the interviews and some adjustment may be necessary.

Theoretical sensitivity was used during the analytic procelss. résearcher
keeps theory-building in mind and is sensitive to the datadardo focus on
its theory-building potential (Glaser & Strauss, 1967;|Wilsen, 2006). Memos
containing ideas, questions and assumptions, was used ¢ateegtent during
the analytic process (cf. Hallberg, 2002).
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3.7.2 Qualitative content analysis

The analysis of the text in sub-studies Il and IV (Papers IlIIghdollowed
gualitative content analysis methods (Denzin & Lincoln, 1998ntent analysis
is designed to classify the meaning of a text into a few catsgbaised on their
theoretical importance (Burns & Grove, 2005). It is a step-&y-stpproach
that analyses an empirical text in a methodologically contratledner so as to
clearly present that which is central to the content (Mayring, 2000).

The analysis was inspired by Denzin & Lincoln (1998) and Graine &
Lundman (2004). As a result, all of the focus group interviearewistened to
and read several times to obtain an overview. Meaning units were identified, such
as“words, sentences and paragraphs containing aspects relatedcto @her
through their content and contexGraneheim & Lundman, 2004, p. 106). The
meaning units were labelled, and statements from the focus grmugiews
were systematised by grouping together those that belonged tomikareaning
units. Categories and sub-categories were identified and named. The content in
each of the categories was then clarified. This process of condensing is termed
abstraction (Graneheim & Lundman, 2004). The categories wadigated
against the transcribed interviews. Finally, the main themdecategories, sub-
categories and codes developed in the analysis on the badia bbdaall three
focus groups were summarised.

The process of analysis involves constantly moving back atid between the
whole and the parts of the text. The analysis focused on twaetitféevels
of interpretation; explicit and latent underlying contefihe categories were
intended to be internally and externally heterogeneous ¢Bedm & Lundman,
2004).

3.8 Methodological considerations

As in all research, the central question in qualitative rebeia which criteria
to use for assessing the ‘truth value’. Internal validity presupposes a systematic
collection of data over the entire research period (HumrnheR@03). Common
criteria for establishing the trustworthiness of qualitatiata are discussed in Polit
and Beck (2004): credibility, transferability, dependability, and confirmability.

In the following, these criteria are described and discusseelation to the
different sub-studies in this thesis.

3.8.1 Credibility and transferability

The credibility of the findings is dependent on the information about the research
process presented by the researcher, his/her role and the atguwsed for
making and “defending knowledge claims” when choosing betweenpeting



interpretations (Willumsen, 2006). Prolonged engagement is riangofor
building trust and rapport with informants, for in-deptrderstanding of the
culture and testing for misinformation (Polit & Beck, 2004)this study, the
researchers and co-researchers had long-term experience in the field. Credibility
also involves persistent observations (Polit & Beck, 2008)¢hwin this study
concerned different perspectives of the social integratigpeople with mental
health problems living in the community.

Triangulation can also enhance credibility (Polit & BeclQ4£0Methodological
triangulation was used in this study in the form of within-metizhgulation
(Burns & Grove, 2005). Social integration and social netwogkgwtudied multi-
dimensionally by means of various data collection toolsnaeithods of analysis
(Papers I, 1l and Ill). This provided the opportunity to study phenomenon
ethnographically from several perspectives. The data oetleict this study
have two main perspectives: a neighbour (Paper |) and aeseisac perspective
(Papers Il and 111), thus making it possible to study the sottegration of people
with mental health problems from several angles and allowingifingulation,
which strengthens validity.

Peer debriefing can help establish credibility and provides external checks
at different stages of the inquiry (Polit & Beck, 2004). Pap@#V) have
been presented to peers on several occasions, such as deetonr@rs and
workshops. The presentation of the findings to people with mental health
problems and psychiatric nurses has also been importanth@nacomments
have enhanced the credibility of the findings. In the co-operative inquiry, two
forums were significant for peer debriefing. One is the project forum, where
colleagues presented and discussed their research with eachhathédelping
to maintain direction. The other was a reference group comgssirvice users,
the community mental health service and institutions andeseptatives of
the county authority. Critical questions and calls for exgdian were valuable
throughout the research process. Communicative validity wss exisured
through discussions of published and unpublished reports witlotressearchers
and the research group.

According to Silverman (2006), sampling strategies magcathe data available
for analysis. The study comprised 19 participants from the neighbods
in Paper I, 12 and 17 people with mental health problems inr®#pand |11
respectively and 22 professionals in Paper IV. In qualéatiquiry, the focus
is on events and incidents, and the samples are appropriéte fmedibility of
the study.

InPapers|-1ll, the data originated from a small geograparealof eastern Norway,
which can be considered a weakness. However, the fact tinathieoindividual
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and the focus group interviews were held in rural and urbas aremgthens the
validity of the study. In the sub-study concerning the neigtiimmds of group

homes (Paper 1), the population had a fairly similar so@ek@round (middle-

class home owners, with children attending the neighbodrkobool). Strong
homogeneity in terms of background and social class witkinélghbourhoods
could have had a negative impact on their acceptance of the growgp hhere

was, however, consensus among informants in the same neigbbd, which

further confirms the validity.

Because the interviews with people with mental health probleems group
rather than one-to-one interviews and conducted in thdigaranvironment of
the psychiatric day-care centres (Papers Il and Ill), it camsbamed that the
participants felt safe and free to voice their opinions. feuntiore, the participants
elaborated on each other's commentaries, thus bringingoporens to the fore,
which is yet another strength of the study. A further strengtieisiide range of
ages and psychological problems present among the participanesakness of
this study (Paper 1) is the fact that most of the participants &idehe psychiatric
day-care centres or the “Mental Helse” organisation, which geoMihem with a
meeting place for social contacts, thus influencing their views on the immediate
environment. Multistage focus groups (Papers Il and V) servetréagthen
validity due to the summarising of the preceding focus groupsksan and
feedback from the participants. This inter-subjective vabaatrovided an
opportunity to elaborate on specific topics that required clarification. Some of
the participants knew each other, which reduced tension and facilitated the flow
of conversation. Face validity was enhanced by comparingeeetall groups
(Svensson, 1996).

The interaction among the group members in a group intervieatistiweduces
the interviewer’s control and can produce a somewhat chaotodiag, making
it difficult to systematically hear or analyse (Kvale, 1997). Therefore, in this
study, the focus groups were instructed about how to increastatltg of the
recording. Further difficulties are obtaining an idea of the frequency of a problem
and preserving the anonymity of the informants. In additioare is a risk that
one or more participants in each group will dominate the diseussithat the
viewpoints of other informants cannot be heard (Magnuss@3) ZDhis risk was
taken into consideration in the present study. It is impottaitthe moderator
has training in group interviews or working with groups, as wasc#se in
this study. The preliminary analysis and transcription of thénal acquired
from the multistage focus groups are read through and commentedtbe b
observers, which contributes to validating the results. &hethat the group
members comment on each other’s experiences and stateatsmiscreases
generalisability. In the present study, the experiences and erpressed were
for the most part present in all three groups, which increaseslidéyof the



findings. Member checks (Polit & Beck, 2004) were an important part of the
process in all of the focus groups.

Transferability refers to the extent to which the findings from the data can be
transferred to other settings or groups as well as to the conaggatefalisation
(Polit & Beck, 2004). Due to the small sample, it would be pnapriate to
claim generalisability. The purpose of this study was not to eet@mpirically
generalisable data, but to increase knowledge of the so@glation of people
with mental health problems and to develop that knowledgdduiby means
of co-operative inquiry in two municipalities. Thick degtion refers to a
rich description of the research during the whole procesg @8&eck, 2004).
Hopefully the description of the research in the present stiltigllow readers
to judge the degree of transferability of the findings to other settings. The sample
was extended to include additional cases, in order to expaiatdimain relevant
settings in relation to the early findings and emergent theory.

The transferability was tested through lectures and discisssiomeetings with
mental health personnel, service users and research cobeagdeat congresses,
mostly held within the Nordic countries. The face validityttedse discussions
strengthens the findings.

3.8.2 Confirmability and dependability

Confirmability refers to the objectivity or neutrality of the data (Polit & Beck,
2004). The ‘audit trail’ of this study was strengthened via the systematic
collection of documentation from the findings and the analysis process, which
was then presented to supervisors and colleagues. The writingr@sentation
of reports containing detailed documentation of the process and the findings to
the participants, co-researchers and within the research gemipereases the
trustworthiness of the study. The information was groundegénts rather than
the researcher’s personal constructions.

Dependability refers to a process that is systematic, logichldanumented
(Polit & Beck, 2004). An inquiry audit was performed at diéfetrstages of this
study. An attempt was made to strengthen validity throughrtjegbs research
forum, where the research design and results were discussedesearch plan
was evaluated before the start of the sub-projects and it s@salutinised by
the reference group during the process. The dialogue-baséihgepmject was
frequently discussed in the research forum and at other mesefitiys project

group. Feedback was obtained during the process at half yeaidys in the

municipalities as well as in reports on the project.

Grounded Theory (Papers | and Il) seeks to inductively genaemt theories.
Generating a theory from data means that most hypotheses eeptsonot
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only come from the data, but are systematically developedlatiore to the
data during the course of the research (Glaser & Strausg, Fa@dings should
be validated at regular intervals during the entire procegmping back to the
empirical data and comparing the analysed results with tiggnakitext. The
concept of saturation is unique to Grounded Theory and sheemgithe method.
Theoretical saturation indicates that no additional datagenbat can be used
to further develop the properties of the category (Glaser &S, 1967). It is
difficult to know the precise point of saturation, although the face validity of the
statements from the participants and other people with mesa#thiproblems
indicates that saturation was reached in this study.

Qualitative research based on focus group interviews requinderstanding
and co-operation between the researcher and the particigantdat the
texts are mutually understood and evaluated. However,taleays involves
multiple meanings and can be seen as interaction between thecheseand
the participants, an act of communication. Qualitative corgralysis (Papers
Il and IV) focuses on the subject and context, emphasisesratiffes and
similarities within codes and categories and includes bothfesarand latent
content (Graneheim & Lundman, 2004).

The final sub-study, which employed co-operative inquiry, provided some
challenges from a methodological point of view (Paper IV). Bogwoup
interviews were planned to take place on three occasionsgdtiié research
process in order to evaluate whether the intervention had kaytchange. The
first was conducted during the initial period of the intervention, the second about
halfway through the process and the third when the dialogsedlieaching was
completed. The group that took part in the focus group interviewsheasame
as the one that participated in the dialogue-based teachohg@st of the focus
group participants took part in at least two of these interviews. ddmtinuity
also served to strengthen the dependability of the findings.

One problem regarding confirmability is the fact that the dialogue-based teaching
(Paper IV) was changed to a credit-earning course, whido lactore group of
participants who were always present and others who atteesedréquently.
Another weakness of the study is that the same researchedditeatesearch
plan, carried out the intervention and undertook the evatuailn order to
minimise that effect, one co-moderator, who did not partieipathe dialogue-
based teaching, also provided assistance with the analysisidins to be seen
whether positive feedback was given merely to please the reegascwhether
the changes were genuine. However, the results contairtbdpbsitive and
negative feedback, which tends to indicate truthfulness.



Co-operative inquiry can claim to be a valid research apprdaetause it
rests on a collaborative encounter with experien¢Reason, 1994, p. 327).
In this study, it can be described by means of three fad®arsicipatory and
holistic knowingmeans moving away from the distance and separateness of
objectivity. This paradigm was chosen, due to the fact that s @ancepts:
wholeness, complexity and participation, are valuable. \Wleske requires
participation. One cannot truly conceive the structure of evteds, unless one
accepts that its meaning implies the involvement of all pautst as wholeness
implies participation, participation in turn meaesipathy(understood as an
almost complete identification with the subject in question) — and empathy
implies responsibility. Complexity only becomes visibleotigh participation
in the system. In other words, being a part of the system atioeido see the
complexity inherent in the whole (Reason, 1994; HummehadalD3). Critical
subjectivityis, according to Reason (1998), a quality of one’s consoamssthat
helps to overcome the split between objectivity and subjgctivhis means that
one neither suppresses primary, naive subjective experjeraeslows oneself
to be overwhelmed or ruled by them. Instead, the experiencenisciously
focused upon as part of the research process. The validity eféheation of
this co-operative inquiry rests on self-awareness and thardisating, critical
and informed judgement of the participants (Hummelvoll & Segson, 2005).
Critical awareness means the realisation that each one of sishseeorld as
his/her world — and not ake world. Consequently, individual experiences are
emphasised.

Knowledge in actiommplies that knowledge is createdandfor action — rather
thanin andfor reflection. Therefore, co-operative inquiry, education and social
action can be integrated in the research process. ReasonHl@&&8jhat valid
inquiry is based on a high degree of self-knowledge, self-reflection and co-
operative criticism.

Professionals, service users and researchers all collaboratéds iresearch
strategy in order to create knowledge of relevance to peactll the participants
are both co-researchers and co-subjects (Hummelvoll, 2008yder for the
project to be successful, all participants should have an stadeling of the
field, as well as of the basic values that should guide practice, to which it is
hoped that the research will contribute (Holte & Hummehaflp4). Traditional
public health research seeks to create knowledge for the sakéafstanding,
while co-operative inquiry seeks to develop knowledge foorclt is therefore
important how the research problem is formulated and by whomelass for
whom the results are intended (Hummelvoll, 2006). The reseaneeds to be
aware of the strengths and limits of pre-understanding iardoduse his/her
experiential knowledge to reframe his/her understandinigeo$ituations under
study (Coghlan & Casey, 2000).
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In this project (Paper 1V), the strengthening of the validitg guality within
the focus groups was ensured by inviting the participants toamhdomment
on the analysis as well as to document the generated knowtbdgeacting as
an ‘advanced secretary’ (cf. Hummelvoll & Severinsson, 2005). However, there
are some limitations related to the size of the sample andipation, since the
number of participants varied. The project took place over eaméed period of
time and required commitment from both project leaders andipartts. This
study was part of a larger project in which dialogue-baseditepftrmed the
principal research approach. It is possible that participatindl pads of the
project simultaneously proved too time-consuming for theigigants. In spite
of these limitations, the participants experienced the newledge as relevant
for the solution of their current problems (Paper 1V).

3.9 Ethical considerations

All transcripts and data were rendered anonymous. Theipartis were assured
that their anonymity and confidentiality would be protected: no information that
could identify them or their place of residence was included in the final report,
only their gender and age. None of the participants withdrewttierstudy. The
Helsinki Declaration guidelines were respected (World ivBddAssociation,
2002) as well as the guidelines pertaining to reduced capadfiye consent in
health research (The National Committee for Medical Res&ithits, 2005) and
the ethical guidelines for nursing research in the NordictcisnThe Northern
Nurses Federation, 2003). It was important that people whadependent and
vulnerable should be protected against abuse. The dignity,, isgifesy and well-
being of all participants must be the overriding considerdfiee & Lathelean,
2007).

An introductory letter (Appendices 2 & 3) containing an irta to take part
in individual or focus group interviews was sent to the potepaaticipants

via mental health teams in the municipalities and also vidvidetal Helse

user organisation. The reply slip was to be returned to mentlh heams

in the municipality. Potential informants were provided with verbal and
written information about the aims of the study as well as tigdit to decline

participation or to withdraw at any time. A declaration of emisvas signed by
all participants with the exception of those in Paper IV (Apjesid), who gave
verbal consent.

In sub-study | (Paper I), group homes were selected in order taecaat
stigmatisation of the residents. There could have been afrile aesidents
being labelled ‘psychiatric patients’, if a group home had been chosen whose

neighbourhood was not aware of what it was. This type of studys@amerease



the risk of stigmatisation. For that reason, interviews waig owndertaken in
neighbourhoods where it was already public knowledge thahahees were
group residences for people with serious mental health problamsther
important criterion was that the group home should be in tme édradjoining
single or multi-level flats, a sub-divided house, or other similar arrangement, as
individuals are less in focus in such a residence.

Circumstances which might influence the participants’ capacity to freely give
consent were assessed for each individual informant in thetadles (Papers Il
and II1), and none of the participants were considered to haaduaed capacity
to consent. The information, both written and oral, was &eljufer each group
of informants (The National Committee for Medical Resealttick, 2005). As
a trained mental health nurse, the researcher possessesessaand skill in
navigating the interpersonal, relational and group dynaiasan arise (cf. Tee
& Lathelean, 2007). Participating in an interview can puirswa an individual,
thus attempts were made to minimise this effect by striving fanafortable
and calm atmosphere and treating the informants and whatdleyith respect
and openness. Participants with a known vulnerability mustdien their own
terms. Furthermore, the fact that individuals with notwneulnerability could
be participating underlines the value of caring during the daitacting process
(cf. Hummelvoll, 2007a). There were no questions concgrdaeply personal
issues. In these focus group interviews, the co-moderatat aste support and
back-up in the event of anyone having a problem during the ietergfter the
interviews, a mental health nurse was at hand in case any of tigppats
needed support.

Several participants expressed gratitude that these topiceéabitmught out into
the open. The neighbours of the group homes had a strong neguigssetheir
experiences, as had the residents in terms of describiimdivieg conditions
and the challenge of having mental health problems, whiclostgpiine ethical
justification for the study.

The research in Papers I, Il and Ill was approved by the Redimmmittee

for Medical Research Ethics, Norway (Papers | & Il, reg.n0/92 Paper I,

reg.no: 03025. Appendices 2 & 3.), while Paper IV was approyede political

leadership, administration, and staff of the two municiieslit The research
project was met with overall approval in the two municipalities involved.
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4 OVERVIEW OF THE FINDINGS

In the following, the findings, which are related to the research questions, will be
presented. The first section deals with the experience in neighbourhoods where
people with mental health problems took up residence (Pagéris)is followed
by a description of the experience of people with mentaltthgabblems of
living in an apartment of their own (Paper II) and their abilityntegrate into
the community (Paper III). The final section focuses on how mental health
professionals’ knowledge of social integration can promatetjmal change and
took the form of a co-operative inquiry (Paper 1V).

4.1 Paper I: The new neighbour — experiences of living

next door to people suffering from long-term mental illness

The main category wasfthe need for informationFrom the time that the
construction of the group home was made known to the particjptostg
expressed a need for information and a wish to have a say imottesg. The
subcategories werdNleighbourhood participatior(in the preparation phase),
Stigmatisatiorandinsecurity and feafin the orientation phase) aBegregation
tendenciegin the normative phase). From the outset, the neighboutsidetio
the group home was directly related to their degree of knowlaligut the project.
A neighbourhood goes through different phases when a group hopegitmts
with long-term mental iliness is established: a preparatiosepfduring which
the neighbours prepare themselves for what is going to haeajjentation
phase (which starts when the residents move into the netelplisked home)
and a normative phase (the neighbours live side by side atattbetween them
creates a pattern which affects the neighbourhood environment).

In Figure 2, the relationships between the core category ansutircategories
are presented in visual form. When the neighbours receivegte- knowledge
of the group homethey reacted withinsecurity and fear, as they had been
influenced by previous experiences, by impressions from the media, the fact that
mental health problems can seem frightening and did not knowtdhbehave
towards people with such problems. This insecurity led toigctneighbourhood
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participation, where neighbours discussed how the new group home might affect
them, their families and the neighbourhood in general. Ttiesnated to contact
public authorities for the information they needed in ordg@répare themselves.

In other words, they expressedeed for information

The need for information

/NN

Neighbourhood Stigmatistion__,| Segregation
participation tendencies
The news
knowledge of
the group
home
\ Insecurity and

fear

Figure 2: Schematic diagram of the neighbourhood’s expeegt the establishment of a group home for
people with mental health problems.

After the establishment of the group home, the neighbours adgiperience of
the residents. The intention was that the new neighbourslWweaome a natural
part of the environment. However, deviant behaviour soon begaevalent,
as reported by nearly all of the participants, which ledtigmatisation The
neighbours experienced a “difference” they did not undadst The new
residents did not conform to accepted social norms. Oneoooftthe residents
in each group home exhibited a strong degree of deviant behawluoh gave
the participants a feeling afisecurity andfear and influenced their attitudes
towards all the residents. Because many of them dressed iangestmanner,
they were very visible. Several of the participants perceieethlsbehaviour
which seemed alien to them. The neighbourhoods experienced both difficult and
frightening episodes, and the neighbours felt that no oneregp®nsible for
the group home residents, which led to insecurity and fear. iadya need
to understand what was going on in their neighbourhood asawelheed for
informationabout their new neighbours, and what steps could be takesparp
for their arrival. Contact difficulties accentuated the stigmatised behaviour of the
group home residents who were perceived as choosing to isa@atsdlves from



the rest of the neighbourhood. Insecurity was evident in maaasasuch as in
the reactions of the group home residents, the participantsioresiand those
of their family members, friends and neighbours. More mfation about the
residents made the neighbours feel more secure.

The segregation tendencies category indicated that there evdsope of
integration in the neighbourhood. The need for informatioa,insecurity and
fear in addition to the stigmatised behaviour led to a tendeneyds segregation.
The neighbours only wanted superficial contact and kept their distance from the
group home residents. At most, they were willing to exchangetiggs and
‘small-talk about the weather’, which was compounded by declining levels of
social interaction in the neighbourhood in general. Inggcand fear also led
to the informants keeping a watch for the group home resideonse became
meticulous about locking the door and had instructed thddrenihow to behave
towards the group home residents. Because of the encounterdottmeaints
had had with their new neighbours and the impression thatwkee lonely
and excluded from the neighbourhood community, the particigamstioned
whether an institution or district where more people with aidrgalth problems
lived together would not be a better arrangement.

4.2 Paper |l: Preserving integrity —

experiences of people with mental health problems of

living in their own home and of their new neighbourhood

The core category identified was preserving integrity which describes the
importance of maintaining dignity and being seen as a wheskop by means
of setting limits to what others know about oneself as a persenpditicipants
wished to appear as a whole person, with positive and negate® siot as a
psychiatric patient. Integrity plays a part in controlling reafe the individual
feels in his/her own home or immediate environment. Withotdnauny or
control over what other people are told about one’s life, gthsrand weaknesses,
one may experience a lack of integrity.

This study also identified three sub-categories: The need for control over
information Symmetric contacand My home is my castlelhe violation of
human dignity caused by being perceived as different or pe@hgvith prejudice
on account of mental illness made information control esdeveral of the
participants who had negative experiences of other peopleikg@bout their
mental health problems had a strong desire to keep informaliount their
psychological state private. They had experienced tha@aibnéss is shameful,
which made it difficult to gain acceptance. The participants’ self-image had been
affected by the lack of acceptance of mental health problems in society.
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The participants were aware that communication opens the adautetaction,
thus reducing rumour and fear in the neighbourhood. Someiof shated that
“information can be given to neighbours if | have control olerihformation”.
However, a few pointed out that there is now a greater opeabess mental
problems than previously. Some of the participants had exjpedehat openness
was positive — telling people about their problems had broughiveazactions
and made them feel respected, which in turn helped them ltb dmlf-respect
and accept their own problems, thus leading to improved quality of life.

Similarity is central in thesymmetric contactategory. The participants related
that it can be difficult to communicate with other people. They regarded their
homes as an essential foundation for a secure and indepefedamd iconsidered
that a social life and companionship with other people wese iahportant.
Their closest and most common relationships were with peoptealdo had
psychological problems or who had previously suffered in thig Whis endows
the relationship with a balance that is not present in othatiomships. The
participants indicated that similar circumstances, suchvagglon a pension,
similar ways of facing challenges and similar values arescistve importance,
more so than similar age, hobbies and interests. Similavisg the participants a
feeling of safety, which must be present in human contactsl@r @r friendship
to develop. A psychiatric day centre in the community wa®itant for most of
the participants, as it provided them with the opportunity toroanicate with
people with similar problems, to participate in activities@npassing hobbies,
vocational training, excursions or parties, and last buteast | to vent their joys
and problems with people in the same situation or with profesispersonnel.
Several of the participants who had no contact with their beigis wished to
have such contact and wanted help to achieve it. They stréwsseid help to
befriend their neighbours was to be offered, it should beigedvshortly after
moving in. Because the participants had experienced insufficient acceptance of
their mental health problems, it became important to mairhain integrity
by controlling the information given to other people aboutntherformation
control was thus a necessary condition for the informant$tyabd become
equal citizens and have the opportunity to develop social contacts.

“My home is my castle’emphasises the importance of having a home of
one's own, which offers highly valued freedom and indepeceleNone of
the participants wanted a home far removed from ordinary naighbods,
despite the fact that several of them had experienced probitagsating into a
neighbourhood community. A number of the participants meatidhe feeling

of safety and comfort associated with having their own homedem and the
feeling of independence from family and the healthcare systm wportant

for the residents, as only in this way could they take redpititysifor, and
control of, their lives, thus achieving enhanced qualityfef Independence also



meant mastering the challenges and demands of daily lifh, & controlling
symptoms and dealing with problems related to household £h&reousehold
assistant was experienced by some of the participants asreghtedpid towards
an independent life.

4.3 Paper IlI:

The struggle for social integration in the community

— the experiences of people with mental health problems

The findings of Paper I1I are characterised by the main theme Living with shame
and fear of exclusioand three sub-categoriésinelinessStruggling for equality
and Being neglectedin which the participants described their experiences of
being marginalized or less active in the community. Comntidttt other people
and a sense of well-being in their local environment influenced their level of
contentment. They wanted to test and utilise new stratguaescularly those
that had proved useful as a catalyst for promoting reciprocaioresaips. The
desire for personal development by acquiring knowledgaecepting challenges
was evident, as was the need for a great deal of self-iwdtidti the process of
integrating into the community, they sought support from figritiends and the
health services.

A sense of loneliness was dominant for most of the participantsh whried
from all-encompassing loneliness to having contact withlfaamd friends, but
still experiencing many hours of solitude. The majority aered such isolation
extremely difficult to cope with. Lack of a job or regular daytime activity and
being alone in the house or apartment resulted in several bbloseliness
during the day. They reported that their days passed slowlyhanhdime had
little meaning. The experience of being different is closelgted to various
factors: feeling that one is not needed, inability to be gdinrhployed, the
feeling of not contributing to society, low income, and a semasecbntact with
others only occurs via health professionals.

A person who has mental health problems cannot do or say much tiwd in
line with ‘mainstream’ views, as it is likely to lead to misinterpretation. The
participants reported being looked down upon or ignored duavimdy been
in a psychiatric institution. Limited financial resources affected their ability to
interact in their social network and emphasised the image tloeyf tlzemselves
as different as well as their feeling of being excluded from society.

Relationships with other people and meaningful activitiesa routine basis

provided a solid foundation and enabled the participants tageewhole person
and equal. The most important objective is for the participantsttirn to the
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work force, as it provides an income. It also allows the indajitb compare him/
herself with colleagues. Another significant aspect is the need to feel important
to someone. The participants wanted a companion, preferabBose close to
their own age, with whom they could share common interesteder to help
them identify with others and thus establish more lastingoekhips. Those who
had a job or were active in a club or organization gave the inipmesshaving
a meaningful existence and experienced loneliness to a Esgere. Family
and family ties were important to the participants, as theg wensidered less
demanding. However, family ties could also be problemappréximately half
of the informants reported conflict in their family relationships.

The participants stated that health care professionals igtimeedwishes and
attempts to expand their social network, particularly in psydbiinstitutions.
Several believed that their professional support teams weseare of the
significance of family and relationships in their lives. The participants claimed that

it was not in their best interest to be too outspoken or apped&nowledgeable
when receiving treatment. Problems were not recognized avperson was able
to express him/herself with ease and clients felt that being/lkdgeable and
articulate could actually be a disadvantage, as it makes the difficulties appear less
obvious. They described encountering “false empathy”, wthielg considered
degrading and humiliating.

4.4 Paper 1V: Knowledge about social networks and integration:
A co-operative research project

The main theme in this study was$ie potential of experiential knowledge-based
competenceT he categories which characterise this theme pirecreased know-
ledge 2) awareness of social interactiqr® cross-disciplinary professionalism
and4) potential for changes in practicBhe theme and categories influenced and
strengthened each other in the interactive process, wreedgalbgue and focus
were on social integration. By the end of the project, all gpsits expressed
that they had increased their theoretical knowledge conslgeaabwell as
obtained social network intervention tools. The knowledgeeghenabled them
to develop and implement new skills in community mental health work.

Dialogue-based teaching enhanced the participants’ piafiessompetence as
a result of systematic reflection and indicated that their working methods were

firmly grounded in scientific knowledge and theory. They learned from each

other by discussing experiential and academic knowledgearsidered client
narratives especially valuable. Dialogue-oriented temchave the participants
increased insight into how they understood themselves asspiafals, as well
as how they understood other individuals, both clients atldagues. They



found that their problem-solving became more creative and thanking
broader and stated that they discovered new methods to use aitkémguin the
community.

One effect of dialogue in smaller groups was that the particggstame well
acquainted. They contributed their own professional petses and discovered
that, in spite of their different competencies, they had nmucbhmmon. Sharing
opinions by means of dialogue-based teaching allowed tbéyadome closer.
They reported similar experiences and made joint suggedo interventions.
Cross-disciplinary co-operation arises spontaneously from thmwlkdge
dialogue. Understanding, dialogue and solidarity among pharticipants
enhanced confidence, which increased the tendency to use each other’s expertise.
Participating in cross-disciplinary dialogue makes one ealisat cross-
disciplinary co-operation is essential for solving problefhie dialogue altered
their way of viewing themselves and others.

The participants reported that they had redefined their work in the community
and had thus become more aware of the border-residents stad challenges
at least from a theoretical perspective. The participants hastarmeption that
social integration was essential for the clients’ qualityfefand were interested
in social network strategies and the opportunities inherescial integration,
although few had experience of specific methods. The essence of experiential
knowledge is that there are many possible ways of helpingtslienexpand
their social networks. The experiential knowledge thus gaimedcontribute to
health-promotion strategies such as social integratioerebly, the professionals
can provide a stronger sense of belonging to the local communfigdpie with
mental health problems. Significant changes took place between the initiation
of the dialogue-based teaching as well as between the first and last focus group
interviews. The participants had become more creative ande asfasocial
networks. New possibilities for improving the clients’ socrakegration were
discussed as well as more proactive use of existing possibilitiegarticipants
in this study gained professional and cross-disciplinary confidence although,
to date, the knowledge has still not been fully implementegdractice. The
participants have all experienced that a change in workingiggaeakes time.
Much of their work with the clients is aimed at trying to mogvtiem to take
part in activities of interest. Through activities, the dkembtain social practice
and the opportunity to try out new ways of being together. dtwesfhere is on
client-managed activities.

There was potential for changes in practice. Most of the participants ratbtrie
identify ways to increase their clients’ social contactshsas by creating new
meeting points. Network maps and informal mappings of clieotsabnetworks
were the methods most frequently employed by the participanthidfmore, the
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participants stated that participation in the dialogue-basethiteg encouraged
them to test network-building strategies that they had ceresidn the past, but
rarely put into practice. In the urban municipality, wheeedblture department
was especially active, a number of different methods fongtnening social
networks and improving social integration had been used. Theimpsrtant
task for the participants was to help the clients to find something to get up for
in the morning and in this regard they considered that work wagarly
important. An activity or job where someone was expectiamtand where they
could engage in a meaningful activity was a requirement foglng people
with mental health problems back into a more ordinary soaietal Clients
were matched with others in different activity groups overrngeéo period of
time. The participants expressed that similar circumstamecesxeriences with
mental health problems gave the clients a unique bond. This comxperience
creates a bond from which friendship can later develop. Indhesearchers’
experience, creating friendships required a large invagtof time for most
clients. Participants from the rural community were even raot@e that they
should have worked harder to promote better social integratidnnetworks
for their clients, instead of concentrating on helping theith their physical
symptoms. Social network interventions, loneliness andtsligocial networks
had previously only been superficially addressed in consultations.

One of the goals of this project was to present concrete suggesr social
integration initiatives or models, which could be used inW@emunicipalities.
Creative suggestions came from both communities, and the vd=@ further
developed in small groups as well as in both the dialogue-beeeting sessions
and the focus group interviews. Participants from the urban aipality
developed suggestions for adventure groups for young peoptanger of
exclusion from ordinary social life. Young adults withoupgoor studies lack
opportunities for social interaction. A lack of structurel aneaning in their
existence, and a feeling of being a border-resident, can deatental health
problems. It is important to start preventive measures btferemental health
problems and feelings of social exclusion become too greattefitative target
age is 18-30 years. The project’s aim was to establish social negveans with
activities related to the members’ interests, in co-ofmeratith other voluntary
organisations in the community. An environment where persexgariences
and individual contributions are in focus could support symiing people
in developing their own resources and provide them with anfeelf social
integration. This group could give its members something teshigin others.
The goal should be to develop the group into a voluntary orgemgsair to
become a part of a pre-existing voluntary organisation. Angtiedishould be to
increase the group members’ confidence in their own personal resources, in order
to encourage them to start work or continue their school cdieese groups are
now up and running.



In the rural municipality, a plan for an activity centre wasetigped, which
involved obtaining a house or small farm and building on ideas other
activity centres and co-operative projects. The project was1ghe working
title “Green Fingers Farm”. Residents who are not involveardinary working
life and feel themselves to be outsiders should have a mibre e in order to
combat loneliness and depression. This applies to the éongttnemployed and
those in receipt of a disability pension. Inspired by the “Faniiause” concept
of co-operative and sheltered workplaces, official support for the idea of a small
farm project has grown. The farm will be characterised by a bigh bf client
involvement and a low participation threshold. A start has lbe@n made with
the setting up of a centre on a small scale.
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S INTERPRETATION
AND GENERAL DISCUSSION

The essence of social integration for people with mentaihpedblems is being
empowered to rebuild a valuable and meaningful life. The faleemtal health
workers in this process is to help people see what is possible antbthssist
them by supporting their choices (cf. Bertram & Stickey, 2005is chapter
discusses the findings from Papers I-IV in the light of the research questions.

5.1 People with mental health problems re-establishing

in a local environment and their social integration

The first research question was: How have people with mental health problems
affected their neighbourhood after re-establishing in the contgRifihe answer
to this question is summarized by the main findings of this study: neighbours
of group homes for people with mental health problems expedeimsecurity,
fear and uncertainty as a result of frightening and stigethbehaviour as well
as complications in their contact with the residents, whadhtd exclusion and
segregation in the form of distancing or watching. There wasat geed for
information. One main question raised by the informants wasri institution
not a better alternative for this group?”

The literature review revealed that mental health problems gublic health
issue (cf. WHO, 2002). The majority of people come into cantégith mental
health problems through their own difficulties or those of their friends and family
members. The term ‘mental health problems’ (WHO, 2001b) covers a wide range
of conditions from mild depression to acute schizophrengehBEndividual's
experience of mental health problems differs and dependsrious factors,
such as the level and type of mental distress, his/her socrabrket friends,
partner, family and support persons as well as his/her pregikperience of
mental distress or illness. Another term used is ‘mental health difficulties’ (Office
of the Deputy Prime Minister, 2004), the definition of which is similar to that of
mental health problems. However, it can be understood as aerraitdi more
transient condition. The term can be interpreted as beingtigssatising and
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makes the condition appear more ordinary. Due to the varfiehental health
problems, both in level and types of difficulties, it makes sense not to limit the
term to a group of mental health illnesses.

People’s social lives are constantly changing. Contact dstwneighbours
is influenced by the general changes in society as a whole. A central factor is
mobility. People change their place of residence more tifiamwas previously
the case and most work outside the home, in another area of thertoity away
from their neighbourhood. The majority of friends and famiig lin different
neighbourhoods. People use cars to meet each other. Highdarsiswof living
make it possible to travel more often and to be socially aotitgide the local
environment (cf. Fyrand, 2005).

In Paper | contact between neighbours was described as siagre8ome
participants indicated a desire for only superficial interaction with their
neighbours. Mobility and social activities outside the lamammunity may be
reasons for the decreasing social contact with neighbatiish in turn affects
the amount of contact people wish to have with the new neigblho have
mental health problems. The study showed that there wasolittle desire for
contact with this group of neighbours, which is similar to the findings of Barham
and Hayward (1995). This lack of reciprocity makes the poggibil a meeting
difficult (cf. Pinfold, 2000), as reciprocity is essential for the ability to enter into
a relationship. To increase the opportunities for a tighteyhbour network for
people with mental health problems, efforts to increase rmiip should be
emphasised in all situations where interaction is important.

Information and the need for information were key issueshmneighbours of
the group homes. When someone faces the unknown, he/she neetdge

and information, in the same way as when we are frightenedsecture, or
have experienced a stressful situation in which we weréatrdormation is

necessary in order to understand, to make the world preléictaidl to regain
control and equilibrium. The neighbourhood balance is affeeteen a new
residence is built and the effect is experienced as irrelersibthe case of
a home for people with special needs, the relative uncertaireven greater
(cf. Magnusson, 2003).

Generally speaking, no one has the right or responsildlipravide or receive
notification when homes change hands. For many people, mental health problems
are associated with stigma (Johnstone, 2001). Furthesith@se problems are
experienced as taboo-laden and leading to segregation. ltioaddnental
health problems are often associated with lower self-esteem and difficulties in
contact with other people (cf. Nilsson, 2004). These cirtancgs contribute to
the desire to withhold information about mental health probldn this study,



some of the people with mental health problems who spoke dtmustruggle
experienced rejection, which is supported by other studigb@Ba& Hayward,
1995; Bengtsson-Tops, 2001; Nilsson, 2004). Is it righh#westhis information?
In order to maintain their integrity and autonomy, peoplt wiental health
problems must have control over the information that is provadEulit them
to others. This is an important human principle and no lessrgze@iple with
mental health problems.

In order to minimise rumours and speculation and reduce ingecsome
form of information should be given when a group home for pesipfemental
health problems is to be built. The information should be gémemature and
formulated in a positive way without going into detail aboutftitere residents.
The information might, for example, try to describe whatvslwed in having a
serious mental health problem and how it affects interactittmother people. It
could also explain how contact can be established between the ‘new neighbours’
and the neighbourhood. The information should be presentiee tew residents
first and approved by them before it is disseminated. In this way, the new group
homes could achieve a more positive start. Neighbours’ taiogr might be
replaced by understanding and respect and the neighbounwmdd be able
to escape the insecurity described by the participants. Tharegiof the
integration process is important, a fact that was pointedyaugighbours as well
as the group home residents and needs to be emphasised (cf. Elstad, 1999).

Some participants in Paper | mentioned an alternative. Thaseledired closer
contact with their new neighbours had been provided with gproariate
information in the form of letters or conversations with tlesponsible
professionals. It is important to note that, also in this pro¢eeskey concept
was information, along with a positive encounter. Would tieoenter have been
a positive one without the provision of this information?

The uncertainty and fear described by the participants leddatine reactions
and segregation. It seemed that neither people with meratith lpgoblems nor
their neighbours wished to have closer relationships with ethen. There was
mutual scepticism, which both groups explained as being dbeitaincertainty
about the reactions of the other group. In other studies, pedjbhiesarious

mental health problems were deemed to be in a state of litgjredisociated
with threat or unease (Warner & Gabe, 2004). Should peoplemweitital health
problems aim at becoming a natural part of the local environrentyithout

close relationships with their neighbours?

There were multiple causes of insecurity and fear felt by tlghbeurs towards

the group home residents as a result of incidents which weerienped as
unpleasant or frightening, as well as earlier experienodsapinions. The
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neighbours’ fear was detected by the group home residents, esloted by
maintaining their distance, resulting in the developmentmégative spiral that
is very difficult to break. It was surprising that many of the participants expressed
insecurity and fear. This insecurity must be taken seriouslyraquires the
availability of professionals. It is important to note that itieecurity and fear
were mainly directed towards one or two residents of the groohit takes
a long time to establish confidence when fear and uncertainty have taken root.
The professionals should discuss what social skills people méntal health
problems should master before they move into their own residence.

‘Border-resider’ status among members who are seen as different based on
history and other social factors (Drevdahl, 2002) can be aieden all the parts
of the study (Papers I-1V). This rendered the service usergbelphd powerless
when it came to bringing about changes in their lives. Their status of ‘Border-
resider’ creates challenges for health care professiondls@mal workers to
support and meet them as individuals. Mental health problembecaren as
both consequences and causes of social exclusion, both of avkigvident in
the present study. Mental health problems appear to lead toreiwotheprivation
and social isolation. To respect a person’s integrity antiériglersonal sphere,
means respecting his/her values, wishes and boundaries (cf. Anda8gtn

The two aspects that facilitate a meeting between people @peoaty and
the availability of meeting places, the importance of whicmidedined by the
present findings (Paper 1). Reciprocity is necessary for achieving contact and
social companionship (cf. Kawachi & Bekman, 2001) and dpgeldien a mutual
recognition of behaviour, interests and values occursd&bese of reciprocity
is an important expression of the quality of a relationshgxigb contacts
with a large degree of reciprocity are favourable in, for exangsupportive
relationship. Reciprocity is based on a sense of security (Onev2l202). The
results of this study indicate that the two groups do not have a $=sse of
security in relation to each other. Professionals can activeite meeting places
in the local environment, and a sense of security can be achievedans of
openness and information. This can help to stimulate moggroety and social
contact. In order to see people as fellow human beings, we need to know them.

5.2 Experience of social integration

for people with mental health problems

The research question describing social integration froreghdce users’ point

of view was:How do people with mental health problems experience social
integration in the communityPhe findings from the study related to this question

are as follows: persons suffering from mental health probtegerd their home



as important for a safe and independent life — a place whéveoay and

dignity in the contact with other people can develop. Livimghie community
was experienced as important. The participants’ sociair#ely consisted of
contact with other people with mental health problems. 8miile situations

were more important than age, interests and hobbies. Theipents had little

or no contact with their neighbours outside of the group homermst of them

did not wish for any. As the participants had experienced a fagdceptance and
loss of autonomy when meeting people, it was considered iengdat preserve
their integrity by controlling the amount of information pided about their
condition to other people. Individuals who suffer from mehealth problems
struggle with social integration within the community. Gaxglanation is the
reported experience of living with shame and lonelinesis pioblem is often
associated with low self-esteem, anxiety and depressiong temwell-run day
centre, organisation or job may decrease stigmatisation anderdeelings of
alienation. In addition, the importance of family ties wasrimoked by the
health professionals.

The mental health care reforms in Norway have altered thetistiufor people
with mental health problems (The Directorate for Health anciab Affairs,
2005). Nevertheless, one can question whether the investmeontmmunity
mental health has led to people with mental health problemseg more
integrated in society; the findings in this study show that they feel marginalised.
People with mental health problems generally have difficulty coming into
contact with others (Bengtsson-Tops, 2001; Nilsson, 20®de those around
them feel that it is difficult to have contact with them, as they are different in
terms of both appearance and behaviour. According to thiipants in this
study (Papers Il & 111), when people with mental health prokléwe in ordinary
neighbourhoods, it can be easier for the other residents &ptateem, and
making contact with people may also be easier. However|g®&ofh mental
health problems experience that they have to ‘be even more normal than others’
in order to prevent stigmatisation.

The findings in Papers II and III indicate that social integration is defined as
actively participating in the local community and co-opeawith others. A
person does not need close contact in a neighbourhood in orféet socially
integrated. If a person has no organised daytime activiteeg¢hl environment,
family and other social networks will assume greater importance.

One of the main goals of the Mental Health Reform (The Nomawe§ocial and
Health Department, 1998) is to take account of the needs ofsersers — from
the perspective of their entire life situation — when deteimgi what services to
offer. People with mental health problems should be able to live as ‘normal’ a life

as possible with a sense of well-being, increased quality @ridieparticipation
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in society. Their fundamental needs should be met in the foren sfitable
home with adequate support, participation in working life otle@raneaningful
activity and belonging in a social context. A high degreesef @o-operation is
necessary in order to achieve this goal (cf. Beston, 2003).

Living in a group home provides a social network with reciprocityrfost people
with mental health problems (Paper Il). The need for contébt meighbours
is limited when contact with other residents in the group homesssribed
as sufficient, as such contacts also provide help and support and contribute to
establishing independence from their families and profedsidAawever, living
in a group home labels each individual resident as a person migmtal health
problem. ‘The whole neighbourhood’ (Paper I1) knows that the group home is for
people with such problems. The stigma of deviance can becomeeavident,
making it more difficult to escape the deviant role (cf. Thesen, 2001). A lack of
social competence and deviant behaviour from individuadeess contribute to
the neighbourhood’s view of all the residents in the group h&age( 1), which
can make it difficult to establish contact.

Living in a block of flats or other ordinary type of accommodation could provide

a much more anonymous existence, in terms of the stigma efrisgfffrom
mental health problems (Papers Il & I11), making it easieeteden as an ordinary
resident. The possibility of being seen as a whole person,andsh one with
mental health problems, is greater. However, for many of thiipants, a more
‘anonymous’ existence also led to little or no contact with their neighbours. It may

be difficult to make contact with neighbours in a block of flats (cf. Nilsson, 2004),
which can increase the feeling of loneliness. This underlinesnhportance
of having meeting places for social contact and a social netaugdide the
neighbourhood.

From an inductive perspective, the informants’ experienteecial integration
and social networks show that the categoResserving integritysymmetric
contact (Paper 1), andLiving with shame and fear of exclusion, loneliness,
struggling for equality and being neglect¢Baper Ill) affect one another
and must be viewed in context. From an abductive reasoningeotiie, the
‘integration - disintegration spiral’ provides a visual model of the inter-relations
between and context of the categories (Figure 3). The spoairas wider when
moving towards the top, which illustrates the participantgaeding options
and possibilities. The lower portion of the spiral is charésed by passivity and
loneliness, while the upper represents an active life. Upwereement along
the spiral is expressed by heightened activity and contdctothier people. The
arrows pointing inwards represent forces which push up or pi@ss. The
arrows within the spiral show that an individual is constantly in motionjmgov
either upwards or downwards depending on which forces are strongest.



Social integration

Activity and / / Exclusion and
inclusive inactivity forces

forces

Disintegration

Figure 3: The integration - disintegration spiral

Activity and inclusive forces are identified as:
 ajob

« an active life in voluntary associations and/or a mental health dagcentr

» asense of defying or overcoming one’s own limits

« opportunities to master new skills or gain new knowledge

» support and assistance to begin new activities,
and co-existence with others

+ good supportive contact with family and reciprocal friendshigere
contact is sufficiently frequent

« one’s own home which is felt to be secure and well-suited.

Exclusion and inactivity forces are identified as:

* negative feelings which are not adequately managed, such as shame, low

self-esteem, alienation, and exclusion

* passivity, loneliness and a ‘slow life’

» lack of connection and structure in everyday life

» conflict-filled or insufficient contact with immediate family

» insufficient income in relation to the cost of living

» lack of courage and external support for broadening one’s otiwitias
and contacts

* passive meeting places with little reciprocity.

The ‘integration — disintegration spiral’ can illustrate the various factors and

73



74

interpret them on a more general level for people suffering frental health
problems. The participants were represented at differentspofnthe spiral.
Those who had a job or were significantly engaged in voluntary activities were
in the upper section. Social integration should be both onsaperand a local
community level. Some of the participants exhibited a dowdwaovement.
Isolation was experienced both on a personal level and assiexcfrom the
local environment. The participants (Papers Il and Ill) exdnb# strong desire
for upward movement. The goal was active companionship whir gteople,
where the most important factor was having some kind of dedypmation such
as a job. A negative spiral effect could be counteracted by working actithly wi
the elevating or upward-moving forces. To attain this, thdgiaants reported
that they needed help. The integration - disintegratioralspelps achieve a
picture of social integration as a phenomenon and could asraevorking tool
to be tested in practice.

Most of the people with mental health problems who took partig dfudy
(Papers II & I1I) were satisfied with their living conditions and appeared to have
an independent life, albeit with restricted forms of pobsés. The struggle
to live independently is difficult and many of the participants still felt excluded
from the work and leisure activities of everyday life, which led to significant
loneliness and boredom and a ‘slow life’. Lack of equality and employment
made the participants feel neglected. The findings showed that isolation led to
loneliness, even when they had contact with family membaisfriends. As
their family and friends worked and lived their own lives,dhgount of contact
was limited. The feeling of loneliness was similar to thpbre=d in other studies
(Elstad, 1999; Bengtsson-Tops, 2001; Eide & Rgysamb, 203%0n, 2004).
According to Barham & Hayward (1995), having a meaningfel dihd feeling
attachment to other people are closely connected. It shoutited that the
informants reported that the importance of family ties wi@snooverlooked
by health care professionals. The family is one of the most iaopillars of
support for people with mental health problems. Mental heaibfessionals
must work actively to support families, so that they can assistdhvice users
to lead an independent life (cf. Magnusson, 2003). In addiggperiences of
loneliness and mental health problems are related to a skloss,aefeat and
the feeling of detachment from one’s own social context aed(dif Nilsson,
2004). The loneliness can be increased by the fact that peept® donger in
their ordinary relationships, for instance, a working refehip, which leads to
a downward movement in the integration - disintegratiorakpi¥hen people
have an upward movement, they experience empowermentiiifdndPeople’s
social networks are always in a state of flux. It is an ongoing process, where
periods of their lives affect their social interactionsinBea member of a social
group requires active participation and openness, which meatrisé process of
social integration never ends and that our view of the woddbgect to constant



change. People define their situation in terms of their own horizon (Levin &
Trost, 1996; Gadamer, 1997), restricted by their own limitations.

A daily routine similar to that of most other people is an impartactor for a
satisfying life, and hence, organised daytime activities ssergial. The most
important aspect for people with mental health problems igngaa job. In
Norway, there has been an increase in the number of jobs alléagteople with
special needs (Trommald, Christensen, & Schjeldrup, 2005)daydcentres
have been established in most municipalities (The Directéoatelealth and
Social Affairs, 2005). Nevertheless, the increase in jgodpnities and centres
has not been adequate in relation to the needs indicated Ipyedent study,
which points, in particular, to a lack of economic opporiasitAlmost all of
the participants were in receipt of a disability pension. In NMgrwhe number
of people on such a pension is higher than in almost all othéenvesountries,
and efforts to get more people with disabilities into workirg tidve not been as
successful as envisaged (The Ministry of Labour and Inclusion, 2006).

Hydén (1997) identified three essential qualities in the work arena: i) a structuring
of life in terms of time and space which most people share, wljiothronises
a person with the others in his/her environment; ii) sociatiocglships arise
through the shared social world of the workplace, where paoplactivities are
organised around a common purpose. This allows a person to seerhatfi/he
through the eyes of others as well as his/her actions in retatwthers; iii) both
work and social relationships endow the individual with @el@ society, and
through that place, with a meaning-relation to themselvessd aspects of work
emerged in the focus group interviews, together with the irapoetof increased
income (Paper II1). Although work will not be appropriate feerybody, most
of the informants in this study retained an ambition to engage amimgful
work. Employment initiatives could be improved by includingidewn range of
occupations as well as voluntary work, which can be valuable ih aiseé an
effective route to paid employment. Supported workplaces calitafgcentry
into ordinary employment. Unemployment can lead to a de&ioorin mental
health (cf. WHO, 2005). The sense of being regarded as a pems@s ¢rom
feeling that one is useful and wanted (cf. Evert et al., 2008yhvhighlights the
importance of work or other daytime activity. People with takmealth problems
gather in their own clubs and meeting places where they feel Baféicipants
expressed that having a mental health problem is such a geEattbat it is
important to be able to share that experience with otherdretbgether with
others who have the same background. This finding is similar to those of other
studies (Green et al., 2002). While such contact reducesdthgities not enough
to ensure a meaningful life. It is important to work activelyaals better social
networks and the creation of meaningful daytime activitieterentions that
are targeted at improving social relationships are likehate la positive impact
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on self-care and occupational functioning, while overlookimghsnterventions
has a negative impact on those aspects (cf. Evert et al., 2008)vingpsocial

relationships can lead to an elevation in the integrationintegration spiral.

The social integration projects in the municipalities — theeatlire groups and
the “Green Fingers farms” — can help people to move further tigeigpiral,

and an evaluation with a positive outcome could encouragesdthstart similar
projects (Paper 1V).

Stigma and shame mean that one is not taken seriously, whicinonegse the
feeling of marginalization (cf. Thesen, 2001). The sensdi@haion makes
it even more difficult to participate in daily life. People who are stigmatised
have problems being recognised as individuals with both pesitid negative
characteristics. Stigmatisation leads to altered selfHestaeg well as to changes
in one’s social situation. The impact of stigma on people mihtal illness can
result in avoidance of social contacts and attempts to abiieetrue self. Stigma
deprives people of their dignity and hinders their full ggvétion in society
(Johnstone, 2001). Their life experience can be described as ‘living in-between’
and as being on the margin of society (Drevdahl, 2002). Onefaydressing
stigma is to ensure that more information is made availablemdyfariends
and the general public, thus enabling a better understandimgrdfl health
problems. Families need emotional support as well as advicgwdance in
order to ensure that the best possible home environment smnsanith mental
health problems can be maintained (cf. Lefley, 2001). In order to counter stigma
and discrimination, professionals should initiate ac#sitthat emphasise the
ubiquity of mental health problems, the fact that the prognosenierglly good
and that people with mental health problems are rarely assdavith violence.
Supporting the local initiatives of non-governmental orgaioisa can stimulate
local community involvement and increase social integra#onoverview of
local initiatives in Norway or one of its regions can help ot@nmunities
establish such programs and initiatives.

Low financial resources may affect the self-esteem of individuals with mental
health problems. The participants felt that they could notdaféoentertain people
at home, buy birthday gifts, or go to a restaurant and/or ©dlfér factors that
have a bearing on one’s financial resources are living alone and smoking. The
participants felt helpless and powerless to create changeiirlives, especially
when moving down the ‘integration - disintegration spiral’. The poverty among
people with mental health problems must be taken seriousipusrgment, in
order to halt the development of a low-class system. An itapbrask for mental
health professionals is to balance the efforts devoted tootlomg individual
risk factors and those dealing with the underlying social andagaic health
factors (Beaglehole & Bonita, 2004). Society must be stiradlad improve
socio-economic conditions for people with mental healtlvlpros if full social



integration is to be made possible. The results of this study lstnva lack of
economic resources is a major barrier preventing people iargimal position
from regaining their former social position. Clothing and pafgearance are a
part of human social interaction (cf. Levin & Trost, 1996) tleatdssignals about
group membership. This should be discussed with service users yasoeawvaid
stigmatisation.

In Norway, mental health problems have been focused uponentrgears, in
part due to the Mental Health Reforms (The Directorate foithlead Social
Affairs, 2005). The coming forward of celebrities who suffem mental health
problems and nationwide funding drives have helped to axlaieew openness
on the subject. However, the present study shows that this gzemaehad little
impact on the social integration of people with mental hgatblems, as their
neighbours are still, for the most part, unwilling to engageasecicontact. The
reasons for this could be the income gap, which prevents pedplenental
health problems from accessing the same social arenas asetighioours and
friends, and being seen as a group where individual appeanaaies them
stand out. Without active intervention that focuses on tbialsenvironment and
individual support, people with mental health problems whean@o new homes
run the risk of social isolation (cf. Hardiman & Segal, 2003)ye&# researchers
have demonstrated the existence of a tendency towards semgrégatBarham
& Hayward, 1995). Social network characteristics influence the quality of life
of persons with mental health problems (Howard et al., 2000gt8son-Tops
& Hansson, 2001). Those working in community mental health caee o
ensure that people suffering from mental health problemsriexige a sense
of belonging in the community, thus enabling them to developtaiork and
achieve social integration. The mental health reformsthtg the normalisation
and social integration of people with mental health probleassbeen and will
continue to be a long process (cf. Nirje, 2003).

Mental health professionals may be unable to change the a#titdigpeople in
the community, but their stance and practices can influence the opportunities
of individuals with mental health problems (Bertram & Stick2005). There
should therefore be a broad investment in network-strengifpenitiatives
in community healthcare with the continued evolvement ofllstategies
such as those employed in this co-operative inquiry projed.ifilegration -
disintegration spiral can be a useful tool for professionalsrenpotential of the
elevating forces should be focused upon.

Strandmark (2004) argues that the essence of good healthfgdieand that
of poor health powerlessness. The desire for life blossoneempanionship
with other people, and in the same way pain is worsened by sisgiien. Self-
image is affected by the people in our immediate environmenbwysdciety
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as a whole; we value ourselves according to how others sedeaisleSire for
activity and social companionship was a strong driving facéhk participants.
The municipalities’ plans for meeting places must be furtleeeldped (Paper
IV). The activity group and activity centre strategies thatwd could become
a valuable contribution to mental health services in the cipalities (Paper
1V), as people who are at risk of mental health problems will be able to find an
accepting environment.

The condensed interpretation in indicates the prerequisgkesssary for
achieving social integration of people with mental health problems:

i) adequate social competence

i) meeting places for social contact and interaction

iii) a social network that provides sufficient time together and support
iv) activities which give meaning to daily life

v) sufficient income in relation to the cost of living

In this study, the participants asked for help to achieve these conditions.

5.3 The influence of social integration on changaa mental

health professionals’ practice — a co-operative inquiry strategy
The third research question of the study wdsw does knowledge of social
integration promote practical changes in mental health probesds’ practice?
Findings related to this question are summarised as followsipemtive
research is a scientific approach that can be valuable in the public sector. In order
to achieve the best possible results, the whole team shoursdieed and play
an active part in all aspects of the project. Systematic reflection on practice leads
to increased awareness of one’s own attitudes and intenvenéithods, societal
conditions, and the municipality’s attitude to the increasmual integration of
people with mental health problems. Dialogue-based tegdtan the potential
to enhance participants’ professional competence as a ressiistfmatic
reflection. The experiential knowledge thus gained may contribute to health-
promotion strategies such as social integration. Thus,gsiofeals can facilitate
a stronger sense of belonging to the local community for peophemeantal
health problems.

The final part of the study was the co-operative inquiry project conducted in two
municipalities in Norway, intended to stimulate the furderelopment of mental
health professionals’ skills and knowledge. In this studyasadiegration is also
seen from a public perspective, in which there is a citizen pargpeontaining
the civil rights and doctrines of society. All citizens in ealbocommunity have



some understanding of social integration for people withtat@ealth problems,
but in most cases it formed only a small part of their life-worleer@ime, some
of the participants gained an additional perspective — a userofasgional
perspective that provided them with increased knowledgetlargla broader
understanding of the concept. The present findings can be seen in this context.
In the dialogue-based teaching sessions, it was importambnd@or the power
balance between citizen, user and professional perspeaiiligs) interacted
dialectically in situations where social integration of geavith mental health
problems could be investigated and mutually understood.

An important task for the professionals was to help people méntal health
problems interpret their suffering, so that they can see pattérmeaning and
achieve progress thanks to their new understanding (cf.tWwaltd& Grimen,
2004). Without sensitivity to people’s experiences and ratdeding, it is
impossible to help them to interpret their situation. In oi@éelp and understand
people with mental health problems, it is necessary to hawsldéage of their
lives as a whole — their social networks and living conditioraé- not just
their symptoms and problems. This requires a multi-dimeakioiew of the
individual. The individual service user with mental healthbfgms cannot be
treated in a social vacuum. It is important that assessnierg secount of the
service user’s social network. Here one must raise the quetionvdo assess
the social network (Green et al., 2002). People with mentathhpabblems
(Papers II and III), co-researchers (Paper IV) and earlier findings (Bengtsson-
Tops, 2001) highlight the importance of working to improveadaotegration.
The co-researchers who participated in the dialogue-baseiingaand multi-
stage focus groups were initially interested in working withiadogetwork
development (Paper 1V). They regarded this as an importanojpteir task,
even if they had done little to develop the social integnatiche service users.
However, there were great differences among the particip@hts desire to
further develop their knowledge in the area of social iatiégn gave rise to a
natural division between the co-researchers and the restiottieagues who
had not taken part in the program.

Dialogue-based teaching was one of the methods used to agnthe co-
researchers to critically evaluate their practice and desemw possibilities. The
findings from Paper IV demonstrate that dialogue-based teaching had multiple
positive effects. It was instrumental in the developmentleEpened professional
identity and provided time for reflection, through which an interdisciplinary
approach to social integration evolved. A shared profeddiacground, as well
as the sense that one’s own professional identity could beystesred through
interaction with one’s colleagues proved meaningful. Thisndai to the results
of an evaluation of a four-year research collaboration prejaaied Promotive
and preventive mental health care in the local commuyBigston, et al., 2007).
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The number of participants in the dialogue-based teachingdvarhe project
took place over a long period of time and required perseveramehe part of
both project leaders and co-researchers. Did the large mwhbessions lead
to fatigue in the group? This study was one of several in whichgdielbased
teaching was the most important method. Different prograntidtogue-based
teaching, seminars and focus groups took place over the coungesbfidy. The
varying number of participants in the dialogue-based teach@&gydue to the
fact that only some members of each team took part and thagarigeadegree,
the co-researchers worked independently. The local projectdinator had a
key role, both in terms of providing inspiration and acting aa@@maker (cf.
Hummelvoll, 2003).

Dialogue-based teaching led to open communication betweenmihti-
disciplinary participants, which resulted in respect for eatbler's knowledge
and experience and lowered the threshold for co-operdtos.communicative
development may lead to a ripple effectin the communityg, tleiping people with
mental health problems to achieve increased social iniegr&mpowerment,
participation and collaboration cannot be achieved withoud goommunication.
A more open attitude among professionals could result in aawtive approach
to social integration. The participants in the dialogue-basaching sessions
gained a larger repertoire of strategies, which had beexdtbsth in research
and community settings. They also developed an increased dbilitjilize
existing social network intervention methods. If reflexivity and knowledge for
practical use are to be developed for the entire group of pafessi a majority
of team members must be active participants. It was difficult for “the core group”
to share their sense of ownership with their teams.

The interdisciplinary interaction which developed among tlo-researchers
(Paper 1V) improved co-operation across professional bowslafhe users’
voice was also consciously brought into the dialogue througih participation
in the dialogue-based teaching and through the presentation of the findings of
Papers I-lll. The fact that the study was closely linked to looainsunities
made the research especially relevant for the understaoidsogial integration
in the participants’ local areas. Learning through participaiionlialogue-
based teaching has contributed to the participants’ ability to reflect as well as
strengthening their own knowledge. It provided a theoretiaaé dor practice
and verification that one’s practice is supported by research-based knowledge
and theory. This finding agrees with other studies (cf. Hostick & McClelland,
2000; Kjgnsberg, 2007). The dialogue (Paper V) led to deepegerstanding
and made it easier for the participants to integrate the newldage in their
practice. Fellowship with their colleagues proved meanirgsth on a personal
level and in terms of the relationship with their colleagumesiadividual service
users. The care methods used in psychiatric hospitals cannophetsansferred



to a community setting, thus individual modification must take place, a task to
which co-operative inquiry may be well-suited.

In the multi-stage focus groups (Paper 1V), the participanthputéxperiences
from their own individual practice into words and, as a regained a more
nuanced understanding. Discussing the possibilities of ppvoaches to social
integration contributed to the broadening of the co-reseeschepertoire of
techniques in encounters with service users. These digloffaean opportunity
to raise the participants’ experiences to a higher level (chmrhielvoll &
Severinsson, 2005). The use of multistage focus groups coettibugw
knowledge through action and reflection.

It appears that the co-researchers’ understanding of tta isegration concept
in Paper IV developed over the course of the dialogue-based teaching. In the first
of the focus group interviews and in the earliest of the dialdzased teaching
sessions, their description of social integration was piiystatic. Their attitudes
were characterised by the difficulty of influencing the service users’ networks and
by their own negative experiences. With each dialogue-basetiihg session,
more dynamic factors were added to the concept. Enhancedresa of the
concepts and a more positive and active attitude to workingsadial networks
emerged in both the discussions and the focus groups. The eochess have
a solid understanding of the importance of social integrati people’s lives
and always considered their own role as important, but thegdies on social
integration assumed an innovative character. The discigssidhe focus groups
indicated that the increased awareness and open dialoguaheguieticipants
more secure in their professional function. This should ledxtter service for
people with mental health problems.

It was a challenge that the municipalities differed significantly from each other and
that there were also cultural differences between them (Pépel he program
created knowledge for and through the co-researchers andctessaboth in
terms of social integration and the implementation of cerave inquiry in
community healthcare. The relevance of co-operative iggsidetermined by
whether the participants find their new knowledge relevant for problem solving

— itis the practical use of the knowledge that is valuable (cf.rHeinoll 2006).
The strength of the knowledge dialogue lies in the possilmfitransforming
knowledge into action. Co-operative inquiry is a step-byp-grocess. When one
has “sown the seeds” it takes time for them to mature, anchéimge becomes
apparent only gradually. Analysis revealed that group meminedsrstanding
of their new knowledge increased over time. The seeds aradpieation and
knowledge gained through the knowledge-based dialogue. Ulegiah of
the incubation period depends on the circumstances meahtadieve. These
pioneering participants can spread their new knowledge arhengtler team
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members, which may lead to action on a new level. The scopis @irbject was
quite broad, as all staff members and not just specific teams were invited to take
part. This may have a snowball effect that could lead to brogegdes in each
individual team.

A sense of ownership of the co-operative inquiry is importanthie outcome
(Hummelvoll, 2003). In order for knowledge to be useful inalaontext, the
participants must experience ownership of it (cf. Coghlan &e¢a2000). A
possible reason why the implementation of the new knowlealgoden less than
anticipated could be that few of the professionals in each teaknpart in the
program. By focusing on a small part of the community healthargemization
(e.g. one district team), the sense of ownership of all of th&ipants might
have been strengthened, thus leading to a more direct @ff@cactice. Similar
findings on a sense of authentic collaboration were presented in a Norwegian
study, which used co-operative inquiry (Kjgnsberg, 2007).

The participants reported that they only rarely implemenked knowledge
gained in the dialogue-based teaching (Paper V). This can bairedg by
several factors:

i) The participants were unable to gain the support of their colé=atpr
the implementation of the new methods. In the municipalitiesntal
healthcare is organised into local and some task-oriented tedmas.
participants comprised members from all of these various tétomgver,
there was no team from which a majority of the members took Fart.
this reason, none of the teams became a natural forum for discans
the topics raised during the dialogue-based teaching. Witnalear
strategy for following up the themes raised in dialogue-basaching
and multi-stage focus groups, implementation became inadequate.

i) There have been few meeting points for health and soci&bnsin which
to implement experiential knowledge, and professionals wiainly
work alone with clients have difficulty introducing new methods without
backup from the members of their team. Even if they wanted ttohiees
new methods and ideas that arose during the process, it was difficult to
find time to discuss those ideas with their teams.

iii) The participants reported that their working days involweny
problems which require rapid interventions and left lititheet for health
prevention.

iv) There are several competing treatment methods in the woe@ad if
other team members do not possess the participants’ new undergta
conflict may result.

v) The local project coordinators did not work closely with thkeot
participants, which allowed little opportunity for furthervolvement



after the initial meetings. Opportunities to discuss how tdeément the
new methods were lacking. The local project co-ordinator hay adke
in this task, as both a source of inspiration and a pacemal@gento
keep the project moving along and active. Having a job sirtoldahat
of the rest of the co-researchers might have led to greates fn the
project.

vi) Hardly any managers participated in the dialogue. Managerand
the local project co-ordinator must be given and take advawofaipe
opportunity to motivate the co-researchers to put the newlkdge to
work.

With regard to implications for education and clinical commutactice,
co-operative research has proved a powerful tool in comynumental health
work. The method has the potential to strengthen both dismigliand cross-
disciplinary co-operation and knowledge as well as to datiepilluminate and
initiate the development of new strategies, thus leadilgetalevelopment of a
more advanced form of knowledge-in-action (Molander, 208@oal of Paper
IV was to develop knowledge that is close to practice, in oradatson a common
knowledge base. The steps and characteristics of the jora@ts knowing-in-
action (Schon, 1987) were recognised in the program.
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6 CONCLUSIONS

The present thesis demonstrates that the social integaitjpeople with
mental health difficulties into the community is not achieved. There is still
much to be done with regard to providing sufficient community services for
people with mental health difficulties.

The results of Papers I-1ll strongly support that to feel Hgdi#egrated is
important for people’s mental health, and they emphasiseniheriance of
social contact for developing social competence.

Social integration is a necessary component of decentralisathhihealth
community care.

To achieve social integration, a person with long-term aiéeialth problems
needs to develop sufficient social competence. Neighbours to group homes
require, at the very least, general information, and effonast be made to
create social contact between persons suffering from mezghland their
neighbourhoods.

Those working in community mental health care need to ensurpdbple
suffering from mental health problems experience a sense ogjaipin the
community, which, in turn, enables them to develop a networlaghigve
social integration.

There is a need to strengthen healthcare professionalshgdmiorder to
ensure they are aware of the stigma and the ethical problenmahatrise
when providing homecare, especially those having to do wigepriang the
integrity of people with mental health problems.

There is a need for knowledge on the part of those responsibleein t
community in order to create a deeper understanding of thgration
difficulties experienced by individuals with mental health problems. These
difficulties should be taken into account in the planning and development
of day-time activities, work, and programmes aimed at promdicial
integration.

The results from Paper IV suggest that a multi-disciplinanyregeh is
both valuable and necessary for the process of providing adesgoeial
integration and social networks.

The findings in Paper IV indicate that co-operative inquiry can be beneficial
in the public sector. In order to achieve the best possibld,rése whole
team should be involved and play an active part in all aspkttts tesearch
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project. If the groups are too large, the participants’ level ghgement may
suffer.

Further research could continue to explore and evaluaterdiotice of helping
people with mental health problems integrate into commasnitii today’s society.
Also, the content of the information presented to the publiddcbe further
developed so as to better use it as a tool to aid successful integgation.
Social integration should continue to be focused upon throaghstudies in

this field.
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