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The purpose of this article is to present and discuss findings from a qualitative
study within mental health centres called ‘meeting-places’ in the community. Ten
service users were interviewed in order to explore and gain insight into what
visiting the centres might mean in the daily life situations of people who
experience mental health problems. The interviewees were recruited during
fieldwork within these centres, aiming to facilitate the inclusion of service users
who wished to share their experiences, but who might not otherwise come forward
as research participants. Three main themes were identified in the data analysis:
‘To belong and be recognized’, ‘Needs for support and challenges’, and
‘Participation and everyday life’. Flexible community mental health services can
be helpful by offering support and challenges as well as possibilities for mutual
relationships. However, the study also highlights a lack of opportunities for
participation and recognition in the wider society.
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Introduction

The aim of this article is to present and discuss findings from a qualitative study

within mental health centres which are part of the municipal health service in a

Norwegian city. These centres, called ‘meeting-places’, aim to support users’ social

inclusion in their community as well as to increase user-participation within the

service. The main theme explored in individual interviews was what visiting these

centres meant in the daily life situations of service users. The organization of the

centres facilitates the role of service user as well as active participant, which differs

from more traditional mental health services. User participation and social inclusion

are central aims for contemporary mental health policy in several countries. The

study should therefore have relevance outside of its local context.

Background context

Developing mental health services to support people in their life in the community is

now a central aim internationally (WHO 2001b, 2007). Norwegian policy is in line

with these recommendations, as described in a government White Paper on mental
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health services (SHD 1996/97). A reduction in psychiatric hospital beds and an

increase in community mental health services have been major international trends

across several countries for more than 50 years (Corrigan et al. 2008; Mechanic and

Rochefort 1994; Pilgrim and Rogers 2005; Prior 1993; Wright, Bartlett, and

Callaghan 2008). Research from Norway shows, for example, that the number of

people who were registered as patients in psychiatric hospitals declined from about

9000 in the years 1960�1970 to just under 3000 in 2003 (Hagen and Ruud 2004), and

two recent reports (Kaspersen, Ose, and Hatling 2007; Ose, Pettersen, and Kalseth

2007) show an increase in community-based mental health services.

Critique of segregated psychiatric institutions began with the work of for example

Goffman (1961). In Norway, Løchen’s work (1976) unveiled the disparity between

rhetoric and reality with regard to what psychiatric hospitals were hoping and

claiming to accomplish and what actually was occurring. In many countries, the

deinstitutionalization of mental health services has been welcomed by different

stakeholders, including user organizations, service administrators, professionals and

politicians, despite often representing different viewpoints and interests. Issues

related to what the better practice is, in order to reduce marginalization and enhance

the inclusion of ‘vulnerable groups’ in society, have been widely discussed (cf.

Froestad, Solvang, and Söder 2000; Tøssebro 2004). It has also been pointed out that

being physically present in a locality is a pre-requisite for inclusion, but provides no

guarantee of social contact and development of social relationships (Gustavsson

1993; Kristiansen 1993). A risk of social isolation in the community for people with

mental health problems has also been discussed (Pilgrim and Rogers 2005; Sayce

2000). Such discussions highlight the importance of studying relationships between

ideology and service users’ experiences. Sandvin and Lichtwark (2005, 69), for

example, refer to Söder (1982) when addressing the issue of ideology and practice:

Ideologies give certain directions for action. But ideologies are also simplifications, and
for ideologies to be implemented it is necessary that these simplifications are adjusted to
practical realities, which often reveals the inadequacy of the realism of ideologies. The
result might be that the ideology is never implemented or that it is implemented but with
a different outcome than expected.

Different forms of social ties, social networks and social capital have been studied

and discussed, related to issues of health and welfare (Ferlander 2007; Kawachi and

Berkman 2001; McKenzie and Harpham 2006; Putnam 2000). In social network

theory, close relationships are described as ‘strong ties’ and more superficial social

contacts as ‘weak ties’. Social support is believed to be available in the strong ties

between family and friends. Granovetter (1973), however, described how weak ties

can build bridges to new social settings, such as finding and maintaining a job or

having contact with neighbours. A lack of weak ties in the personal networks of

marginalized groups in society may explain their relative lack of ‘social capital’,

which refers to ‘ . . . social participation in the activities of the formal and informal

networks of civil society and/or as generalized trust’ (Pilgrim and Rogers 2005, 39).

In the International Classification of Functioning, Disability and Health (ICF),

‘participation’ is defined as involvement in a life situation (Bjørk-Åkesson and

Granlund 2004; Molin 2004; WHO 2001a), and the notions of social capital and

social inclusion appear to be intrinsically connected to participation and social

interaction. Theories about experiences of recognition (Honneth 1995, 2003) also
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highlight the importance of participation in social activities and the formation of

mutual relationships for identity-formation and well-being.

People with mental health problems have long been described as an excluded

group in society (Huxley and Thornicroft 2003; Sayce 2000; Sen 2000), and according

to Bergem and Ekeland (2006), recognizing and implementing the realities of a

genuine citizenship status for people with mental health problems is a central

challenge for services and communities in striving towards goals of social inclusion.

The Global Forum for Community Mental Health, organized by the World Health

Organisation, recently sent out a message directed at reducing the social exclusion of

people with mental health problems, aiming to ensure their participation in society,

including an urgent need for countries to provide a network of community mental

health services (WHO 2007). Community mental health centres offer settings and

activities designed with the stated purpose of providing supports in daily life.

However, some essential questions need further exploration, such as how people with

mental health problems experience use of these community-based services, and what

meaning their participation might have for their situations in the wider community.

Previous research

How people with mental health problems experience life in the community has been

studied from different perspectives, and investigated by quantitative as well as

qualitative research methods. Some recurrent findings from quantitative studies

reveal unmet needs for social contact, relationships and activities (Bulow, Svensson,

and Hansson 2002; Hansson et al. 2003; Jansson, Sonnander, and Wiesel 2003) and

the importance of such factors for self-reported ‘quality of life’ (Borge et al. 1999;

Elstad 1999; Oliver, Huxley, and Bridges 1996). Qualitative studies have reported

feelings of loneliness, shame and psychological pain, fear of neglect and exclusion,

passivity and needs for support but not wanting to be subjected to control (Birkeland

and Kristoffersen 2004; Erdner et al. 2002; Granerud and Severinsson 2006; Green et

al. 2002). Kristiansen’s study of women with long-term mental health problems

(2004) revealed fears of not being a good mother, issues of violence and abuse often
within the service system, worries about whose version of reality is ‘real’, and having

different perceptions of what help is helpful. Bergem and Ekeland (2004) found

variations in how people with mental health problems created and sustained their

identities, mentioning the need for flexible community mental health services. Borg

and Kristiansen (2004) found that people with serious and enduring mental distress

often recover based on their own active agency combined with non-traditional

responses from service workers. Life in the community for people with mental health

problems has also been studied by observations and field conversations. Reporting

from a study in the USA, Estroff (1981) described how ‘psychiatric clients’ often had

to struggle to get by. Prior (1993, 178) described the social worlds of ‘ex-patients’

living in local communities in Northern Ireland as ‘ . . . a subworld of the disabled and

the handicapped and the sick . . .’, a world that had only superficial contact with

mainstream society.

Qualitative studies have also been conducted within community mental health

services. In a Danish study, Kristiansen (2000), reported variations in individual users’

attachment to community mental health centres, and in a study from Norway, Lillestø
and Hanssen (2000, 57) found that users had an ambivalent relationship to

community day-centres, wishing most of all to ‘come back to society’. In an English
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study with a geographical perspective, Conradsen (2003, 507) described ‘drop-in

centres’ as ‘spaces of care in the city’. Whitley et al. (2008), reporting from qualitative

evaluation research in the USA, found that centres called ‘intentional recovery

communities’ were important for the psychosocial needs of service ‘consumers’. The

most prominent theme identified in their study was the importance of feeling safe,

which: ‘ . . . appeared to be the bedrock upon which positive inter-personal relation-

ships were forged and individual growth occurred’ (177).

It seems sensible to argue that community services should have a wider focus than
treatment and care (Corrigan et al. 2008; Grunewald 2000; Hydén 2005). Knowledge

about the social and relational aspects of mental health and mental distress based on

learning from those with lived experience is important in order to develop services

which support community participation and inclusion. There remains, however, a

lack of research-based knowledge about the content and function of contemporary

community mental health services (Ramsdal 2002). The subject of this article is what

functions and meaning different aspects of such services might have in daily life for

people with mental health problems.

Methodological approach and rationale

The rationale for this study was to add new insights and perspectives to existing

knowledge about the role of community mental health services in people’s life

situations from the perspective of service users living in the community. This theme

was explored in individual interviews with 10 service users in a study which was

developed and conducted during participant observation (Hammersley and Atkinson

2007; Sharkey and Larsen 2005). After information rounds, five women and five men
volunteered to be interviewed by contacting the first author directly or via a member

of staff at the centre, during periods of participant observation from May to

November 2005. The intention was that this procedure should facilitate the

participation of persons who wished to be interviewed, but who might not otherwise

come forwards as informants. This would, again, aid in the inclusion of informants

with a variety of experiences, which was important in this study in order to gain insight

into experiences from community mental health centres as part of daily life.

Study context

The research reported here was conducted within three community mental health

centres in a Norwegian city. In the local mental health service plan, the centres are

described as ‘meeting-places’ for people with mental illness living in the community.

As described earlier, mental health services that aim to support people in the

community have been developed in many countries. It is, however, important to note

that similar terms can be used about different types of organizations. The centres that
provided this study’s research context are part of the local municipal health services,

with staff from different health- and social professions employed. All centres are

situated in mixed business and residential areas: one close to the city centre, another

at the outskirts of the city and the third about 10 kilometres from the city centre.

Users choose how to use the centres: there are no intake procedures or applications,

no medical records are kept, and ‘user-participation’ in decision-making and

involvement in leading activities is encouraged. According to the local plan for

mental health services, the aim of these centres is to help users cope with everyday
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life: a step towards rehabilitation for some and/or mainly an arena for social contact

for others. Some visit the centres regularly while others ‘drop in’ only occasionally,

and individual persons’ use of the centres also varies over time.

Participants and procedure

Inclusion criteria for this study were to be a user of one of the centres, and also to

have an interest in sharing this experience to contribute to this study. The research

participants have been given fictional names and no demographic data were noted

other than gender and approximate age, which ranged between 40 and 60 years. As

the focus for the study was on the experiences of those interviewed, no medical

information was sought. All informants did, however, volunteer information about

previous experiences as users of mental health services during the interviews.
All the interviews were conducted by the first author. An open interview guide

was used, with themes relating to the following main question: ‘What does it mean to

you in your daily life to participate at the centre?’ Some informants did not wish their

interviews to be taped. As it might be perceived as intrusive, a tape-recorder was not

used (Sharkey and Larsen 2005, 177). Notes taken were summarized for the

informants during the interviews, asking whether the meaning of their responses

had been correctly understood. This can be considered as a validity measure in

qualitative interviewing (cf. Kvale 1996, 237). In subsequent interviews, four

informants supplemented some issues while three others commented that the written

interview reports adequately represented their experiences. Three informants were

not available for second interviews. In the autumn of 2006, meetings were held at

each centre, presenting and discussing preliminary themes and findings from the

analysis. These procedures were conducted in order to keep the research process

relatively transparent and to facilitate feedback from informants on preliminary

understandings during the research process.

Ethical issues

According to established regulations in Norway, the study was submitted to and

approved by the regional committee for research ethics, the Norwegian social science

data service, and the local medical officer. Before commencing the study, users and

staff were informed in open meetings, and written information was handed out and

also posted on announcement boards at each centre. An important principle when

conducting this study was to avoid putting pressure on service users by active

recruitment for interviews, according to requirements from the medical ethics

committee and medical officer in charge of the services and also in line with the

general approach in the research project. The research process was kept relatively

open, such that participating informants could review interview transcripts, and

discuss emergent findings during group discussions at the centres. This contributed to

a wider understanding of the informants’ perspectives, and was also based on ethical

reflections, since some informants might have disliked the experience of being written

about, with little influence on how their expressions might be used. As described by

Kristiansen (2005, 95): ‘ . . . within a medical approach, subjective reports are of

interest primarily to uncover signs and patterns of pathology. They are asked for, and

listened to, but then fitted into diagnostic categories’.
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Analysis

The data analysis was based on open-ended interviews, starting with the following

question: ‘What does it mean to you in your daily life to participate at the centre?’

The full text from all the interviews was first read through, obtaining an overall

impression of the content. Secondly, each interview was read, marking all the text

containing descriptions seen to illuminate the main research question. These

identified descriptions from across the interviews were then re-read several times,

developing and amending main themes and categories. Finally, the complete text was

re-examined and explored, searching for higher-order themes and issues (Kvale

1996). The following three categories were developed from the empirical material: (1)

To belong and be recognized; (2) Needs for support and challenges; (3) Participation

and everyday life. These themes do to some degree overlap. However, theme one

relates to ‘psychosocial’ aspects of using the centres, theme two focuses more on the

meaning of socializing within the centres as part of daily life, while theme three

relates to relationships between participation within the service and participation in

the wider community.

Findings

The purpose of this study was to explore experiences of attending community mental

health centres from the perspective of people who visit such settings regularly. The

main focus was on the meaning of this participation in the participants’ daily life

situations. Findings from the interviews are presented below, using the main themes

as headings. Some background information from observations during the field study

has been included, in order to contextualize the findings.

To belong and be recognized

All informants in this study emphasized the importance of having an environment

where they could feel safe and relaxed, in a friendly atmosphere that was free from

conflicts. Some also elaborated on the importance of how you are met. Linda, for

example, told how, on her first visit, one woman who visited the centre said: ‘come

over and sit here beside us’. This invitation was very important to Linda: ‘The two of

us are now best friends’. According to Jenny, there is an awareness of how they greet

and receive new users at ‘her’ centre. This is planned by users and centre staff. Jenny

compared being at the centre where she said she felt ‘like an equal’ to her previous

experiences of a psychiatric hospital where she had often felt ‘like a complete fool’ in

the role of patient. Grethe described her experience this way: ‘in a psychiatric hospital

one is not seen as a human being, � one becomes a ‘‘case’’ . . . but I’ve never

experienced leaving this centre feeling that I’ve been ignored’. This is how she

described the setting:

. . . it feels safe to come here, also when you have a bad day . . . It was difficult to identify
myself as someone who needs help from psychiatry. At the same time, the centre felt like
a safe place: you can come here also when feeling ill, as long as you can manage to sit
here for a while. This can actually feel like mastery, you know, just knowing that you’ve
been here. For someone with anxiety, this is an accomplishment.

Erik spoke about his own experiences and also what the centres might mean for

other users: ‘You get positive feedback . . . meet others in the same situation and can
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share these experiences without feeling shame. Here I don’t have to explain or defend

that I get a disability pension’. ‘Not having to put on a mask’ and ‘feeling less

pressure to have to live up to things all the time’ were also important to Erik.

Similarly, others described the centres as places where you could ‘loosen up’ or ‘be

yourself ’. Grethe said: ‘The ordinary activities in the neighbourhood can be too

demanding after coming out from a psychiatric hospital. There you can feel like a

loser because you can’t manage to do the simplest of things. Here at the centre, you

are never a loser’. One woman gave the following example: ‘Here, we all know what
it’s all about. If I’m feeling low-down, like I was yesterday at the shopping centre,

then here they know that I am not only like that’.

Several informants spoke about these places as ‘their’ centre, for example Ivar

who referred to ‘his’ centre this way: ‘We are a close gang here at our centre. People

come here to be social and for instance to celebrate our birthdays’. How to spread

information to potential users was an issue discussed in meetings at the centres, and

some user-representatives were observed to be actively engaged in how the centres

were presented in brochures and on the internet. In the interview, Maria also spoke
about the importance of information. She had heard from others that their local

doctor had informed them about these centres and that visiting the centre could

prevent being admitted to psychiatric hospital: ‘If my doctor had informed me about

the centre, it would have been useful. Doctors and other health professionals should

be more aware of different opportunities and rights. There is a lack of information’.

Needs for support and challenges

When interviewed, Erik said: ‘To come here can be a little like being at work. It is a
kind of learning process, too. You get important experiences and dare to behave more

freely’. In line with this, conversations at the centres were observed often to be about

practical things, such as food prices, food recipes, how to get a bank loan, buy a flat

or decorate a room. Sometimes people would give practical advice to one another.

Conversations were also about previous holidays, or shared experiences like a bus trip

or the centre’s Christmas party. When staff participated in these settings, it was as

ordinary conversation partners. These were observed to be like familiar, everyday

conversations that could take place anywhere in our culture.
In the interviews, some users talked about mutual support, available companion-

ship, and sometimes the development of friendships. David said: ‘There is not much

‘‘illness-talk’’ at the centre, since there is a ‘‘house rule’’ against too much of this.’

However, he also added: ‘Sometimes it’s necessary to talk about one’s problems and

the things one struggles with . . . others may have experienced the same, and this can

be positive’. Both Maria and Andreas described how, in their experience, ‘meeting

like-minded’ could mean ‘finding comfort in sharing the same fate’. Similarly, Grethe

said: ‘Those who know how it feels can give others good ideas and help start a
process that has positive effects’.

All users emphasized the need for having professional staff available at the

centres. Jenny said: ‘The professionals are very important . . . they are together with

us and listen to us. I can ask for advice if there is some trouble in my daily life’.

According to Maria: ‘When you’re ill you want the staff to have good professional

knowledge and to understand what the matter is’. This appeared to be related to

keeping the setting conflict-free and feeling safe, and also a concrete need for help

and advice in one’s daily life situation. Ivar said about this:
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Here you are backed up in your everyday life if you need it . . . It is very important that
those working here have professional knowledge. Here we have the safety of knowing
that there are professionals available who can handle the situation if something should
happen.

Karin said: ‘People here are nice. But I still don’t want the users to take over. It’s

important that the staff takes care of things and organize activities, � otherwise it

might be chaotic. The way things are here suits me fine. I need a very long time to

connect to new people’.

Participation and everyday life

Responses to what participation at the centre meant in daily life in general were

mainly about having somewhere safe to meet people and to have opportunities to

participate in activities together with others. Alternatives were often described as

being left alone, and on one’s own. Linda, for example, described ‘lying on the couch

at home’ as her alternative, adding ‘that’s what I used to do before’. When asked

about what centre-participation meant for her, Karin answered: ‘for example, one

doesn’t have to walk around town alone all day. It would be boring and lonely in the

long run’.

Another typical response was related to reducing experiences of mental distress.

Andreas said that the centre was ‘very important’ for him in order to get out either on

his own or be together with others. For him, this social participation also served as a

way of avoiding his experiences of strong anxiety. In his own words: ‘When you’re

alone, you can get yourself into a state of anxiety and crisis. Together with others, you

can train yourself not to think like this’. Jenny compared participating at the centre

to her earlier experience of psychiatric hospitals this way:

It’s very important to have somewhere like this to go to. Before one didn’t have
alternatives to hospital admission . . . it was quickly in and out of hospital. Because of
this centre, I haven’t been inside a psychiatric hospital for ten years. It’s like an anti-
depressant without side effects.

Grethe likened her depression to being in a ‘vacuum-land’, explaining that

somebody then has to help in order to ‘let in air and open up a way out’. Sharing

positive experiences with others at the centre could, again according to Grethe, help

this way: ‘Experiencing something, � then being able to tell others about it is very

different from living in a vacuum. Actually, not only to tell others, but also knowing

yourself that you have done something helps’. Similarly, Erik said: ‘To participate

socially here helps me to feel less isolated in general. In this way, to participate here

can help me manage to do other things as well, outside of the centre’. According to

Karin, visiting the centre also helped her to have contact with others outside of the

centre. She said the following: ‘I feel proud to participate here. Managing to come

here also helps me to take part in other things. I get more self-confidence’.

Discussion

The purpose of this study is to illuminate different aspects of what it means to attend

community mental health centres in a context of user-participation and social

inclusion, based on the experiences of regular service users. A main finding from 10

individual interviews was a very positive description of these centres. On one hand,
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this is not surprising, since all the study participants had chosen to visit the centres

on a regular basis. It also reflects a sense of belonging, since these centres are based

on both professional- and peer-support. This indicates that services focusing on user

participation and social inclusion are appreciated by their users.

To belong and be recognized

To feel socially included and safe was important for all those interviewed in this

study. Some related this to needs for safety and support in order to avoid or reduce

experiences of mental distress. Others felt that participation at these centres could

prevent (re)admissions to psychiatric hospitals. It was also important for the users to

participate in an environment where one felt equal and respected. Honneth (1995,

2003) highlights needs for fellowship, where one is seen as a fellow human being and
recognized for one’s competencies, not merely as a person observed and tolerated.

Relationships of mutual recognition provide opportunities for experiencing solidar-

ity, social inclusion and increased self-worth. Grethe’s expression: ‘here you are never

a loser’ when speaking about the atmosphere at ‘her’ centre provides an illustrative

example. Some of the interviewed referred to the centre as ‘our place’. It was also

observed that users of the centres informed potential new users about the centres.

This can be understood as expressions of anticipated fellowship and belonging.

Whitley et al. (2008) found that ‘intentional recovery communities’ were
important for the psychosocial needs of ‘service consumers’. Feeling safe was vital

for the development of positive relationships and individual growth, and this also

allowed ‘consumers’ to function better in ‘everyday society’. The present study

supports these findings. The expressed needs for protection from the pressures of the

wider community identified in this study do, however, also highlight that there are

barriers to social inclusion in society for people who experience mental distress.

Tøssebro (2004) has discussed the distinction between tolerance in society in general

and individuals being ‘tolerated’. The need for environments where one can be seen
and respected; not merely ‘tolerated’, may indicate a lack of opportunities for

experiencing true recognition as fellow citizens in society.

Support and challenges

Through talking about everyday experiences, people gave one another practical

advice and feedback. Conversations that involve mutual sharing of experiences might

support one’s identity as someone who has something worthwhile to give to others.

Such conversations can be understood as ‘normalizing’ and ‘identity-forming’,

especially when staff also share experiences and reactions from their own daily lives.

Mutual support may enhance self-confidence and strengthen people’s identity as

someone who contributes rather than being viewed solely as ‘service users’. Some
centre-users emphasized that participation in activities and sharing experiences at the

centres helped building confidence and gave them something to talk about when

meeting other people. Others emphasized opportunities for ‘training’ and learning to

cope with everyday life. This is in line with findings suggesting that ‘bridging’ social

capital is of particular value as it supports vertical exchange and enables people to

‘get ahead’ rather than just ‘get by’ (Usher 2006).

For some participants in this study, contact with others who ‘shared the same

fate’ was important, including the sharing of good advice based on ‘illness-
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experience’. Gustavsson’s research (1993) describes how some persons with mental

illness prefer the company of others who share the same experience over others who

do not. This raises interesting questions about social inclusion and community

integration, for example how one defines ‘community’, and related feelings of

belongingness. As pointed out by Bricout and Gray (2006, 5): ‘Communities exist

both as a physical place, whether defined by local convention, political boundaries or

shared perceptions and as a locus of affiliation or identification . . .’. Seen in the light

of theories about social networks and social capital; can ‘weak ties’ that are
developed within community mental health services also increase people’s ‘bridging

social capital’, leading to new experiences and activities in the wider society?

Participation and everyday life

The community mental health centres studied in this research project played a central

role in the daily life of many of their users. Alternatives were often being alone and

not participating together with others. Contrary to findings in a study by Lillestø and

Hanssen (2000), none of the informants in this study expressed ambivalence about

their participation at the centres. This difference may be related to methodology, or it

can reflect differences in the study contexts, including changes in policy and

organization. A Danish study (Kristiansen 2000) found variations in how people

used and identified with community mental health centres. In the present study such
variations were also observed. Bergem and Ekeland (2004) discussed a need for

flexible community mental health services based on self-determination for the users.

Findings in this study support the view that open and flexible community services

may have the potential of increasing personal social networks and feelings of

recognition through mutual relationships and peer-support. Such services may

provide opportunities and challenges, and can also function as a safe retreat, in order

to gather the strength to move on towards greater participation in community life.

According to service users in this study their participation also aided in participating
socially outside the community mental health service arenas. However, some of the

interviewed also describe these services as places where one could get away from

‘society’, indicating some need for ‘sanctuary’ or ‘asylum’, often due to the

experience of barriers to true social inclusion in the outside world.

Some methodological considerations

The purpose of this study has not been to generalize or evaluate, but to gain insight

into different aspects of what regular use and participation in community mental

health centres mean in people’s daily life situations. From observations by the first

author, and from comments by some of those interviewed, one can note that this

inclusion procedure facilitated participation in the study of service users who might
not otherwise have been interviewed. By including the views of some service users

who are otherwise seldom heard, the study adds a new perspective to the knowledge-

base about the experiences of mental health service users in the community.

No attempt was made to actively recruit informants. This was a pre-requisite for

gaining access to the setting from those in charge of the services, and is also an

important principle in research ethics, because of protecting anonymity and ensuring

informed consent. It is, however, important to consider that the interviews are based

on ‘self-selection’ among people who have chosen to use community mental health
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centres, often on a regular basis, and that the inclusion of more ‘peripheral’ service

users might have lead to more critical views. People who occasionally drop in to

community mental health centres have elsewhere been found to have different

affiliations to the service (Kristiansen 2000).

Another important point is that all informants volunteered some information

about previous treatment from other mental health services, and some compared

their previous experiences to their present situations. Thus, their frames of reference

would be influenced by a contrast between ‘before and now’. On one hand this
indicates progress in making mental health services more useful and less repressing.

On the other hand, previous negative experiences may also reduce people’s

ambitions. Persons who use other services or participate in a user-organization

may have different experiences and views.

Concluding remarks

Open and flexible community mental health services provide support which may aid

in coping with life in the community for some of the users. To have professional help
available without having to give up control in one’s life-situation may increase

feelings of security and agency, and may prevent (re)hospitalization for some. To

experience mutual relationships and recognition contributes to self-confidence and

well-being. Community mental health centres can also be seen as protective

communities within the larger community. Without such ‘protective environments’,

would people with severe mental health problems be left behind in institutions? Or is

it the settings and supports offered by society that limit social contact? Important

questions remain unanswered about the use of community mental health services and
about creating opportunities for people with mental health problems to receive

recognition also in the larger community. Further research into community

participation and inclusion, as well as how different types of community mental

health services might aid in such processes, is necessary.
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