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1. Introduction

1.1. Background information on Project EX-IN

EX-IN (EXperienced INvolvement) is a pilot project funded by the European Leonardo da Vinci Programme. The project aims at qualifying people with lived experiences in mental health distress to work as supporters in mental health services or as trainers for mental health professionals. In the frame of the project, the experienced people, mental health professionals and trainers from seven European countries are working together to develop a specific training, which is focused on the experiences of the participants.

In Slovenia, the Faculty of Social Work, University of Ljubljana, was to prepare the module “Empowerment in Theory and Practice”. The faculty of Social Work has a long tradition in community mental health, users’ involvement and empowerment. So far, a lot of research was done. A new challenge was to transfer the concept, the experiences into a practical package that would be useful in the areas of training and personal use, but also offer something to the various audiences of mental health (users, professionals, relatives et. al.). From October 2005 till October 2007, the people with experience together with the teachers at the faculty worked on preparing the learning material for this module. 

The motivation for this module to be delivered is multiple. Basically, there is a need to change the traditional mental health care system. Many aspects of empowerment-based support are not addressed by the system and many users are not satisfied with the services. The issue of power has to be addressed and the tools have to be given to address it practically, not just a buzz-word, a form of a mental health new talk, used to pretend while actually preserving old attitudes and ways of relating. In its short history, the concept of empowerment has moved from describing power relationships towards a more psychological concept, e.g.: “…as an intentional process that involves mutual respect, critical reflection, and participation in groups, so that those who do not access an equitable portion of the available resources may access and control these same resources.” (Cf. Empowerment Cornell University Empowerment Group (1989) Networking Bulletin: Empowerment and Family Support. Vol.1 Issue 1, October).
Power has to be understood both abstractly as well as concretely, as a way of improving one’s life. People who have experienced mental health distress and have used mental health services, have a vast source of knowledge about the supportive attitudes, methods and structures, which are still not sufficiently recognised in the existing range of mental health care. The intended qualification shall enhance the impact of the knowledge gained by the experiences in mental health system. The experienced involvement shall lead to a more user-orientated, more satisfying and less discriminating and degrading provision of mental health services. (www.ex-in.info)

The programme has undergone various changes and modulations. The first piloting of the training material was completed at the end of December 2006. The pilot sessions were conducted with seven people with experience. The module was reworked and tested again in May 2007. Since we have felt that there are major amendments to be made, we have tested a new version in October 2007. This time the leader of the project, together with three experienced facilitators, tested the contents on the students of mental health course. What you have in your hand, is the final version of the module. There is a need for further tests and adaptations in the future. But for the time being, we advise every user of the module to be flexible and use the theme in a way that is in the best interest of the participants. Only when participants can choose their own pace of education, it is possible to talk about empowerment. 

1.2. Rationale

The programme was built as an opportunity for debate and reflection on relevant issues and concerns related to community integration and empowerment by those who have self-experience in mental distress and those who have professional background. The module is based on the empowerment practice that simultaneously focuses on personal, interpersonal and social levels, and insists on user’s self-determination, professional delegation of power, and consumer sovereignty rather than the rule of professional expert knowledge. 

The intention was to prepare a module that would lead the participants towards empowerment, enable them to take responsibility for their own life, help them to gain self-esteem and recognise the value of their experiences, but also to enhance their status objectively, enable to play different valued roles, employ various sources of social power and contribute to more just power relations in mental health arena. 
The programme is designed in a flexible, modular format, allowing us to use it in a way that meets the participant’s needs. The content of the programme is designed to touch upon areas that are often excluded in formal education courses. The programme facilitators are drawn from the respective target group.

The programme places an emphasis on the participants using their own subjective knowledge and experience, and exchanging this within their group. We are aware that there is still a need to uncap and share the wealth of experience and wisdom one can only attain by being a person who has been directly affected by mental difficulties. Because of their central role in legitimating knowledge, we highlight the research as a particularly important activity. 

The programme is underpinned by the belief that given the atmosphere of inclusion of people with mental distress and belief that they can move forward in hope, regain control over their own lives and recover their abilities, skills and capacities which define every individual.

1.3. Aims

The programme was built as an opportunity for putting the concept of empowerment into practice. 

The training will:
· Promote the empowerment of people with experience of mental illness,

· Validate participants’ experience(s),

· Give orientation in the history, ideas and layout of community mental health, 

· Enable people to take part in discussion about the empowerment in theory and practice – giving them information, practical support, confidence and self-esteem,

· Give the participants the tools to understand and ‘measure’ their contractual power and change their power relationships,

· Develop an understanding of specificities of everyday life of a mental health service user,

· Provide basic research skills and awareness of the importance of users’ knowledge, and thus

· Facilitate the emergence and strengthen user-led research,
· Provide participation to gain the assertiveness skills, experience and assume new social roles.

The style of training should reflect the principles of empowerment based practice. The training should encourage activity and discourage the participants to be passive, encourage them to raise questions, make comments, fully participate in the exercises and take responsibility for the learning.

1.4.  Training Programme Contents

Training consists of four major themes: 
· Community Mental Health

· Empowerment

· Empowerment in Everyday Life

· Experienced knowledge

These themes are interrelated and connected. In our module, they are practically integrated through small scale research investigations about everyday life power issues. The main themes are preceded by the introduction session and concluded by the wrapping up session. The first one is meant to warm up and get people to know each other, the last one to close the training, reflect on it and the possible uses of the knowledge acquired.
Theme 1: Community Mental Health

The theme aims to create a common ground among participants about the values and principles that inspire the course. It contains the reflecting of the experiences with the services, defining the goals and arena of community mental health, demonstrating  critical essence regarding the institutionalisation, medicalisation and construction of the role of a mental patient, putting the criticism into the historical and social perspectives and analysing the role of a mental patient. 
Theme 2 Empowerment 

The aim of the theme is to provide conceptual and practical tools to analyse power. The theme contains the introduction into the notion of power, relating it to the social relationship with the professionals. The participant will be introduced into different ways in which power operates. The aim is to learn how to draw a power map and construct a ‘power-meter’ in order to investigate the contractual power they have and could have. This is done on the level of: status, interaction and roles. Legal capacities, money, guarantees and reputation are examined alongside the issues of impression, trustworthiness, statement, contacts, status symbols and interaction remedies. The syntheses of status and interaction are examined in the valued and stigmatised roles. 

Theme 3 Empowerment in Everyday Life

This module is aimed at describing, debating and investigating the knots of everyday life that everyone has, but also from the point of view of having a label and being a user of the services. It examines the needs, wants, desires and necessities of people: having a place of one’s own (housing), having something to do and money to take care of oneself (employment and income); having friends and fun (social contacts and relationships); how to deal with the ambiguities of social interaction; how to be independent, but also how to belong; issues of gender and, everyday errands, housework and leisure. These are the issues of everyday life that everyone has to tackle. Having a label and being a mental health services’ user presents specific intricacies of its own that make these issues sometimes more complicated and sometimes just different. There are two additional issues that have to be addressed in this context and stem from the role of the user – issues connected to hospitalisation (avoiding it, making it less destructive) and issues contingent to the user’s career (dealing with the professionals, medication, etc.).  
Theme 4 Experience knowledge
The aim of this module is to emphasise the importance of users’ knowledge and to enable the participants to do small investigations in the relevant topics (the issues of everyday life of a user). The aim is to show research as a meaningful and productive activity, the way that users are involved in the research, the roles they can take, what makes users qualified as researchers. The theme also contains the questions how to create useful knowledge and how to translate knowledge into possible action, the importance of local and experienced knowledge and its relevance to practice and action. The theme makes the participants assume the role of investigators and by support also gives insight into the basic research activities and methods. 
1.5. Terminology in training program

People with self-experience (experts by experience). An “expert by experience” in mental health care is somebody who has active experience with ‘illness’, handicaps and/or mental health problems and who has gained specific expertise in living with this experience and also with the socio-cultural and institutional contexts where the experience of ‘illness’, handicap or mental health problem gets significance. To become an expert by experience, it is necessary to reflect about one’s own experiences and shares them with others who have the same kind of experiences. It is necessary for the experts to check their own experiences related to a variety of other experiences in different situations and those of other persons (Harrie van Haaster, Yolan Koster, and Versiegroep).
In the context of this project, we refer to those men and women who within the course of their lives have or have had an experience of ‘mental illness’, independently of their psychiatric diagnosis that has been confirmed eventually. Through text, we also use terms “people with mental health distress”, but try to avoid the traditional labels, which presuppose a substance to the label. Mostly, we use the term user as word that denotes nothing more than the fact that someone was/is using the services without any assumptions about his personality and its features. 

The authors of this manual are quite sure that the concept of mental illness is at least problematic if not misleading and destructive. We use the expressions “mental illness”, “patient”, only within the usual context of these words, and we use them only conditionally, in the inverted commas. 
1.6. Guidelines for the use of the Training Programme

The programme is designed for an approximate total of 50 hours of training including breaks and 50 hours of practical work and reading. It may be rearranged according to best convenience.

The structure of all themes is similar. Each contains a description, contents and guidelines for the facilitators, exercises, background information and a self-assessment exercise.

Overheads are available as power point presentation. For every theme, there is a further reference section. 

Some outcomes of some activities recommend that the information gathered should be displayed as a product of the group. This means that the information should be placed on the walls of the training room in order for participants to revisit and remind themselves of discussions taken place. Also advised, is to produce a final documentation pack containing the discussion outcomes from the training process, so as to enable the participants to continue to review or refer to certain topics in the post training period. If possible, this could be displayed on the web and be available to other people interested. 
The facilitators are advised to make use of some basic organisational procedures for the training sessions. For example, providing refreshments, paying attention to breaks, keeping a list of the names of participants, paying attention to the absent, having a prepared timetable for the full training programme, etc. 
The facilitators should also stick to the timing indicated for the modules and training sessions.

1.6.1. The Facilitators

There should be at least two programme facilitators for a participant group of approximately 15 participants. The facilitators of the programme have a personal experience of mental distress. The facilitators go through education training to gain skills for conducting the training. They should get some knowledge of how to facilitate the group working. In case of beginners, there should be support available from someone more experienced. 
The facilitators of the programme have a personal experience of mental distress. Therefore, they possess a unique understanding of the situations, feelings and emotions that other participants will bring to the course. The facilitators should get help form other experts and the professionals needed. 

1.6.2. The Participants

The participants of the programme are people with experience of mental distress, those who live at residential facilities and those who are staying at home. They should express interest in the training.
The training could be advertised in the associations and facilities of mental health and it can be offered to specific groups in definite setting (e.g. to the users of the specific service). In the latter case, the facilitators should learn about the service and adapt the package for the local issues.

There is also a possibility to offer the package to other audiences (e.g. professionals, students). In this case, the package does not need much adaptation, but there will be some amendments needed in the approach. Specifically, the users’ perspective is to be emphasised and maintained and the participants encouraged to ‘really’ listen to people with experience and take a very interested, engaged and investigating attitude. 
1.6.3. The Time-table

	Theme
	Topic/exercise
	Duration

	Introduction
	
	2 hours

	
	Introduction and welcome
	60 min     

	
	Basic Rules of the Training 
	60 min

	Community Mental Health 
	
	11 hours

	1. What is Community Mental Health
	Introduction
	30 min

	
	Listing the goals (pair exercise) 
	15 min

	
	Goals – Group disscussion 
	45 min

	
	Four goals, community principle, definition (lecture and discussion)
	30 min

	2. Community Mental Health as a Critical Praxis

	Introduction
	30 min

	
	Exercise: Quiz on the history of madness and psychiatry 
	60 min

	
	Discussion and summary (Historical critique) 
	30 min

	
	Tri targets of critique: closing, medical model and role (Lecture and discussion) 
	60 min

	3. Role of a ‘mental patient’
	Ice breaking exercise 
	15 min

	
	Introduction 
	15 min

	
	Role of a mental patient (Role play I  ) 

	60 min

	
	Role of a mental patient (Discussion and summary) 
	30 min

	
	Role of a patient in the community (Role play II
)
	60 min

	
	Role valorisation (Discussion and summary)
	30 min

	4. Community service list
	Introduction and filling out the checklist 
	30 min

	
	Discussion and making the service map 
	60 min

	
	Reporting on the assignments 
	60 min

	Empowerment
	
	9 hours 

	
	Introduction & exercise: Master and Slave 
	90 min

	Diagram of Power 
	Mapping the power – example 
	60 min

	
	Group exercise
	60 min

	
	Contractual power defined by status 
	60 min

	
	Credibility in interaction 
	90 min

	
	Social roles 
	60 min

	
	Stigmatised roles 
	60 min

	
	Reporting on the assignments 
	60 min

	Empowerment in everyday life
	
	2 hours

	
	Exploring the needs (lecture and discussion)
	60 min

	
	Preparing the research 
	60 min

	Experienced knowledge
	
	42 hours

	
	Experienced knowledge – lecture and discussion
	60 min 

	
	Experienced research – lecture and discussion
	60 min

	
	Continuing group work on the research 
	15 hours

	
	Field work
	25 hours

	Evaluation
	
	1h 

	
	Filling in the questionnaire
	15min

	
	Final feedback and reflection of the course
	45 min


The framework of the whole training is 42 hours of attendance, of those, 27 hours of workshops (exercises, discussions and lectures) and 15 hours of group work on the research. Breaks included, it takes about 50 hours. 25 hours are dedicated to research fieldwork and 25 hours to reading and writing.
The time-table can be executed in a linear order as above, starting with the Theme 1 and finishing with the last theme. This means intensive work in the large group at the beginning and a lot of individual and small group work at the end (research). 

The facilitators can explore the idea of moving the research part more to the beginning. This would allow a greater time span for the investigations and make sessions diverse to the training. Typically, such a session would then consist of working on a theme and monitoring and supporting the investigations. 

Anyway, the training should be scheduled to the particular needs of the group. There are different formats available. The training can be designed as a series of concentrated meetings (e.g. weekends, study days) or spread over a period of time (maximum 20 weeks, preferably less).

1.6.4. Evaluation of the training

At the end of the module presentations, you should find the evaluation questionnaires for the participants that were produced for evaluating all EX-In courses. The questionnaires will be given to the participants at the closing session of the last module. A short, oral evaluation will follow after every session.
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The first testing of the module took place at the Faculty of Social Work from December 2006 till February 2007. The second testing of the module occurred in May 2007. Two participants form the pilot testing have been the facilitators in the second testing. The third testing was performed in October 2007, with students, three leaders with experience performing the role of facilitators, alongside the leader of the project. 
The first stages were coordinated by Petra Videmšek. These stages already produced meaningful side results. Some of the participants were empowered enough to start their own projects or to give constructive criticism from the users’ point of view in their own environment. The project obviously worked, if not in theory, then in practice. 
A special word of thanks is to her and the support she gave to developing group. Thanks also go to the other people who supported the group: Nika Cigoj, Tina Pirnat, Mojca Urek and Tadeja Kodele. Their contribution has been crucial for completing the handbook and putting it into practice in many other ways. Special thanks go to the participants of the pilot testing of the project: Smilja Bradonjič, Semedija Zahitovič, Bogo Kranjec, Luka Kovačič, Franci Prevolnik, Borut Kočar  and Alojz Smole; and to the students of the 4th year of social work course in the year 2007/08, who contributed their time and experience. 
 Thanks also go to all the partners in the project: Jörg Utschakowski, Anja Rieth, Thomas Bock (Germany), Harrie von Haster and Saskia van Dorp, Sandra Escher (Netherlands), Mervyn Morris (UK), Siri Blesvik, Christine Rosenqvist, Christian Aamodt (Norway), Lotta Pittuco, Ami Rohnitz (Sweden), who have kindly contributed feedback for the final version of this training programme.
2. Introduction session
2.1. Description 

This session is designed to contribute to the nurturing and well-being of the participants. It is important that the participants acknowledge their expectations and have a chance to express their specific needs, concerns and expectations. 

All the participants should have the opportunity to introduce themselves. The facilitators should ensure that the introductory information is clear, that everyone agrees on the rules of all sessions, that the participants have a general understanding of the timetable and timings of the sessions and that all have received practical information. This ensures that all the participants are at an equal status of information.

2.1.1. Desired learning outcomes

There are two issues this session addresses: 

· People get to know who the other participants are. Who their peers are, where they are coming from, a little about experiences and something each participant likes (e.g. music, reading, fishing, skating...). 
· to register the expectations of the participants regarding the training. This is important in order to address particular issues during the training and to verify in the end, if those expectations were met.

2.1.2. Topics

· introduction to the training

· introducing each other

· expressing the expectations

2.1.3. Outline of the timetable

Introducing the training and the session – 10 min

Exercise 1 Introduction and welcome – 50 min     
Exercise 2 Basic Rules of the Training – 60 min

Exercise 1 Introduction and welcome                                              

The facilitator may want to be the first to present him or herself, to set the tone and the time for introductions. The facilitator needs to make sure that the presentations are not too long, that every participant’s voice is heard, that no one is left out, not even late arrivals. The presentations by each participant and facilitator should focus on their interests of introducing themselves and on the question why they have decided to participate in the training expectations (what they would like to take home from this training).

The facilitators should register expectations on a flipchart for future guidance and wrap up exercise at the end to the training.

The participants may seat freely in the room. The suggested room arrangement is an “O”, whenever possible, so everyone may see each other.

If someone wishes, the presentation could also be written and read. 
Exercise 2 Basic Rules of the Training                                           

The facilitators should raise the initial question: What agreements should be made during this training? The agreements should be written on a flipchart and displayed on the wall. Keep it for all training sessions. This information is to be referred to, or looked at whenever the participants/ facilitators consider necessary. 

If the participants do not have any idea, here is a randomised list of ideas that may be presented in a different order according to the context.

LIST OF AGREEMENTS (just a few suggestions from the previous sessions)
1. Share experiences honestly;

2. Listen to others;
3. Take care of yourself;
4. Observe time constraints; 

5. Have fun; 

6. Understand different perspectives; 

7. Work collaboratively; 

8. Respect other’s right to privacy; 

9. Stop the facilitators, if you don't understand something;
10. Go out if you do not feel comfortable;
11. It is OK to be wrong and make mistakes;
The participants should discus these rules, adapt them and add to them.

Conclusion and Review                                                                   

The facilitators make summaries about what has happened in the introductory session and thank people for their participation so far and ask if there are any questions. 

After that, the facilitators give people a brief outline of the next session.    

Evaluation of the training

There will be an evaluation of the training at the end. But there is also a need for feedback at the end of each session. The facilitators ask the participants how they found the session and what they would like to change in the next sessions.

At the end, the facilitators thank the participants for their contribution and the knowledge they have shared, and announce when and where the next meeting will be held.

3. Community Mental Health

3.1. Description 
The first theme is an introduction to mental health. The participants are expected to become acquainted with the basic principles, contradictions and history of community mental health. Through discussion of a role of a mental patient, they should gain the awareness how important ordinary life is and the social roles we assume. The result should be making a map of the services in one’s environment. 
3.1.1. Topics

Hospital and community model

Goals of CMH

CMH services network

Deinstitutionalisation

Three targets of critique (institution, medical model, role of a mental patient)

History (madness, psychiatry, movements)

Ordinary living and social role revalorisation

Community services - what is available, what is useful and what is missing

3.1.2. Outline of the timetable


1.
What is Community Mental Health – The Goals

Introduction (30 min)


Listing the goals (pair exercise - 15 min)

Goals - Group disscussion (45 min)

Four goals of community mental health, Community principle, Definition (30 min)
2.
Community Mental Health as a Critical Praxis

Introduction (30 min) 
Exercise: Quiz on the history of madnness and psychiatry (60 min)

Discussion and summary (Historical critique) - 30 min
Break
Lecture and discussion: Three targets of critique (60 min) 
3.
Role of a mental patient

Ice breaking exercise (15 min) 
Introduction (15 min) 
Role play I  a role of a mental patient (60 min)

Discussion and summary (Role of a mental patient) (30 min) 
Break 

Role play II
(60 min)

Role valorisation (Discussion and summary) (30 min)
4.
Community care list
Introduction and filling in the checklist (30 min)

Discussion and making the service map (60 min)

Reporting on the assignements (60 min)

Total time 11 hours 
3.1.3. Teaching Methods and needed resources

The method of teaching is geared toward mobilising the experience of the participant and evaluating it. It is based on eliciting personal experience and knowledge and positioning it against theoretical concepts and experience of other people. Discussion and dialog are the main tools of making the synthesis of the two. 

An important part of the method is a role play. It is important as a tool of teaching that mobilises the participants and links the personal experience with the discussion. In the case of discussion of the role of a mental patient, a role play is also very instructive regarding the issue how we step into the roles – so the role play itself also becomes the object of knowing.
It is important to note and reflect with the participants the automatic features of the roles, also that they are a part of culture and thus amenable to anybody. It is also important to note that roles are important guidance to our behaviour in the everyday life. 
Within the role play, the dramatic part of a social role is also unveiled. 
In socio-dramatic exercises, it is important to warm up the participants and to encourage them to take roles. This can be done in various ways, but should not be made fuss about. The facilitators may even choose themselves as the first protagonist or draw odds. 

When presenting theoretical knowledge, the facilitators have to be careful to make sure that the participants have understood and it is necessary to link the presented concept to the immediate experience of the group.

Mapping exercise at the end of these themes is to be done as collectively as possible. The facilitator’s role is primarily to elicit what the participants know and have said in pairs and small groups. When making the links and relationships the facilitator has to explain the connections he makes and, check them with the participants. The map is to be reconsidered in the closing sessions.
For these exercises, some tools (quiz, list of services) are given in the material appended to the handbook. The facilitator uses the handbook for the conceptual part. The kit for a flowchart is needed for mapping the services and for the discussion, a blackboard might be used too (although the material then has to be copied from the board in order to be saved), for the summaries, a LCD projector is needed. 
It is useful to examine the handbook thoroughly before the session.

3.1.4. Assignments and products:

After the first theme the participants are expected to write a short essay on their own experience with the services including the assessment of experience and reflection on the ways the community mental health works and how the power functions within it. The participants give a report on the assignment in the next session, before taking up a new theme. 

As a group, the participants draw a local map of the existing and missing services.

3.2. Contents

3.2.1. What is Community Mental Health – the Goals
Introduction

Community mental health has developed in the last few decades as a move from closing people with mental health distress in hospitals and other institutions to supporting them in ordinary environments – in the community. 

Community mental health is a move (hospitals → community) and a social movement of users and professionals to ensure a more decent life and better services. 
As all the movements, the community mental health has had its ideals and goals. Although some have been forgotten and neglected, these have always been the motor and matter of consistency of this field.

The participants form a small group (3-4 people) and make their own list of what the goals of Community mental health are and should be. The facilitators encourage the participants to express freely and to be creative. This can be done by jokes, examples; joining small groups and contributing and encouraging people. The drawing up of lists should take about 15 minutes. 

Small groups briefly report on the discussion and comment on the reports. The facilitators encourage the discussion and comment on the reports. 
The possible goals that could be expressed are: 
· Protection of the users’ rights, 

· Equal opportunities, 

· Protecting and enhancing social and other kinds of security, 

· Resolving housing issues, 

· Providing paid work,
· Preventing crises, 

· Enabling surviving crises in a least restrictive environment,
· Preventing stigmatisation, 

· Dissolving stereotypes, 

· Preventing assuming the role of a mental patient, 

· Help with the consequences and distress of a crisis or hospitalisation, 

· Help with the consequences of institutionalisation, 
· Renewal of full membership in the community,

· Encouraging various leisure and cultural activities, 

· Better atmosphere in the users’ environment, 

· Better relationship with the close ones, 

· Promoting mutuality and reciprocity,

· Development of equal and partner relationships between the staff and the users,

· Take users seriously,

· Having a say over what services one gets, 

· Services tailored to suit desires, needs and necessities of the users, 

· Users’ control over resources intended for their support, 

· Accessible and user friendly services,

· Change of the public image  that mental distress and madness have in the people’s mentality, 

· Drawing scientific and artistic attention to the issues at the margin of reason, 

· Providing users’ political impact,

· Creating political will to change the mental health services,
· Changing general attitude towards mental distress, madness and mental health users,
· Stop the processes of exclusion, expulsion of the people who, for various reasons, break the etiquette, public order and peace, common sense – the arrangements of rational bourgeois society,

· Enable people to solve their troubles creatively and confront the difficulties productively (e.g.  divorce, loss, radical changes of life style, etc.),

· Making possible alternative solutions and ways out from stressful situations,

· Seeing people first, - their distress is secondary,

· Redefining and revalorising a ‘lack’ and use it as an advantage (e.g. hyper sensitivity to interpersonal relationship can be used as a group sensor),
· Compensating the lack (people who hear voices can learn to live with them and teach the voices to be useful).
Four goals of community mental health

These goals can be summarised into four clusters of goals. All of them contribute to empowering people with mental health distress and contributing to their social emancipation from other people’s (professional) dominance. 

1.
Improving the status of mental health service users and people with experience 
2.
Changing mental health services to serve users’ needs, wants, desires and necessities
3.
Social revalorisation of madness, mental distress, diversity and otherness. 
4.
Abolishing and preventing the social processes that lead to destructive crises, personal decay, as well as enabling all the people to confront the life challenges and stress creatively. 
The four clusters of goals of community mental health are in a way just four aspects of the same emancipatory process. Take for instance the prevention of hospitalisations. This definitely is one of the goals of the community mental health; moreover, it is also the trend in the mainstream psychiatry. This particular goal contains the four described aspects. Firstly, it improves the position and status of the user – we are preventing and diminishing stigmatisation, contributing to preservation of the affirmative self image, enabling the user to remain in his ordinary life world and therefore preserving his usual competencies, etc. Secondly, the prevention of hospitalisation requires establishing other services that will substitute the help received in the hospital. These are: crisis teams, mobile community teams, group homes, sanctuaries, self help, etc. At the same time, this requires the closure of old and huge hospitals, a major change of the mental health landscape. Thirdly, the prevention of hospitalisation requires the change of attitudes of the close ones. If the ‘solution’ of sending someone to the hospital is not available, the presence of the disturbing member of the community has to be revaluated, the means of living together and of valuing the distress and otherness must be found. Fourthly, it also contains preventative measures. It is not only hospitalisation and stigmatisation that has to be prevented but also crises and severe distress (early warnings, self-help). Prevention can be done also by foreseeing the harmful consequences and creating the ways of minimalising harm; this way we can also deliver less destructive outcomes. 
The four aspects are circularly interconnected; and achieving one goal makes achieving the other three more viable. 
Goals of community mental health
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Community principle
A common feature to all community mental health situations is the community principle. This means that the place of action is anywhere in the community – in a flat, club, park, local community hall – but most importantly - we do not want to isolate people by our action and separate them from others. 
Operating in ‘common space’ presupposes that there is a vast number of actors involved – various professionals, users, their close ones, volunteers, etc. This also presupposes that these actors are in principle in relatively equal relationships and that they strive for common goals with common forces. 
Community principle also means that the object of our action is not an individual and his or her illness or disorder but the community, from dyads, kinships to the social change and innovation. Even if the action is focused on one person in the community, we must understand that it is the person-in-the-community. 
In terms of methods the community principle means that we use the means that are available in a particular community and that a phenomenon is treated within the context of where it arises. 
Table: Community principle 

	
	Community mental health
	Psychiatry

	Place
	In the community
Integrated
	Hospital or doctor’s office.

Isolated

	Actors
	Various professionals, users, close people
	Doctor and patient

	Relations
	Equal
	Dominance of the doctor

	Methods
	Contextual
Involving the social body
	Treatment

Reduction to the body of the patient


The conclusion is that community mental health is a diffuse and fragmentary area. The reasons being: interdisciplinarity, great variety of approaches and models of work. However, the starting point is common. They are all performed on the territory that belonged exclusively to the psychiatry and they represent diverse means of transcending the traditional psychiatric practice. They are connected by common emancipatory goals and community principles. 
DEFINITION
Community mental health is an interdisciplinary area of action, developed on the territory of psychiatry with the purpose, while observing the community principles, to pursue emancipatory goals. These are: improvement of living conditions of the people with mental distress, improvement and change of the services in order to be led by needs, desires and necessities of the users, social revalorisation of the mental distress and madness and establishing social conditions that will disable the destructive outcomes and encourage the creative solving of human distress. 
3.2.2. Community Mental Health as a Critical Praxis

Introduction

Community Mental Health can be seen as a praxis that is based on critique of the old system of mental health, the way it works and what it does to people. It attacks and denounces the closing of people, thinking that it considers people incapable and puts them in disvalued roles. 
The main three targets of critique are:

· Total institutions and logic of closing

· Medical model

· Role of a mental patient

The main tools of this critique are in assuming social and historical perspectives. It is important to look at the institutions, models and the roles from the point of view of the society, because:
· these machines make the problem individual,
· institutions, model and roles are constructed socially,
· it is about social power and oppression,
· poor people fare badly and are worse off when in mental distress,
· the neglect of sexism and racism and ignoring the issues of culture and gender,
· it is about the question of madness and reason in our society.
Also because the community mental health is about changing the social relations, systems of welfare and solidarity. 

We need not look into the history in order to try to persuade others that in the past, people with mental distress have been treated even worse than today, but quite the contrary:

· to have a mirror – to see what is happening now in the light of what has been happening to people in other historical eras;
· to deconstruct – to understand how these machines have been assembled;
· to act – on the basis of where we come from and where we want to go.

Exercise: Quiz in the history of madness and psychiatry
To look into history we have devised a small quiz. Try to answer the following questions:

There are two possible ways of doing this exercise. 
1. Either each participant is given the sheet with quiz questions and solves the question and than discusses the answers in a small group or a pair, or 
2. The participants form small groups or pairs in advance and are given out the sheets with one or two questions. They work on the answers together, discussing them.
Questions:
1. In the Middle Ages, fools were:


a. Put on the ships of fools.
b. Burnt in the bonfires.
c. Lived normally in the community.
d. Wandered in a no man’s land.
2. Erasmus of Rotterdam (1466-1536) in his Praise of Folly:
a. Criticised dullness of learned men.
b. Praised naïve belief in man and god.
c. Fooled about folly.
3. Who of the listed did not have a psychiatric diagnosis:


a. Winston Churchill

b. Vincent van Gogh

c. Robert Schumann

d. Joan of Arc
e. Fyodor Dostoyevsky
f. Maurice Ravel 
g. Virginia Woolf

h. Adolph Hitler

i. Jesus Christ
4. Lunatic asylums exist from 


a. The begging of time (10.000 years)

b. The Middle Ages (1000 years)

c. The New age (500 years)

d. Industrialisation (200 years)

e. Socialism (less than 100 years)

5. What do French celebrate on 14th July?
a. Fall of the lunatic asylum.
b. National holiday.
c. Napoleon
6. Pinel (1745 - 1826) took the fools from the dark jail into the bright hospitals. By doing that, he: 


a. Liberated the fools.
b. Liberated the criminals of the presence of the mad.
c. Created psychiatry.
7. Freud and psychoanalysis 


a. Enabled madness to talk freely.
b. Created an asylum on the couch.
c. Created a modern confessional.
d. Enabled crucial progress of the psychiatry.
8. Which of the psychiatric methods got the Nobel Prize? 


a. Resting chair
b. Cold water shock
c. Electro shock
d. Psychosurgery
e. Psychiatric drugs
9. Which of the listed drugs psychiatry never used as a medicine for mental distress?
a. Cannabis (grass)

b. Heroine
c. Cocaine
d. LSD

e. Amphetamines
f. Haldol

g. Diazepam
10. The connection between psychiatry and concentration camps is: 
a. They were used to internate the Jewish psychiatrists.
b. They were used to remove people with psychiatric labels.
c. Psychiatrists trained the SS for the job in the camps.
d. Most of the detainees required psychiatric help upon the return.

11. Deinstitutionalisation began because:

a. The consequences of the 2nd World War
b. Invention of the psychiatric drugs
c. Protection of the human rights of the inmates
d. Saving the public funds
e. Progress of psychotherapy
12. Anti-psychiatry was a movement that wanted to:

a. Annihilate the psychiatrists.
b. Close the hospitals.
c. Abolish the psycho drugs.
d. Change the society.
e. Enhance patients’ rights.
13. Who of listed was not an anti-psychiatrist:

a. Franco Basaglia

b. David Cooper

c. Kate Millett

d. Cesare Lombroso

e. Janet Frame

f. Ronald Laing

g. Judi Chamberlin

h. Felix Guattari

i. Ervin Goffman

For the answers, look in the Appendix 1.
The facilitator either lets the participants look up the answers or gives out the results and explanations, while commenting the answers of the participants. The discussion on the results should take about 60 minutes including the summary along the points bellow.
Historical critique
History is used by the people who want to legitimise the present as a means to prove that: 

· The profession is developing. 

· The profession is progressive. 

· Today’s psychiatry is more human in comparison with the cruelty of the past.
The history partly confirms that, but we also see in the mirror of the history that this is not absolutely true:

· Lunatic asylums are not to be taken for granted – there were times when they did not exist.
· Those who are now mental patients were once saints, heretics, court jesters or village fools.
· In the industrial society the asylums were above all the warehouses of (defunct) work force.
When we look into the past, as the archaeologists do, we can discover:

· How different layers, parts of the hospital, the concept of illness and the role were invented.

· How parts and the whole machine function in the present.

In this way we can deconstruct the machines of mental health. 

History gives us a base to act, because:
· If we know the history we can create a new one,
· We know the socio-historical relationships, 

· We know how the history influenced the way we live no w, and 
· The way we want to live.

Three targets of critique
From the social and historical perspective, the critique is aimed at three targets:

· Total institution and the logic of closing
· Medical model

· Role of a mental patient
Total institution and logic of closing
In the late 50s and 60s, many works appeared analysing the total institution (Barton, 1959; Goffman, 1961; Foucault, 1961/1972, 1978; Castel, 1976; Basaglia, 1968).

The analysis has deconstructed the total institution into the following components:

· Enclosed space  

· One explanation (illness)
· A lot of people in one place
· Gap between the staff and inmates
· Guardian power

· Processing of the people
· Central plan 
Assembled together and put into action, these components produce characteristics of: the space they form, deeds and action happening in it, and identities and self conceptions of the people contained. The produced characteristics are: 

· Total – life is contained in its totality, everything is taken care of by others.
· Anti-household – there is no familiarity, even the housework is delegated to the special services.
· Homogeneous – create a mass of uniformed individuals, marked by one dominant characteristic (e.g. mental illness, crime)

· Artificial – people are not there because of friendship, kinship, common interests, their relationships are artificial and unavoidable. 

· Non-verbal – although ideology is an important part of the total institution it is mainly regulated by non-verbal signs and rules (space, procedures, gazes, sitting orders, departments, medications, etc.).

· Punitive – life in a total institution is based on the reward and punishment – giving or taking privileges.
· Intense – although the inmates experienced it as a ‘loss of time’, the experience is remembered as intense and important. 
Total institutions have special social functions: 
· Containing the people – not to wander around.
· Producing the deviant careers – if you have not been in the bin you are not a real loony.
· Creating of the professional power – “if we can not reach an agreement you can still be sent to the bin.”

Besides, their purpose is also to create social normality, by protecting: 
· social norms (reason, sobriety, private property, good manners, etc.),
· peace and order, by removing the offender from the public and private space.
It is clear that the total institutions are not only useless, but also destructive for the welfare of the people. 
The abolishment of closing is in fact the condition for real care and support for people with mental distress. 
Medical model

Characteristics of the medical model as a way of forming reality that can be justly criticised are:

· There is one explanation for everything – illness,
· Various medical treatments e.g. electroconvulsive therapy (known as electroshocks), insulin shocks, psychosurgery or psychopharmaca are pretty dangerous and have many serious side effects,

· Medical jargon is unsuitable for describing the human life in its complexity. Abstractions often do not summarise the important concrete particularities, labels can fatefully close the avenues of one’s life, the staff needlessly use jargon which is not understood by users,

· It is questionable whether mental illness exists. It is rather a metaphor – the biological substance of the mental disease could never be proved. 

· Medicine is a new religion, health dominates everyday life, it is important to be healthy – at the same time the health care produces diseases (Illich, 1975). 
The criticism of medical model is also aimed at the way it articulates its object and establishes help as a power relationship. By doing this, it:

· Concentrates various and heterogeneous distress into the body of an individual.
· It interprets interpersonal, class, gender and cultural intricacies as disease, 

· And puts a professional into a position where he is always right. 

3.2.3. The role of a mental patient
Ice breaking exercise: 

To loosen up, the group members stand in the circle and make crazy faces to each other. 

Introduction 

The role, label, stigma and career of a mental patient are a direct product of institutionalism and its expression. 
They cause: 

· Poverty

· Isolation

· Negative expectations
· Scapegoating

· Visibility and feeling of being constantly under observation and surveillance

· Lack of aspiration and encouragement
The role of a mental patient is more resilient than the institution.
Playing a role of a mental patient

A role play is staged. One of the facilitators invites the participants to construct a situation in which mental health users found themselves frequently. The other protagonist is a professional, a member of staff of some service. 
A situation can be different, maybe with some dramatic suspension (e.g. release from hospital, moving to a group home, etc.). 
One of the participants takes up the role of the user. He improvises the characteristics of the person (sex, age, marital status, children, profession, etc.). 
The person to play the role picks his partner in the role play and chooses the role for him (doctor, nurse, social worker, etc.). The second actor, together with the first one and the audience, describes his role. Then they work out the initial plot, the situation. Then they improvise. 
The facilitators let the pair perform, encouraging them with funny remarks, if they get stuck. 
After a few minutes of playing, the action may be cut and protagonists are invited to share their thoughts, experiences with playing the role, what was difficult, how they felt and reacted. Then, the audience is invited to give comments. 
The facilitator should focus and encourage the discussion that sees the role that can be played by anyone. The importance of drama is to step into the roles. 
Alternative actions and reactions may be suggested and debated. The facilitators invite individual members of the audience to change with the actors and try out a different approach, reaction… 
After that, the comments and reflections are invited again. This may be repeated yet another time. The final discussion lasts a bit longer. The whole role play should not take more than an hour and a half.
A discussion is followed by a short lecture with slides. The facilitators should use the examples of the role play and point out the differences.

The role of a patient contains the following operations (Parsons, 1951):
· Neutralisation of the deviant role
· Exemption from some ordinary duties
· Abolition of guilt for one’s condition – with partially diminishing rights
· Not desired role – patient must leave it as soon as possible
· Need of help and a doctor
The role of a patient is a twin role to the role of a doctor. Not only is there no doctor without a patient, but also contrary – there is no patient without a doctor. 
The role of a mental patient consists of many contradistinctions (Eriksson, 1957).

· It is difficult to prove the illness (no visible signs, so there has to be exaggeration of ‘patient’ behaviour),
· Difficult to leave the role and return to one’s old role (it is a common assumption that a mental illness is ‘incurable’, there are rewards for playing the role – e.g. sick benefit, less pressure to be successful, etc. –  stigma restricts assuming other roles).

· A new role is constructed on the basis of the position a person occupies in the hospital (a person gets socialised into a hospital inmate, somebody who is powerless and needs control). 
The therapist has difficulties, too: 
· His conception of the role and his action differs greatly from the general belief on mental illness (duration, cause, etc.)

· Audience cannot make distinction between the normal and the sick and has to get involved in the dramatisation of the difference (e.g. uniforms and pyjamas).
The career of a mental patient begins (Goffman, 1961) 


· Against one’s will (nobody commits him or herself to a mental hospital, has to be convinced, made ready or even a compulsory action has to be staged).
· Alienating coalition – the people close to the person to be hospitalised have to ally with professionals, hence alienate themselves from the nearest. 
· Feeling of deception and treason – to dispose of somebody near to you in an institution constitutes crucial offence of kinship, partnership, friendship solidarity. The new patient feels it (he or she feels abandoned) as well as the close person (who has feelings of guilt, because he has left the person and done something against his or her will).
· Retreat and assuming of the hospital view on oneself – when one sees that he or she has been ‘outvoted’, one stops negotiating his identity and accepts a passive role of a patient;
· Constitution of the patient identity – by doing this, this takes over new duties, rights, expectations and tasks that the new role prescribes.
Role play II

The participants are invited to do yet another role play. This time the setting is not within services, but outside, preferably in a public place (shop, pub, bus stop). The participants choose the setting and a person to play the user volunteers. With him or her on the set the participants continue to imagine the situation, choose other characters. 
It is good to involve at least three people, not more than five. One by one, they assume their roles and invent the characters. When the setting and characters are ready, the action may start. 
The facilitators proceed in a similar fashion as in the first role play – cutting the action in the middle and inviting the actors and the audience to comment and discuss and then continue the scene by changing the actors and action. 

The discussion is summarised and the slide shown to supplement the discussion. The examples of the role play are to be used and the participants got to discuss the concepts and link them to their experience. Both, in the play and in the real life.
The role of a mental patient (Scheff, 1966) consists of the system of rules and propositions:


1. In everyday life, there are many different rules in which the formal sanctions are not foreseen. These are small offences of good manners, politeness, invasion into one’s personal space, etc.

2. The areas where these rules govern are very different.
3. The main difference in: whether they receive attention, treatment, are they problematised or not. 
4. People mostly deny such offences or they are of transitional character anyway.

5. The stereotypes on mental disorders are learnt early in the childhood. 

6. The stereotypes are constantly confirmed in everyday social interaction.
7. For playing stereotype deviant roles the labelled can receive rewards.
8. Labelled deviants are punished if they try to return to ordinary roles.
9. In a crisis which develops when the offender is labelled, the offender may be amenable to suggestions and accepts the role he or she is being offered without resistance. 

10. Labelling is the one and the most important cause for the deviant career. 
After community care has been put into action, there was an expectation that the roles of mental patients will subside. But they did not. The reasons for perseverance of the role in the community can be found in the fact that (Estroff, 1985): 


· Asylums, closed institutions are still real and present – in spite of closing them down, there are still some left, if not in home town then nearby. Their existence is a threat to users and determines their actions and behaviour. It makes it possible that one is locked up again (if needed). And being inside enacts the role of the patient to the extreme. 

· Community services are still ‘a world of its own’ – a ghetto. The users mix more or less only with users and staff. 

· Medicines – (because they have to be taken) establish the role and tell the person that it is the role he or she belongs to. Besides, they change behaviour (side effects) that separates him or her from the others that do not take medicines. Side effects produce interaction offences (people fidget, move about, twitch, wriggle, find hard to stay in one place, have dry mouth or are dripping saliva).
·  Social benefits – in order to claim benefits, one must remain in the role, sometimes (disability grant) it is of crucial importance. 
· Gap between the users and staff persists outside the institution. 
Five principles of normalisation
To overcome the role of a mental patient (also other deviant roles) when in the community, there is a need to provide very ordinary living situation and means to perform valued roles. This was called normalisation or social role valorisation (Wolfensberger, 1985). O’Brien and Brandon propose five principles.

· Relationships 
· Choice
· Participation
-    Individualisation
-   Mixing
We have to ask questions like:

Relationships: Can people develop warm, friendly and loving relationships with others?

Participation: Can people influence the features of the services they use?

Choice: Do people have control over their lives?

Mixing: Do people mix with people who are valued in the environment and not paid to be with them?
Individualisation: Are people seen as individuals who can grow personally?
The discussion can follow these questions, but it should not be too long and is not meant to become a normalisation workshop. The goal is just to get the feel of what it is about and about the contrast between the valued and disvalued roles and to get the feel how this is connected to the settings that services provide.
3.2.4. List of community care services
Community mental health has developed many new services to provide care in community. What used to be hospital and maybe out-patient clinic is now dispersed over the community and comprises: 
· Residence (long-term and temporary)
· Leisure and employment (work, social life, education, culture)
· Associations and self help






· Personal services (advocacy, assistance, home help, etc.)
For all these functions, there is a great variety of different ways of putting people up, offering them something to do, organising support, mutual help as well as being actively involved in the effort for improvement. (The facilitator can read some of the list and comment briefly). 

The services are listed and described in short in Apendix 3. 
The participant take sheets with the list of the services and assess whether the services listed exist and whether they are are sufficient and consider to what extent do they contribute to normalisation and social role valorisation (Appendix 2). The assesment is an approximate and subjective one, the participants do not need to be precise. The assessment is done in pairs. This should take about 15-20 minutes. Then, it should be discussed in a large group. 

In a group discussion, the pairs first report on their assessments and the facilitators help the participants to reach a common understanding of what services exist, which are sufficient and how they follow the princilples of ordinary life. The discussion also provides other comments on the services. These should also be noted and recorded. And a map of community drawn at the end of the session, stating also what is missing. A group discussion may take an hour and a half.
3.3. Further reading

Any book on institutions or deinstitutionalisation. The classics are: 

Basaglia, F. (1987), Psychiatry Inside Out: Selected Works of Franco Basaglia. European Perspectives, Columbia University Press.

Foucault, M. (1972), Histoire de la folie à l'âge classique. Paris: Gallimard. First edition Foucault Michel (1961), Histoire de la Folie. Paris: Plon.

Goffman, E. (1961), Asylums. New York: Doubleday & Co. (Pelican edition 1968).

On the deinstitutionalisation and community mental health services, beside Basaglia above:

Brown, P. (1985), Transfer of Care. London: Rutledge & Kegan Paul.

McCourt-Perring, C. (1993), The Experience of Psychiatric Hospital Closure Aldershot: Avebury.

Ramon, S. (ed.) (1992), Psychiatric Hospital Closure: Myths and Realities. London: Chapman Hall.

Ramon, S., Giannichedda, M.G. (eds.) (1988), Psychiatry in Transition. London: Pluto Press.

On the role of mental patients

Erikson, K.T. (1957), Patient Role and Social Uncertainty - A Dilemma of the Mentally Ill. Psychiatry 20, 3: 263-274.

Estroff, S.E. (1981), Making It Crazy. Berkeley: University of California Press.

Goffman, E. (1961), Asylums. New York: Doubleday & Co. (Pelican edition 1968) (Chapter: Moral career of a mental patient).

Goffman, E. (1963), Stigma - Notes on the management of Spoiled Identity.  Engelwood Cliffs: Prentice-Hall; (1968), Penguin edition.
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On normalisation:
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Brown, H. in Smith, H. (1992), Normalisation: A reader for the Nineties. London: Routledge.

Flaker, V. (1994), On the Values of Normalisation. Care in Place 1/94 N. 3: 225-230.
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4. Empowerment

4.1. Description

In this key theme, the participants should learn and discuss the power. How relationships with professionals contribute to empowerment and disempowerment? What practically constitutes one’s power and how to increase the possibilities and create opportunities? The participants should learn about strong and weak roles – how to enter and escape them. 

The aim is to learn how to analyse power, map the power, assess the degree of contractual power people have and to plan the empowerment – i.e. the gaining or increasing the power. 
4.1.1. Topics

Concept of power

Types of power relationships

Delegating the power

Mapping the power

Status (formal capacities, formal statuses, money, guarantees, respect and reputation), Credibility (confidence, impression, expression, personal links, status symbols, skills of interaction) 

Valued and stigmatised roles, 
4.1.2. Outline of the timetable

Introduction including exercise: Master and Slave 90 min
Diagram of Power - Mapping the power – example 45 min

Exercise in making one – 45 min 

Contractual power defined by status 60 min
Credibility in interaction 90 min
Social roles 60 min

Stigmatised roles 60 min

Reporting on the assignments 60 min

Total: 9 hours 


4.1.3. Teaching Methods and needed resources

Methods used to convey this theme are similar to the previous ones. 
The role play in this case is simply structured, but can bring a lot of material for discussion. 

Mapping of power may be difficult and may require a lot of help from the facilitators. Paper and markers are needed for drawing the maps. 

Devising a “power-meter” – instrument for measuring one’s power and planning empowerment is done in pairs. These pairs can be constant for the whole three parts of the exercises, though it is more advisable to change partners in order for the group to become more cohesive.
The kit for a flowchart is needed, blackboard and/or LCD projector. A handout may be issued to the participants in order to help them remember the items and the questions. Alternatively they can be projected onto the screen. 
Johari window exercise is provided in the Appendix 4.

4.1.4. Assignments and products:

At the end of the theme, the participants are asked to construct their power meter and use it to assess and plan the power of a user of mental health services. They bring reports to the group and discuss them. The time of completition of the assignment is app. 5 hours.

4.2. Contents

4.2.1. Introduction
Talking about power and empowerment is important, but can be elusive. Putting personal power into the foreground is, to put it mildly, misleading. Although skills and aptitudes, willpower, passion and compassion are needed in order to exert power, it is the social structure that determines our power. In order to increase or gain power we must understand in what power relationships we stand, what are the powers invested in us and what is our contractual power on the personal level.
Therefore, in this crucial part of the training we shall be examining 

· the diagram of power – i.e. the power relationships, primarily between the users and professional, and
· the contractual power
Our society is a society of contractual individuals.

To be able to enter into contractual relationships one has to be credible, one has to have guarantees – to be able to be trusted.

Exercise: Mater and Slave 

Before we examine and discuss the concepts of power - an exercise.

Let the participants first find a partner for the exercise. Then, the pairs engage in a role play. For 15 minutes one of the pair is a master, the other a slave. After 15 minutes, the pairs reverse the roles. When they finish, they still stay in pair and for 10 minutes discuss how they felt, share their thoughts and comment on the exercise. 
The group comes together and the pairs report. For some, it was difficult to be a master, for others, it was difficult to be a slave. Some enjoyed obeying, some rebelling. Some have used the good soldier Schweik’s methods of obeying and sabotaging the authority at the same time. Some have been harsh masters and some kind ones. Some felt uncomfortable giving orders and some enjoyed the power they had.

The exercise reveals at least two levels of power. One is entering the roles of dominance and subordination and this shows how the roles of power operate automatically and almost autonomously. It shows how the roles evoke the feelings and the attitudes that are needed to perform them. The other level is personal. The exercise shows some of the issues we have with power and subordination (enjoying it, fearing it, hating it …) and gives us a chance to be more assertive but also to learn the joys of obedience. 

4.2.2. Diagram of Power


What is the relation of power between experts and users?

The group briefly discusses the implications of the previous exercise. 

Examples. 

When are the users masters?

How to rebel against the professional power?

How to circumvent the roles and escape them? Is it possible?

Types of relationship (Basaglia)


· Aristocratic relationship – contractual relationship between the economic power holder and the professional power holder

· Helping relationship – relationship between a rightful claimant and expert (bureaucrat)

· Institutional relationship – relationship of sheer control between the institutional power holder and the person without rights

The first relationship is based on economic power. The professional services are bought (e.g. psychiatry in private practice) and people remain free individuals outside the contracted service. The professionals give advice and other help but not orders. It is difficult to order around the king. Example: King George III., British king from the end of 18th century, an absolutist. The doctors had a hard time giving orders to the supreme power in the country. To make him a patient, a huge political action was needed. 
The second relationship exists within the welfare state. A social worker or a doctor has monopoly and the state gives them the power. The users, on other hand, are claiming their rights as citizens. The power is bureaucratic; the user depends on the professional, but also has some freedom and some power over him.

In the institution, the power is minimal or taken away from the inmates. They are sheer objects of power, things. 

In all the cases, a professional gets the power from somewhere. 

The mandates to the professional are given:
· Mostly from the user.
· Mostly from the state (public), a user as a citizen is at the same time a rightful claimant
· Mostly from others (state, users’ environment).
Mapping the power – example
A group of outreach youth workers was called to deal with a situation in a neighbourhood. There were complaints about a group of youngsters (Dy) who have already been charged for minor thefts and are known to social services (Sw). They were called to the interview at the centre for social work, but did not show up. 
The outreach workers found out the following. There was a strong conflict between the group of youth and some neighbours. The youth was hanging out in the courtyard and annoying some of the tenants who wanted to spend time in the courtyard. They were competing for the space. The majority of other tenants did not care less and the youth were not offensive to them. While on the ground, the forces were equal, the angry neighbours had other means to prevail. They made formal complaints to the local authorities (La), to the police (Po) and also to social services (Sw). The police came to intervene a couple of times and averted the social services. The social services sent an invitation to the interviews. 

The youngsters in turn had no such devices. Moreover, they were not just youngsters using the courtyard for sociability. All the other young people and children of the neighbourhood did so. Although the participants in action, they were not ousted as culprits, and were usually quick to disappear when the police arrived.
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DY – »delinquent youth« 

An – angry neighbours
On – other neighbours
La – local authority

Po – police

Sw – Centre for social work

Yc – Youth in the courtyard

When the social services sent the youth workers, they were the first allies of the youth. Hanging out with them enabled them to draw the diagram and understand the power relationship. Being there for the youth helped a bit. But the conflict was still strong. The youth workers had contacts with the town youth organisation. Their interest was to have a local organisation in the neighbourhood. One functionary also lived there. He was aware of the problem. Together with the youth in the court they established a local branch. It organised a punk concert and a round table on the problems of living in the neighbourhood. During the meeting, other problems were uncovered, too, these seemed more important – child care, not knowing each other. The situation was dedramatised, the pressure on the youngsters was off and they transformed from the delinquents to the organisers of youth.
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DY – »delinquent youth« 

An – angry neighbours
On – other neighbours
La – local authority

Po – police

Sw – Centre for social work

Yc – Youth in the courtyard

Yw – youth workers

Yo – Town youth organisation

Lo – Local youth organisation

The participants discuss the example and distribute into small groups, where they construct similar maps for their own situations. The facilitators help the participants to list the actors, the adversaries, the allies and look into the existing and the possible coalitions, the ways the power and pressure are used. Where power could be found to counter adversaries with surplus power? Etc.

4.2.3. Contractual power


Contractual power is the basic power in our society. Without being able to enter into contracts a person is virtually powerless. 
The contract is based on reciprocal giving and taking – quid pro quo. It is necessary to agree upon the transaction, to trust the other party, but there is still a need to vouch for one’s part in the deal. 
Contractual power defined by status


The status of a person is the base of the voucher and claim. With no status, one cannot guarantee the fulfilment of the contract. Nomads are not easy customers, since one does not know where to find them. The same stands for the nomads of mind, of identity (also for nomads of trust and honour).

Legal capacity
· Citizenship (child, minor, retired, disabled, patient, convict, alien, guardianship, etc.)

· Other formal statuses (employment, education, functions, memberships)
Money
· Income, salary, property, real estate, annuities, savings 
Guarantees

· Guarantors, guardians, advocates

· Deposits, property, social capital

Reputation and respectability

· achievements, family reputation, valued skills, valued roles

Our contractual power depends greatly on our status. The status consists of our legal capacity (i.e. formal status), the money we have, the people who can vouch for us and the reputation we have. 

Citizenship in our society is defined either by property or by being employed. The people who do not work or do not have money are second grade citizens. In order to stay included in the society they are given substitutes to full citizenship. These substitutes can be provisional in terms of duration – being minor, child, patient, etc., or permanent – disabled, retired, etc. 

Beside citizenship, we have other formal statuses that are defined by our employment, education, functions and formal roles we perform and memberships to organisations. These can add to our power and status (e.g. a professor is valued more than a cleaner, a university degree gives more prestige than professional training; if we assume functions in organisation, we are more important by the degree of importance of the function and organisation; some roles have also formal capacities – being parents makes us also formally responsible for our children; memberships give us more rights within organisations, but also can give us more credit outside.
Money does not give us only purchasing power, but also more power to enter contracts. It is easier to expect from a person who has money to fulfil one’s obligations; if one does not deliver it in kind, then one is able to pay – either the damage, or somebody to perform the service instead of him. 

Money is, beside being a general equivalent of work (political economy), also a general equivalent of trust (economy of trust).

We must give guarantees in order to be trusted. In order to get a loan or a mortgage, we must have something to vouch with, either a job or a property. The collaterals are needed in contracts. These can be things (money, property) or the people who vouch for us (e.g. mental health organisation can vouch for a user that the rent will be paid). 
Sometimes we get credit just because of our respect. Having achieved something valuable and adorable, coming from a respectable and well-known family, having valued skills, performing valued roles, such things give us more possibilities, people believe us more and are also more ready to help us, they borrow us money, pay us respect and give us more self-confidence. The contrary is also true – having achieved nothing, being from an infamous family, not being able to do anything, being stigmatised, will leave us behind and outside.

The participants discuss in pairs their power and the possibilities of gaining more power on different layers of their status. Also, how can a lack of status be compensated for? The pairs report to the group and discuss together.
Credibility in interaction 


Beside the formal statuses, there are also issues in credibility which have to do with how we relate to others, what impressions we give, how we accommodate people. The important issues are:
· First impression and general impression a person gives
· What is the impression that I give? What do people like about me? What makes people uneasy about me?

· Trustworthiness, confidence

· Do people tell me secrets; give me important things to do? Do I tell personal things to other people? Do I trust them?

· Ability to clearly state one's intentions, wishes, hopes …

· Do I get into misunderstandings? Conflicts?
· Connections and acquaintances

· Who are my friends? Do I get friends and acquaintances easily? What do I like in people?
· Status symbols (valued and stigmatized)

· What statuses do I have? How do I give away my status? Do people know the virtues of my role? What are the signs of my valued roles? And disvalued? 
· Interaction skills (apologising, explaining, humour)

· Do I apologise a lot, or not enough? Do I make an eye contact, when I speak to people? Do people get my attention? How do I get close to people? Or keep a distance? Do I make jokes? Do people like them? When do I laugh? When talking with other people or when I am with people something goes wrong, do I explain it, give an account of this? Is this accepted?

The participants discuss this in pairs. The facilitators have to stress that there are no rules, no norms regarding this. Some things may work for some people and not for others. One has one’s own way of dealing with this. 

Suggest that the first participant speaks of himself or herself for 20 minutes and the other listens. After 20 minutes they reverse roles. After that the facilitators address the whole group.
It is not easy to see oneself in the interaction. But we are seen by other people. It is difficult to know what other people see and what they don’t. Likewise, it is difficult to tell people, what we see and avoid being offensive. Yet, it is very important. 
***

This can be represented by Johari window:
	Self as 
	Known to me
	Unknown to me

	Known to 
others
	Arena (Public Image)
	Blind spot

	Unknown to
 others
	Façade (Secret, Hidden Self)
	Unknown 

(Unconscious, Structural)


Tips for giving a feedback

Mostly, we receive feedback on our behaviour in passing, and the most valuable feedback we get are usually the deeds that people do to us or for us. If we want to give substantial verbal feedback, it needs to be in a safe environment and atmosphere. 

When giving other people information on how we see them we must watch out to make sure that we tell them what can actually be seen (be objective) and how we feel when he or she does that (What we conclude from their deeds and our feeling, we should tell the last if only). 
It is also important to give a balanced feedback. It is important to get praise, and it is also easier to hear something critical, if we know that the person also sees our positive side. They can also be a part of our blind spot.

When listening to the people, we do not play ping pong. Sometimes, we want to bounce the words by stating the opposite, by defending us. If we want to hear what they say, we have to take the ball and keep it in our hands, if just for a while. Look at what you’ve got and then decide what you will accept and what is crap.

At this point, the facilitators may encourage the pairs to spend another 15 minutes telling each other what they have seen and felt about each other. (Johari window exercise may be used for that purpose – Appendix 4).
The group as whole discusses the exercise. The discussion should be focused on both – how mishaps in interaction contribute to or diminish our credibility (e.g. failing to apologise or give account of what you meant to do) and on the ways of doing something about it. How to learn about what one does, how to narrow the blind spots? What are the ways of mending the mishaps, and what are the ways of improving the interaction? The facilitators should tell to the group that it is not all about improving skills but that there are also ways of compensating for the non-existent skills (like people who cannot hear can compensate for that with hearing aids, sign language, written language, etc.).
At this point an experiment may be suggested:

Two people converse. The third person sits behind one of them and during the conversation whispers to the ear of one of them. The person has to stay focused on the conversation. 

This experiment can present some of the interaction problems and offences that people who hear voices have. 

Social roles

The roles we play in life are an important part of how we live in this world. The roles automatically give us power, or take it away.

The roles are partly virtual – the rules, the fixed functions and tasks that we have to perform when playing the role (e.g. a seller has goods, the buyer buys them). 
Partly roles are dramatic – we have to enact them, i.e. behave in accordance with the role, say what is usually said in such situations, take a certain stance that becomes the role, etc. (e.g. a shop assistant has to ask a buyer what he or she wants, offer him or her a choice, make him or her believe that he or she is really the one who is choosing and the buyer has to ask questions about the goods, etc.).
There are many roles we play in our lives. A modern man is like a juggler, playing many roles simultaneously or like a flaneur strolling from a role to a role. In the course of the day we walk through many roles. In the morning, we are fathers or mothers taking care of our children, then we are workers at a job (within that role we are performing the roles of the superiors and inferiors, mates, service, co-workers, etc.), on the way home we are commuters, consumers in the supermarket, friends and drinkers in the pub, children who phone their parents, party goers, members of a club or an association, a team, we are husbands, wives or lovers in the bed.
Having many roles gives us, paradoxically, a certain freedom to be ourselves. The more roles we have, the less fixed we are to a particular one. Playing different roles gives us richness of experience and adds to our value and respect. The more of valued roles we have, the bigger is our social worth.

Exercise: valued roles

The participants discuss the valued roles they play in their lives in pairs. In the pair discussion they should: 
· List all the valued roles (during one day, week, month, and year).
· Which are the more important valued roles (pick e.g. three)?
· What skills are needed to conduct these roles?

· What are other people's expectations?
· How strong and resilient are these roles? Can I lose them? What do I have to do to maintain them? How can I ensure them?
The pairs report to the whole group and discuss the valued roles together.

Stigmatised roles 


Some roles take power away. By a single trait, our whole personality is judged, and judged harshly – people are disbelieved, outcast, denied full participation. 

Unlike other roles we play, they take up almost whole of our existence and throw shadow on everything we do. Everything that is connected to us and to our personalities is seen and understood as a part of our stigma.

Stigma is created by the discrepancy between what people think somebody should be and what they actually are. 

Stigma is the way to warn others that we will not fulfil the usual expectations of what should be done.

Yet, all people have a stigma; something that they are ashamed of, that they fear will discredit them. 
Questions to be asked:

· How do other people notice my stigma? What are the signs?

· Do I cover my stigma? When do I reveal it? What are the ways of revealing it? Or concealing it? What are the reactions when I reveal it? Or when it is revealed without me wanting it to be revealed? How do I control it?
· How do I deal with expectations of the audience, with the normal? Do I play to their expectations? How do I deal with the help offered? Even when it is inadequate? 

Stigma functions in various ways. Sometimes, in the informal groups like family, friends, it has the effect of excommunication. A stigmatised person becomes an outcast.

Sometimes, in the formal groups like work place, association, etc., it has the effect of exclusion.

Sometimes, especially when we find a group of similar people, it separates us from the others, makes a gap between them and us. In this case we make our rules and have our values, our own subculture. 

Questions to be asked:
· How does my stigma function? Where does it put me?

Stigmatised roles, like black holes, are sucking in other roles. By being outcast, excluded, on the other side, we are denied other roles to play. The more I loose valued roles, the more important and dominant becomes my stigma. (It is also true the reverse: the more powerful is my stigma, the more I loose other roles).
The antidote to stigma are other roles. They make stigma not so fatal, they make other people see us differently and also give us a better feeling of ourselves.

· How can I escape my stigma?

The participants discuss these questions in pairs and then in the big group.
4.3. Further reading

Adams, R. (1996), Social Work and Empowerment. London: Macmillan/BASW.

Basaglia, F. (1987), Psychiatry Inside Out: Selected Works of Franco Basaglia. European Perspectives, Columbia University Press.

Brandon, D., A. Brandon, T. Brandon (1995), Advocacy: Power to People With Disabilities. Birmingham: Venture Press.

Hughman, R. (1991), Power in Caring Professions London: Macmillan.

Illich, I. (1978), The Right to Useful Unemployment. London: Marion Boyars.

Illich, I. et al. (1977), Disabling Professions London: Marion Boyars.

Rose, S., B. Black (1985), Advocacy and Empowerment: Mental Health Care in Community. London: Routledge & Kegan Paul; 

5. Empowerment in Everyday Life

5.1. Description

The aim of the theme is to explore how to gain power in everyday life. How to increase certainties of oneself and others in face of hospitalisation? Getting a place of one’s own, getting the money and being useful, avoiding drama and framing the picture, how to survive lonely in the crowd, how to find my way of belonging and how to be a successful failure, how to tackle with the gender issues. The theme is also the base for the next module – users’ research. 
5.1.1. Topics

Hospitalisation (meaning and alternatives)

Housing

Work and Money

Household and Leisure

Interaction

Belonging and Being ‘Out of Place’,

Contacts and Sociability, 

Institutional Career

Gender Issues

5.1.2. Outline of the timetable

Exploring the needs, desires and necessities of mental health users (lecture and discussion) – 60 min

Choosing the method of research 60 min

Total: 2 hours

5.1.3. Teaching Methods and needed resources

The lecture briefly explains the areas of needs. After each topic there follows a discussion. The small groups are formed. Each group picks up one topic and investigates it. The investigation can be supported with the idea of constructing such a web page on the community resources. 
The kit for a flowchart or blackboard is needed, also the material on the needs. Appendix 5.
(Access to IT and IT support)

5.1.4. Assignments and products:

Interview and data collection

Map of community resources (home page)

5.2. Contents

Power is both: abstract and concrete - one can have a general degree of power, but at the same time there are specific things, areas of life that he or she lacks in everyday life. 
Practically, loosing a job or a flat may damage and diminish our power and affect the power we have in other areas of life, but there are still other resources of power left and they may not affect the general degree of power we have. 

Basically, we need power to do things, to realise our desires and to face our necessities – i.e. to take care of our needs.
 These, however are very specific. When we analysed stories and care plans of people with mental health distress, we found the following clusters of needs, desires and necessities:
· Increasing certainties of oneself and others – alternatives to institutionalisation,
· Having a place of one’s own – housing,
· Getting the money and being useful – employment, 
· Avoiding drama and framing the picture – interaction,
· Lonely in the crowd – sociability and contacts
· My way of belonging – disembededness and affiliation
· A successful failure – institutional careers
· Houseman and businesswoman – gender specific
· Everyday matters – housework, hobbies and errands

A more elaborated summary is to be found in the Appendix 6. 

Alternatives to hospitalisation

There is a right and a need to live in the community. We must consider what concrete needs the hospitalisation provides for. Beside the negative effects of the institution we have talked about earlier on, there are also the productive ones. Unfortunately, they are more beneficial to the user’s environment than to the user him or herself. An institution can be seen as a way out of an absurd or precarious situation. It can calm things down; it can re-establish the certainties that we had before madness. The situation is not tense any more. So when considering the alternatives to hospitalisation, we have to, on the one hand, bear in mind not only to provide a sanctuary or an asylum (in a true sense of the word) for the person who is out of his mind, but also consider how to assure the people around him or her, secure their everyday certainties, so that they will not eject the person into the institution. We also need to think about securing the certainties of a user, especially if he or she is to be put into an institution. Another issue is how to enable a person to take risks, but at the same time reduce harm and other negative consequences.
Housing

Everybody needs a place to be (except nomads). People need a dwelling, but also a place to store one’s things. Having a flat or a house is vital in building one's identity, to have a  family, lovers and friends. It is also needed for being alone and also to be with others. People with mental health distress frequently have issues with tenancy and propriety; there should be an easy access to housing, stability of tenancy or ownership. Sometimes, there is help needed to maintain the flat and assurance in cases like divorce, hospitalisation or change of the use of property, so the person is not left homeless. 
Homelessness is often associated with mental health. Deinstitutionalisation is often blamed for homelessness. However, the evidence proves that most of the people who are resettled from a long-stay in the institution to the community are taken care of and provided with adequate housing. Homelessness is associated with the so called new users. The relationship is double: sometimes the mental distress, stigma, breakdown leaves somebody without a home, but otherwise it is also true that homelessness presents such a hardship, not only physical, that can make people go crazy in many ways. Often, it becomes a vicious circle, homelessness enhancing the mental distress, and this makes the person more prone to be left in the street, etc. 

Employment – work and money
People need employment, work that they want and wish to do. Work provides people with identity, rhythm, mates, feeling of usefulness. When there is a shortage of employment, it is hard to get work for a user. Also, sometimes there is a need for help to maintain the employment. On a longer leave, people need to get back to work, but also to maintain their work fitness and contacts with co-workers. In order to compete on the labour market, there is training, education and rehabilitation needed. The major function of work is to generate income. There are substitute sources of income, and there are also other ways to work and feel useful when unemployed.
Interaction – mending the situations

People with mental health distress do odd and weird things which make others uneasy. This is also the background of the label, which is strengthened by the label. The traditional medical or psychological intervention is to dramatise the act – i.e. to find the plot (meaning), the culprit and the drama that give reasons for their intervention – deus ex machina. "Dedramatisation« is needed to calm the situation, make it banal, either as skill or a person. Or alternatively, giving odd events a more acceptable frame that would enable people to pay attention, admire and not punish and disqualify the actor. Thefore - reframing. The figures such as confidants, explainers (or diviners), cultural advocates, interpreters, mediators are needed. But most of all, we need respect.
Contacts and sociability 

The contacts people have in their networks are important not only because of the information they get through them, but also because of the exchange of goods and the establishment of norms and values. The contacts, which are somehow related to destiny and fate – love, friendship, relatives, have a special importance. So have the contacts with people with the same experience. People need their networks to be expanded and contacts renewed. To combat loneliness, it is necessary for the users to seek for the ways of making contacts and getting to know the professionals also on personal terms. Being together in public and in community is a necessary precondition for sociability. To join activities, people need money and companions. Their relatives and close ones need support to maintain their contacts with their own people who have a label of mental illness. Their reaction and ways of living together (and being non-judgemental) are crucial to one’s well-being (Leff, Vaughn, 1976). 

Institutional career

When in hospital, people have special needs – to leave the hospital, choose the treatment and the professional, to complain. The information is needed on drugs and side-effects as well as on how the treatment goes. Protection of maltreatment and abuse is needed, and kinds of community treatment, too. People need kind and open minded staff, who pay attention and are more human than professional. Staff needs support and training, the prevention of burn out. The staff of other services need more knowledge on mental health. 
As far as the institutional career is concerned, a special attention is needed in the passage rites (release, resettlement), also in terms of paying attention to the person’s biography, in order for a person to progress to a better status and acquire new roles. 
Disembededness and affiliation
People need to belong to someone or something, but they also need to be on their own. The process of emancipation from the parents (or a spouse), because somebody is “ill”, is frequently a hard one, and one also has to grow away from being dependent on the professionals. Paradoxically, being autonomous and free is possible, when we also have a feeling of belonging (to a neighbourhood, club, organisation etc.). Being autonomous and at the same time having a feeling of belonging is possible when people do meaningful things together, when they can express themselves and when they have fun. Being autonomous also means caring for oneself. 
***
After the topics have been briefly explained, the participants form 5-6 small groups. Each group picks one topic and gets the material for discussion (from Appendix 6). The small group with possible assistance of the facilitator makes sure that everyone has understood the topic and makes a suggestion of a small investigation in the framework of the chosen topic. After the small group decides on the topic, the groups report to the big group on the discussion and decision. The group discusses the aims of the investigation. This is the last exercise in this theme and serves as an introduction to the next theme. 
5.3. Further reading

Illich, I. (1978), The Right to Useful Unemployment. London: Marion Boyars.

Illich, I. (1992), Needs. V: Sachs W., (ed.) The Development Dictionary. London: Zed Books: 88-101.
Podvoll, E.M. (1990), Seduction of Madness. Harper Collins.

Romme, M. in Escher, S. (1993), Accepting Voices. London: MIND.

6. Experienced Knowledge

6.1. Description

6.1.1. Desired outcomes

The aim is to create awareness of user’s knowledge – the importance of users’ research. To ask questions: Who knows and who does not? What do I know that others do not? What sort of contribution to the research can the users make? 
The aim is also to do small research and to contribute to the previous theme and to the useful knowledge of experiences to the people’s everyday life and way to acquire power.  
6.1.2. Topics

Key importance of experienced knowledge

Repressed, hidden and displaced knowledge

Presenting the experience

Action research

Ethnography

Evaluation

Roles of users in research

6.1.3. Outline of the timetable

Continuing group-work on the pieces of research - 50 hours in the field. 
15 hours in the whole group. 
In the group, a large group discussion alternates with the small group work. The lecture is situated in the large group’s first session. 
6.1.4. Teaching Methods and needed resources

Work on the research project. Lecture and discussion. Putting up the web page.
Access to IT and help with that. Methodologist with basic knowledge in social research methods, especially qualitative method, to be consulted. 
6.1.5. Assignments and products:

Reports of the groups. (web page).

6.2. Contents

6.2.1. Introduction

The end of the previous theme is the starting point of a new one. The group discusses the investigation proposals. Important issues are in determining whether the investigation is plausible, whether it is useful and it can be done.
· Is it focused enough? In wanting to do more, we may do less? Or get lost?

· Will the new information be useful?

· To whom? The group, users – in their life or in stating their needs and rights, the public, the professional? How will they use it?

· Is it possible to do the investigation quickly and with almost no resources?

The groups organised around different topics try to devise the methods of how the investigation will be conducted. In doing this, they must consider how to use the users’ knowledge. Another consideration is how it will affect the experienced knowledge? Will it contribute to the users’ power? Will it be as empowering in the process as it is in effect?
6.2.2. Users’ knowledge and users’ research
Users’ movements have been engaged in various activities:
· Mutual help
· Advocacy
· Participation in planning, implementing and evaluation of services
· Leading, managing and providing services
· Campaigning

More and more users are engaged in research activities. There are organisations of users and researchers like Suresearch in Birmingham that exclusively do research with users, on the topics of users’ interest, where users’ views can be presented and where users are full-fledged and full time researchers.

Users’ research is needed and used in: 

· needs assessment
· evaluation of the services

· presenting the experience of the users

· changing the services 

· providing evidence for the users claims.

Users’ research therefore has multiple functions. It provides the user’s point of view (of the services, phenomena, events, social problems), expands knowledge and makes it more useful. It also has evaluative dimension, since it is the users in the end who are receiving services and users’ research and knowledge can be always used as marks of orientation, as well as of value. The importance of the users’ research is also rhetoric – it helps the users to articulate their claims more precisely and in a more substantiated way. Users’ research also speaks of users as able and productive part of society.
What makes users experts?
	Reason 
	Comment

	Closeness
	Fellow users are usually seen as peers. There is little embarrassment and a lot of empathy. They can usually be very straightforward in the interaction with users and say things that professionals would not dare to.

	Experience
	Users know from their own experience what it is like to be in the user’s shoes. This is an expertise that no matter how hard we study, we will only be able to approach it.

	Knowledge of everyday life skills
	It is not only about living with stigma and the role of a mental patient, but also about the very concrete procedures that these roles make people adopt. The survival techniques, the coping attitudes, etc.

	Commitment
	On many occasions, the users are more committed to work. Having shared the same experience, they will work till the work is done and not only till the end of the working hours.

	Legitimisation
	Working with users as partners is essential for the involved and committed professional. Only through the delegation received by users, one can avoid being just a state official and escape from being the “technician of the consensus” and develop a productive professional power.


Users’ participation is of crucial importance in some types of research: 

· Ethnographic research – when we want to unravel the way people live, do things and understand the life around them which cannot be done without the intense cooperation of people in question.
· Evaluation – when we want to know how things work and whether we are achieving what we want and if people are satisfied with that, it is crucial to get the participation of these people.
· Action research – when we want to do new things or change the old ones, it is necessary to do it with other people even though the research is just monitoring the action and supplying the needed information and feedback or the innovation is made to produce new knowledge.
There are also good reasons to include users in other kinds of research (in various roles listed below). For instance, their virtues can be used well in surveys, opinion pools, etc. It has been proved that they can excellent interviewers or consultants to researcher, etc. 
Typical tasks these types of research face are: 
· Establishing the dialogue with the community –to acquire all kinds of knowledge,
· Understanding what people say and do,
· Translating stories into knowledge and, most importantly, of knowledge into action.
The researchers therefore have to find their way in order to reach a different kind of knowledge, find the knowledge stakeholders, give the voice to the people and perform the dialogue in order to understand
 it and engage in brainstorming and creating visions, together with others.
Translating knowledge into action is a hard one. Upon conducting a research on the needs of people, upon having registered the needs, there is still a question that needs to be answered – what is to be done? The common mistake is seeing how the needs fit into the existing response. The question should be the reverse: What are the responses that fit the needs? Usually the case is that the existing responses do not. They miss some important parts of needs, desires and necessities or on the other hand offer what people actually do not need. The future action should contain the information on what is missing (or what is unnecessary and redundant). 
How to incorporate the knowledge collected to strategies of surviving?

· How to disseminate knowledge? How can knowledge become a part of survival tactics? 

· How to offer the local knowledge to service providers? To incorporate (or not ignore) this knowledge (experience) in service interventions?

The responses should be sought in different registers, e.g.:
· material arrangements – how to change them to fit the needs of people better (e.g. the architectural hazards);

· social arrangements – how to create a friendly and supporting environment (e.g. what support relatives need)

· changing people – what new skills are needed (by users, staff, relatives and friends), do we need to change the attitudes, values, etc.

· technical changes – how can we use various technical means (IT, mechanics, legal procedures, etc.) to give new more adequate responses?
The roles of users in the research can be various (in the order of importance and engagement) 
· Respondent, interviewee
· Informant, guide
· Field researcher (interviewer, data collector, observer)
· Consultant (to the researchers, the team)
· Editor (commenting on the reports, checking the texts)
· Evaluator (of the services, but also of the research)
· Analyst (of data)
· Author (of the report, article, book)
· Presenter 

· Leader or manager of the research
Some research is done with marginal, pedestrian help of the users. But there is also research work performed exclusively by the users in all roles of the researchers or at least in the main ones. 

Users are crucial when we want to access “local knowledge”. We are referring to the kind of knowledge that contains:

· detailed description of particular events or situations (e.g. events from living or working place, anecdotes with friends, experiences with professionals, etc.); 

· descriptions of a particular person's experience (regarding personal socioeconomic and religious background, experience of gender, race, age…);
· experience within the context of all layers of everyday life in different social settings (family, neighbourhood, community…); 

· beliefs and attitudes about events and experience of everyday life.

Knowledge is rather accidental than selected. The collecting of the knowledge needed to survive takes a long process of experimenting and making mistakes.

There are different kinds of local knowledge:
· Routines – they contain the action knowledge, the patterns that have empirically evolved through everyday practice. They are usually neglected, but they structure and put our activities in order in significant ways.
· Every day surviving tactics – similarly, but fatefully. We wonder how people survive under extreme social hardships – but we never really bother to ask.
· Hidden and secret knowledge – is the knowledge that people hide or other people are not able to see (e.g. drug using practices);
· Ignored – is the knowledge that people have and use in their everyday life, but is ignored by science and professionals (e.g. mutual help, knowledge about what is helpful in crisis, etc.);
· Special – some of this knowledge is very specialised and can be accessed only through experience (e.g. intricacies how to deal with the normal people; dealing with voices),
· Illegal knowledge – some knowledge is hidden because it is illegal (e.g. knowledge associated with the use of illicit drugs; similarly, almost illegal is the knowledge of unorthodox use of legal, psychiatric drugs);
· “Professional explanation” – invasion of professional knowledge and language into everyday life – with the effects that can enrich but also debilitate the local knowledge.
6.2.3. Doing the research

The research or in our case investigation must be defined in a way that it gets meaningful information through with simple and inexpensive means, and in a way that will inform our action.
The investigators should therefore consider both – the viability in terms of duration and action. 
With research, we can get two different kinds of information:

· positive or positivistic - passive

· problematic and dialogic – interactive

Firstly, it is structured as information in the narrow sense of the word. It is not ambiguous, but at the same time it does not tell much. Such information is for instance opening hours of a day centre, services being offered, chemical structure of drugs, etc. Such items of information are important but poor. If we really want to know our way around, we need to know more. 
The second kind of information is paradoxical, contradictory. Such information poses a problem. It puts us in a position of being engaged in order to solve it, make a decision and take sides. They also enable us to face the complexities of our lives (e.g. day centres give us the opportunity to meet people and do something, but at the same time they provide a place for the relatives to park people, so they can go to work and what people do in day centres is frequently debilitating; we only want to know about the effects and side effects of the drugs, but also how they are used in different settings, can they be used to induce psychosis, etc.).
The first kind of information is easy to collect. Mostly, it is available on the internet or we can find the way to access it on the net. We just have to decide what kind of information we need to find and order it. The other way is to conduct surveys, questionnaires. 
The second kind of information we get from the people who take part in the phenomena we are investigating. We can interview them, listen to their stories, or find them in writing.  We can have a discussion group (in contemporary research literature also known as focus groups). We have to put them down and then analyse them. 

Analysing the material can be difficult; we try to group similar items together, but also see the differences. Putting things in piles will help us make solid categories, but seeing the patterns and relationships will tell us stories. 
An important part of getting knowledge is also legislation. It governs many aspects of our life. Here, it is equally important what is written in the law as well as how this law is implemented (how officials and professionals exercise the rules and how the users and other lay people obey, break or circumvent them). It is important how people actually use the formal rules.
After having decided on the method and who will do what, the group starts doing the research. The participants may also want to meet outside the frame of the timetable. But there should be scheduled meetings (at least two) to monitor the progress. The facilitators and a methodologist should be accessible for the group to ask questions.

At a meeting, the work groups give a report. The facilitators should encourage the participants not only to give a report but also feedback and suggestions to other groups. The discussion may, if necessary, also be critical. The facilitators should encourage criticism, but also create an atmosphere where it will not be offensive. E.g. to encourage the sort of criticism which also contains suggestions about what to do, which appreciate the work done so far; which stress new knowledge, etc.

6.3. Further reading

Any textbooks on research in social sciences, especially the ones that covers action research, evaluation and qualitative methods.
A good reader in qualitative methods:

Schwartz, H. and Jacobs, J. (1979), Qualitative Sociology - A Method to the Madness. New York: Free Press.

Nagy Hesse- Biber, S. and Leavy, P. (eds.) (2004), Approaches to Qualitative Research: A Reader on Theory and Practice. New York, Oxford: Oxford University Press.

A good guide to research methods (partly written in English and German)

Flaker, V. and Schmid, T. (eds.) (20069, Von der Idee zur Forschungsarbeit: Forschen in Sozialarbeit und Sozialwissenschaft, Böhlau Studienbücher BSB). Wien: Böhlau Verlag.

User research:
Clark, M., Davis, A., Fisher, A., Glynn, T., Jefferies, J. (2006), Transforming Services, Changing Lives working with user involvement in the mental health services, CEIMH and Suresearch, the University of Birmingham.

Cree, V. and Davis, A. (2006), Social Work Voices from the Inside. London: Routledge. Grebenc, V. (2006), Needs assessment in community: what communities can tell us? In: Flaker, V. and Schmid, T. (eds.) (2006), Von der Idee zur Forschungsarbeit : Forschen in Sozialarbeit und Sozialwissenschaft, Böhlau Studienbücher BSB). Wien: Böhlau Verlag: 167-189.

Ramon, S. (ed.) (2003), Users researching health and Social Care: an empowering agenda? Birmingham: Venture Press.
For the basic idea of involving people into a meaningful research:

Freire, P. (1980), Pedagogy of the oppressed. Penguin Books.

7. Concluding session

In the concluding session, the participants present their research work. They present the major findings and distribute the reports. 

The last discussion is dedicated to feedback. Everybody looks back on the expectations that he or she had (the facilitators produce the flip chart from the begging of the training). The next thing is that people tell what was a major plus of the training and what was missing.

The participants arrange to meet again, publish the material of the training, etc.

Evaluation of all modules

The facilitators explain (as we learn in this module) that it is really important that we have a chance to make changes. We are aware that our modules can be based on users’ knowledge and can achieve the desired results provided the users help us.
The facilitators ask the participants to fill in the questionnaire (Appendix 6). The questionnaire is anonymous and is made only for the purpose of improving the modules.
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9. Appendices
9.1. Appendix 1: History of madness - answers 

1. In the Middle Ages, fools were:[image: image1.png]PEaLd
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a. A ship of Fools or Narrenschiff – Stultifera navis is mainly a literary invention and an allegory in the satire by Brant (1494), famous for the woodcarving illustrations by Dürer and was depicted by painters as Bosch. There is however some historical evidence that in late medieval times, in German towns by the rivers, fools were embarked on vessels in order to get rid of them, probably, as Foucault contends, thrown overboard on the way to the next town. However, this was not the case when fools were citizens of the city, this kind of treatment was reserved for t[image: image8.jpg]


he fools that came wandering into the city. 
b. It did happen the people who were mad and crazy were burned on the bonfires. But only if they were considered heretics or witches. The main witch hunts and burnings were organised between 15th and 18th century. Witch hunt is also a metaphor used by Thomas Szasz to analyse the treatment of mental illness in modern times. [image: image6.jpg]



c. This is quite right. Most of the people, who would have been labelled as mentally ill today, would live in their community. They could have a special status, as for instance of a village or court’s fool. Alas, living in the community could be also harsh (exert control, discipline and punishment). 
d. Yet, some were outcast from their community, clan, and village. They did not belong to it anymore and were to live in the wilderness, no man’s land, maybe roaming around with pilgrims and other travellers. 

2. Erasmus of Rotterdam (1466-1536) has in his Praise of Folly: 
a. [image: image9.jpg]


I am Stultitia, Goddess of Folly, from whom gods and men derive all cheerfulness. I am incapable of deceit. Look how great Jupiter has given men an ounce of reason to each pound of passion. The male sex is born to transact the business of the world, but Jupiter took my advice and added women- foolish and frivolous but with the beauty which lets them rule the world. Says Plato. "States will prosper when guided by philosophy." But history tells us otherwise. I charm away woes, and makes life bearable. It is I who make old men wear wigs. As to the wisdom of the learned professions, the more empty-headed any one of them is, the more he will be thought of. Fake physicians, pettifogging lawyers, chattering barristers- and they make for themselves fortunes! I make men drunk like wine! It is I who alleviate the drudgery of the schoolmaster. The poets ought to laud me, but waste their time with manuscripts and the praise of few. The servile, insipid, empty-headed court grandees frankly live a life of folly with their lazy religion and ridiculous pastimes. Popes, cardinals and bishops are no better. So, live and drink lustily, my most excellent disciples of Folly!
b. Whatever is generally said of me by mortal men, and I'm quite well aware that Folly is in poor repute even amongst the greatest fools, still, I am the one and indeed, the only one - whose divine powers can gladden the hearts of gods and men. Proof enough of this is the fact that as soon as I stepped forward to address this crowded assembly, every face immediately brightened up with a new, unwonted gaiety and all your frowns were smoothed away. You laughed and applauded with such delightfully happy smiles that as I look at you all gathered round me I could well believe you are tipsy with nectar like the Homeric gods, with a dash of nepenthe too to drive away your cares, though a moment ago you were sitting looking as gloomy and harassed as if you had just come up from Trophonius's cave. Now, when the sun first shows his handsome golden visage upon earth, or after a hard winter the new-born spring breathes out its mild west breezes, it always happens that a new face comes over everything, new colour and a kind of youthfulness return; and so it only takes the mere sight of me to give you all a different look.
The supreme wish of women is to win the admiration of men, and they have no more effectual means to this end than folly. Men, no doubt, will contend that it is the pleasure they have in women's society, and not their folly, that attracts them.

I answer that their pleasure, is folly, and nothing but folly, in which they delight. You see, then, from what fountain is derived the highest and most exquisite enjoyment that falls to man's lot in life.

c. Not really.

3. Who of the listed did not have a psychiatric diagnosis:

a. Winston Churchill (1874-1965), famous British statesman [image: image10.jpg]s
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was known to be melancholic and depressive. Could not get up till late and drank a lot of gin.

b. Vincent van Gogh (1853-1890), famous painter, expressionist, was committed to the Saint-Rémy asylum. Labels that he got were: manic depression and epilepsy, besides that there were speculations that he was poisoned by the lead, metil-alcohol, or that painting in the sun got him sunstroke[image: image11.jpg]


. He is known for cutting his ear off for his friend Gauguin. He took his life. Eleven years after his death his pictures were exhibited in Paris and van Gogh became instantly famous, important and sought author. The most valuable picture was sold in 1990 for 82, 5 million dollars. A higher price for a piece of art was achieved only by Picasso. 
[image: image12.jpg]



c. Robert Schumann (1810-1856), composer, who dreamt symphonies and wrote them down in the morning. Because of his obsession with music, success and his wife, but also because of envy he spent his last years in a lunatic asylum, forgotten and his wife discouraged to visit him.
d. Joan of Arc, or Jeanne d'Arc in French, (1412 – 1431) was a 15th century national heroine of France. She was tried and executed for heresy when she was only 19 years [image: image13.jpg]


old. Joan asserted that she had visions from God which told her to recover her homeland from English domination late in the Hundred Years' War. She had been the heroine of her country at the age of 17 and died when only 19 years old. Joan's religious visions have raised interest of many people. The documents from her own era and historians prior to the twentieth century generally assume that she was both healthy and sane. Some Catholics regard her visions as divine inspiration. A number of more recent scholars attempted to explain her visions in psychiatric terms. Potential diagnoses have included epilepsy, migraine, tuberculosis, and schizophrenia.
e. [image: image14.jpg]


Fjodor Dostoyevsky (1821-1881), famous Russian writer, when in 1849 arrested for his revolutionary activity against Tsar, was condemned. After a phoney execution he was sent into exile to Siberia, into a forced labour camp. In this time his condition became frail and epileptic. He was a well-known gambler, debts and unhappy love affairs have rendered him miserable and gloomy. 
[image: image15.jpg]



f. Joseph-Maurice Ravel (1875 – 1937) was a French composer and pianist of the impressionistic period, known especially for the subtlety, richness and poignancy of his music (Bolero). In 1932 Ravel sustained an accidental blow to the head while riding in a taxi. The injury was considered minor, but soon thereafter he began to complain of aphasia-like symptoms similar to Pick's disease. In late 1937 Ravel consented to brain surgery. One hemisphere of his brain was re-inflated with serous fluid. He awoke from the surgery, called for his brother Edouard, lapsed into a coma, and died shortly after. He is buried in Levallois-Perret, a suburb of northwest Paris.
g. [image: image16.jpg]


Virginia Woolf (1882 - 1941) was an English novelist and essayist regarded as one of the foremost modernist literary figures of the twentieth century. Her most famous works include the novels Mrs Dalloway (1925), To the Lighthouse (1927), and Orlando (1928), and the book-length essay A Room of One's Own (1929) with its famous dictum, "a woman must have money and a room of her own if she is to write fiction". From the age of 13 and throughout her life, Virginia Woolf was plagued by drastic mood swings and mental breakdowns. From her young ages onward, Woolf recognised that writing was an absolute necessity for her. “The only way I keep afloat,”she observed, “is by working.… Directly I stop working I feel that I am sinking down, down. And as usual, I feel that if I sink further I shall reach the truth” (1, vol. 3, p. 235). On 28 March 1941, rather than having another nervous breakdown, Virginia Woolf drowned herself by weighing her pockets with stones and walking into the River Ouse near her home. 

h. Adolph Hitler was never labelled officially as a mental patient, although many thought he was a psycho. A psychiatrist, who would diagnose, would probably have finished in the crematorium. 

i. Jesus Christ was also never labelled as a mental patient. The main reason is that the mental illness was not invented till 1800 years later. However, there is reliable evidence that he was treated as a fool within the Palestinian society of his time.
4. Lunatic asylums exist from?

a. False. Madness, of course existed from the beginning of the mankind. People were occasionally locked up, but till 15th century there were no special places for mad people.

b. False. See above.

c. Not so false. As the townships developed there were special places that were meant for the poor, mad, unseeming, etc. These poor-houses, work-houses, were precursors of the lunatic asylums. The Age of Reason with Great Closure expelled madness and disorderliness from the streets of the towns. 

d. True. The care of the mad was taken by medicine. The asylums were constructed to provide a sane place and possibilities to reform. This utopia was not fulfilled; asylums became once again warehouses for the poor.

e. False. Not everything bad is a product of socialism. Although socialism did not close them down.
5. What do French celebrate on 14th July?

a. Quite true. Bastille was one general detaining institution where crazy people were locked up alongside with other troublemakers like criminals, prostitutes, libertarians. Voltaire, Fouquet and de Sade were inmates of Bastille. De Sade was making famous theatre performances with the people that would today be mental patients. [image: image17.jpg]



b. True. The fall of Bastille is the major national feat and the festivity. It marks the fall of the absolutist, feudal regime, Bastille being the symbol of closing and arbitrary power. 

c. False. But Napoleon was to pass a first law that legalised the closing of the then called ‘mentally alienated’.
6. Pinel (1745 - 1826)
 took the fools from the dark jail into the bright hospitals. By doing that, he: 


a. Partly true. Pinel in fact established better conditions and freer environment and better prospect. But, 

b. Truer still, as Foucault notes, is that separating the mad from the rest was [image: image18.jpg]


a consequence of convicts complaining about having to be housed with the mad and demanding a release from such condition.
c. Also true. Not only by separation but also by putting medicine in charge and developing classification of the symptoms, thus moving into scientific frame, he did lay the foundation of the discipline. Although his moral treatment as social approach and social aetiology were abandoned later. 
7. Freud and psychoanalysis 


a. True. Free associations in principle make that possible. More true however that psychoanalysis enabled people to talk more freely about sex, family and other intimate matters.

b. Also true. Foucault draws parallels with arrangements of the asylums – paternal figure, mirroring the expression of the patient. 

c. Yes. Psychoanalysis as well as other psychotherapies follows the same pattern of self scrutinisation as confession with a meaningful listener out of sight. Psychoanalysis pays the tribute to the personality (cult of personality) and creates religion of the self. 
d. Also true. It meant proliferation of psychotherapies and made a big impact on mental health, but also on culture in general. It never became a sole ideology of mental health. 
8. Which of the psychiatric methods got the Nobel Prize? 

a. Resting chair was invented before the Nobel prizes were established. 

b. Cold unexpected bath were long in use in traditional medicine and is still considered to be cooling the tempers. Fear of drowning might be listed as side effect.

c. Convulsive therapy was introduced in 1934 by Hungarian neuropsychiatrist Ladislas J. Meduna who, believing mistakenly that schizophrenia and epilepsy were antagonistic disorders, induced seizures using drugs. Italian Professor of neuropsychiatry Ugo Cerletti, who had been using electric shocks to produce seizures in animal experiments, and his colleague Lucio Bini developed the idea of using electricity as a substitute for metrazol in convulsive therapy and, in 1937, experimented for the first time on a person (Before that he experimented on animals, with hospital near to a slaughter house being very handy. Some say that seeing animals get calmed by electro shock insufficient to kill them helped them to get the idea.). Cerletti and Bini were nominated for a Nobel Prize but didn't get one. 
d. True. António Caetano de Abreu Freire Egas Moniz (1874 - 1955), was a Portuguese psychiatrist and neurosurgeon. He was the first Portuguese to receive a Nobel Prize, "for his discovery of the therapeutic value of leucotomy in certain psychoses". When he heard two Yale neurologists speak at the London congress about experimental brain research on two chimpanzees called Clyde and Becky, observing how Becky's temper tantrums subsided after surgery, he would go on to pioneer - and relentlessly promote - a procedure that eventually won him the coveted Nobel prize. He performed first operation on a former prostitute, who afterwards was unable to give her age or say where she was. She was returned to an asylum, never to be seen by him again. Moniz nonetheless considered this a "clinical cure" and continued operating. The procedure was greeted with enthusiasm by the medical profession and went on to be practised in many countries. After Moniz won the Nobel Prize in 1949, the lobotomy's popularity increased. But today many believe the procedure is barbaric, and are campaigning for him to be stripped of the award.

e. Not true. Although being one of the best selling products of pharmacy they have not been awarded the prize. 
9. Which of the listed drugs psychiatry never used as a medicine for mental distress?

All. Till they were made illegal. Haldol and other psychiatric drugs are seldom used for recreational purposes. In addiction experiments with animals these were the only drugs that were so repulsive that animals never got hooked on them. 
10. The connection between the psychiatry and concentration camps is: 

a. True. But not very significant. Although psychiatrists like Frankl, Betleheim and Kogon with their testimonies on the experience and the work based on the experience made an impact, not only on psychotherapy. 
b. Partly true. First to be exterminated in gas chambers situated on the premises of the six psychiatric institutions: Brandenburg, Grafeneck, Hartheim, Sonnenstein, Bernburg, and Hadamar, were not Jews but people from mental asylums under the program of “euthanasia”. They were used to develop the technology to be used on a massive scale later. It has been estimated that over 200,000 individuals with mental disorders of all subtypes were put to death in this manner. 

c. Activity by psychiatrists and psychiatric institutions thus constituted the connection between euthanasia and the larger scale annihilation of Jews and other "undesirables" such as homosexuals in what came to be known as the Holocaust. Parenthetically, only one physician ever came to command an extermination camp. His name was Dr Imfried Eberl, a psychiatrist, who established Treblinka based on his experience as the Brandenburg Psychiatry Facility medical superintendent. He managed the camp for six months until he was fired for inefficiency in disposing of the thousands of bodies he succeeded in accumulating. 

d. Statement is true, but implication false. Many people with experience of concentration camp have life long suffering because of that. However, this did not make an impact on psychiatry, the cultural, historical and ethical means of dealing with trauma were more important.
11. Deinstitutionalisation began because:

a. Quite true, surprisingly. 2nd World War did spin some of the processes of deinstitutionalisation: some of the mental hospitals were used for the wounded and inmates moved to the community, with good results; treating the war traumas (Maxwell Jones) and working with no funds in occupied territories (Tosquelles) has produced the idea of therapeutic communities; experiences of concentration camps shed the light on the condition in asylums; so did presence of conscientious objectors, highly ethical young people, in them. Finally, the welfare state, post war invention, has enabled social security outside the asylum.

b. Not necessarily. That drugs enabled people to be treated outside of the hospitals is partly myth. The process started before, the “open doors” policy was introduced and trends have changed before the introduction of drugs.
c. Not entirely. Appalling conditions have contributed to the move out of the hospital and rights were an important issue in changes in mental health. But the issue was more basic – importance of being human.

d. Not true. Beginning of deinstitutionalisation was not caused by this. However, it became an important issue and in some cases (e.g. Ronald Reagan as a governor of California has introduced deinstitutionalisation on the grounds of saving money) and has been an important motive in emptying the hospitals. 
e. Also true. Psychotherapy was not a major issue in deinstitutionalisation, but therapeutic communities, humanistic approach and democratic notions contributed to changing the setting and methods. This gave the ground to anti-psychiatry.
12. Anti-psychiatry was a movement that wanted to:

a. Not true. The idea was to change psychiatry. ‘Anti-‘ stands for the antithesis, for anti-authoritarianism. Most of the leading figures of the movement were psychiatrist and wanted to remain so. Basaglia’s movement, for instance, was called Psichiatria Democratica – Democratic Psychiatry. However, many psychiatrists were threatened by the movement and solely by its name. This misconception was used as a mobilising agent and defensive tactic of closing ranks.

b. Quite true. This was one of the major goals. The institutions were seen as a major source of the misery of people living in them. They were seen as the apparatus of oppression and ruthless power and reification of people. 

c. True only marginally. Psychiatric drugs were under severe criticism, considered as chemical straight jackets and social and psychological means of dealing with madness were sought. Most of the protagonists of movement have, in spite of critical attitude to drugs, not completely abandoned the practice. 

d. Quite true. The movement was born as a part of new left project demanding that changes in society should not be only economical but also subjective. Psychiatry was seen as the oppressive to subjectivity and symbolised the force that make people adapt to what is considered normal and prevents them from rebelling against authority. 

e. Also true. Although it was not articulated so much as right, more as fight against wrongs, more about empowering people to fight the oppression. 
13. Who of listed was not an anti-psychiatrist:

a. Franco Basaglia (1924 - 1980) was an Italian psychiatrist. He was the [image: image19.jpg]


promoter of an important reform in the Italian mental health system, the "legge 180/78" (law number 180, year 1978) that established the abolition of the mental health facilities. He worked in Gorizia and Trieste and was leader of a movement of Democratic Psychiatry which was associated with anti-psychiatry and not wholly part of it.

b. [image: image20.jpg]


The term "anti-psychiatry" was first used by David Cooper (1931-1986) in 1967. He is considered also as a leader in the anti-psychiatry movement, along with R. D. Laing, Thomas Szasz and Michel Foucault. An "existential Marxist", Cooper believed that madness and psychosis were a product of society and that its ultimate solution was through a revolution. Cooper coined the term anti-psychiatry to describe opposition and opposing methods to the orthodox psychiatry of the time, although the term could easily describe the anti-psychiatrists' view of orthodox psychiatry, .i.e., anti-psychic healing.
c. [image: image21.jpg]


Partly true. Kate Millett, author and sculptor (born 1934) was one of the leading theorists of the feminist movement of the second half of the 20th century. She wrote Feminist Manifesto. Her book Sexual Politics took the world by storm in 1970 and remains a classic statement of radical feminist theory. In The Loony-Bin Trip (1990), in a vivid first-person account of what it is like to be on the receiving end of psychiatric care, discusses her diagnosis of bipolar disorder, describing experiences with hospitalization and her decision to discontinue lithium therapy. 

d. Definitely false. Cesare Lombroso (1836 – 1909) was an Italian [image: image22.jpg]


criminologist and founder of the Italian School of Positivist Criminology. Using concepts drawn from physiognomy, early eugenics, psychiatry and Social Darwinism, Lombroso's theory of anthropological criminology essentially stated that criminality was inherited, and that someone "born criminal"' could be identified by physical defects, which confirmed a criminal as savage, or atavistic.
e. [image: image23.jpg]


Not true, although she was a great critic of mental hospitals and psychiatry methods famous in her time. Janet Frame, (1924 - 2004) was a New Zealand author. Famous for both her and her life story - she escaped lobotomy as a falsely-diagnosed mental patient only by receiving a literary prize just in time. She was eight years on and off in various psychiatric hospitals, undergoing over 200 shock treatments. In 1951, while a patient, she published her first book, a collection of short stories entitled The Lagoon and Other Stories, which won the Hubert Church Memorial Award. That award led her doctors to cancel the leucotomy they had scheduled to perform on her. Jane Campion adapted Frame's autobiographical trilogy (To the Is-land, An Angel at my Table, and The Envoy from Mirror City) into the 1990 film An Angel at my Table. 

f. Almost true. Ronald David Laing (1927 – 1989), was a Scottish [image: image24.jpg]


psychiatrist, influenced by existential philosophy, his views on the causes and treatment of mental illness went against the psychiatric orthodoxy of the time by taking the expressions or communications of the individual patient or client as representing valid descriptions of lived experience or reality rather than as symptoms of some separate or underlying disorder. He is often associated with the anti-psychiatry movement although, like many of his contemporaries also critical of psychiatry, he himself rejected this label. 
g. True, mostly. Psychiatric survivor Judi Chamberlin is an American pioneer in the development of “user-run services”. She promoted the idea that people with mental health problems are in a powerful position to support their struggling peers. She mobilized the user movement with On Our Own: Patient-Controlled Alternatives to the Mental Health System, 1978. She is cofounder of the Mental Patients Liberation Front. She served as co-chair of the World Network of Users and Survivors of Psychiatry (WNUSP) from 2001 to 2004. In article “Confessions of a non-compliant patient”, an author said as follows: “… I've been a good patient, and I've been a bad patient, and believe me, being a good patient helps to get you out of the hospital, but being a bad patient helps to get you back to real life” (http://www.power2u.org/articles/recovery/confessions.html). 
h. True, mostly. Pierre-Félix Guattari (1930 – 1992) was a French [image: image25.jpg]


militant, institutional psychotherapist and philosopher, a founder of both schizoanalysis and ecosophy. Guattari is best known for his intellectual collaborations with Gilles Deleuze, most notably Anti-Oedipus (1972) and A Thousand Plateaus (1980) and can be alongside with Deleuze considered as one of the most important philosophers of 20th century. 
i. Not true. Erving Goffman (1922 –1982) was a sociologist and writer. [image: image26.jpg]


The 73rd president of American Sociological Association, Goffman's greatest contribution to social theory is his study of symbolic interaction in the form of dramaturgical perspective and his account of the total institution (Asylums) from point of view of an inmate had a tremendous impact on the criticism and subsequent deinstitutionalisation. Although he was not advocating is dismantlement. Once he wrote: Society is an insane asylum run by the inmates.
9.2. Appendix 2: List of community care services   (exercise)
Try to assess each service listed in terms of existence (√), sufficiency (+) or lack (-). Tick the box. Try also to grade the way the service operates in terms of being as close as possible to ordinary life and not stigmatising a person (i.e. not segrating and making one a mental patient). Use school grades (1-5) in the column N.
Please, comment your choice.

	Community care
	√
	+
	-
	N
	Commentary    

	1. Residential services 
	
	
	
	
	

	1. Long-term stay
	
	
	
	
	

	· Group homes (continuous support)
	
	
	
	
	


	· Group homes (part-time support)
	
	
	
	
	

	· Communal Flats
	
	
	
	
	

	· Hostels 
	
	
	
	
	

	· Board and lodging
	
	
	
	
	

	· Fostering – substitute families
	
	
	
	
	

	· Flat sharing
	
	
	
	
	

	· Independent community living (floating support)
	
	
	
	
	

	· Sheltered flats
	
	
	
	
	

	· Other
	
	
	
	
	

	2. Temporary residence
	
	
	
	
	

	· Crisis centres
	
	
	
	
	

	· Runaway houses and asylums
	
	
	
	
	

	· Coping with crisis at home
	
	
	
	
	

	· Crisis in another family
	
	
	
	
	

	· Halfway house
	
	
	
	
	

	· Respite care
	
	
	
	
	

	· Other 
	
	
	
	
	

	2. Leisure and employment
	
	
	
	
	

	1. Work and Employment
	
	
	
	
	

	· Cooperatives
	
	
	
	
	

	· Social enterprises
	
	
	
	
	

	· Disabled enterprises
	
	
	
	
	

	· Sheltered workshops
	
	
	
	
	

	· Training
	
	
	
	
	

	· Support at work place
	
	
	
	
	

	· Other
	
	
	
	
	

	2. Centres for social activities
	
	
	
	
	

	· Day centres
	
	
	
	
	

	· Clubs
	
	
	
	
	

	· Recreation and culture
	
	
	
	
	

	· Other
	
	
	
	
	

	3. Education and counselling
	
	
	
	
	

	· Therapeutic groups
	
	
	
	
	

	· Users training and education
	
	
	
	
	

	· Art workshops
	
	
	
	
	

	· Social skills training
	
	
	
	
	

	· Assertiveness
	
	
	
	
	

	· Body skills (yoga, tai chi)
	
	
	
	
	

	· Other workshops
	
	
	
	
	

	· Higher education
	
	
	
	
	

	· Other
	
	
	
	
	

	3. Associations and self-help
	
	
	
	
	

	· Mutual help groups
	
	
	
	
	

	· Self-help groups
	
	
	
	
	

	· Specialised self-help groups
	
	
	
	
	

	· Relatives groups
	
	
	
	
	

	· Users associations
	
	
	
	
	

	· Voluntary associations
	
	
	
	
	

	· Other
	
	
	
	
	

	4. Services
	
	
	
	
	

	· Individual planning
	
	
	
	
	

	· Advocacy
	
	
	
	
	

	· Home nursing
	
	
	
	
	

	· Personal assistance
	
	
	
	
	

	· Companionship and escort
	
	
	
	
	

	· Home help
	
	
	
	
	

	· Specialist services
	
	
	
	
	

	· Home nursing
	
	
	
	
	

	· Other
	
	
	
	
	

	5. Organisation
	
	
	
	
	

	· Associations
	
	
	
	
	

	· Public community mental healht services
	
	
	
	
	

	· Community mental health teams
	
	
	
	
	

	· Community mental health centres
	
	
	
	
	

	· Private providers
	
	
	
	
	

	· Non-profit housing associations
	
	
	
	
	

	· Other
	
	
	
	
	


9.3.      CATALOGUE OF COMMUNITY CARE
Catalogue is supposed to be partly a dictionary with basic definitions and descriptions of services, partly also a practical handbook for developing and planning of services. It focuses mainly on the residential services.

9.3.1. Residential Services

Long-term stay
Group homes

Group homes with continuous support
Group homes are staffed 24 hours per day. There are usually standards of safety and hygiene. They usually provide home to severely disabled and old. They provide meals, care and sometimes various activities. For most residents of the group home, this is a relatively permanent form of living and care.
Group homes with part-time support
Larger houses, transformed into independent units (studio, one-room flats, flats with separate rooms). Usually there is also a staff office on the premises; staff is present most of the week, though not all the time. Residents use ordinary services. Usually such home is temporary and serves as a means for learning how to live on one's own. Residents tend to move on and live independently after a while (1 – 3 years).

Communal flats (living communities)

Usually larger flats or smaller houses with three to four bedrooms, common living room areas, kitchen and bathroom. Staff is present occasionally and residents live a relatively independent life. They choose their inmates.
Hostels

Usually up to 20 places in single or twin-bed rooms. Staff is present continually (24 hours a day, 7 days a week), though at night only as a standby. Usually, they ensure care and support, but not nursing. Residents live in hostels for a limited period of time, usually within the period of a few weeks up to 18 months.

Board and lodging

Residents are (sub) tenants, who are provided with board, i.e. meals. Social services pay rent and food costs to the landlord (usually landlady) and give support to the residents as well as to (usually) landladies.

Foster care
Foster care – Substitute families
People with long term distress live (usually with families in the country) with people willing to accept them in their household against low payment. This was established in the area of child care, but is also used for adults (in Slovenia, now called ‘substitute families’). In order to make fostering successful, »fostered « have to wish to live in the country, get accustomed to the life of a fostering family, and finally, foster carers need to get at least minimal support from the social services.

Specialized foster care
Foster carers are specialized, i.e. trained to work with people, who have certain difficulties. Usually this is the case of children who were abused and need special attention. (Look also under Crisis in another family)

Sharing flat

These are used by people who need continued care; they share a flat with a person, who helps them with daily living. Ideally, the residents have tenant’s rights or even own the flat (either previously owned or allocated to them by the local authorities). They can “sublet” a room to a person who is willing to help them (like in the advertisements that the elderly sometimes put up:  »A room to be let in exchange of help with housekeeping«). The advantage of this arrangement is that the resident has the rights as tenant or even owner and cannot be moved around, from one place to another, he or she is not in a position, where he or she is dependent on his helpers (the agency). In a case of a conflict or personal mismatch, it is the staff that will be moved around.  The tenant holds a superior position regarding his or her assistants and can either dismiss them from service or replace them.

Sheltered housing

These are independent units for people, who need organised care and support, but these units are adjusted to their needs and staff is available to them. From time to time, they pay them a visit and help them with daily chores, organising their life and overcoming their crisis.

Independent Community Living (Floating Support)

Different types of ordinary flats, the common characteristic being that the residents are given different sorts of support as well as easier access to housing. This is a very appropriate and optimal option for people who are in need of a certain level of care and support.

Temporary residence
Crisis centres

These are places which are available to people in crisis. These are temporary, usually set in everyday environment with staff qualified for crisis' interventions. The purpose of this service is to enable people in crisis to manage a crisis in a constructive way maintaining as many of their usual social functions and activities as possible. There are crisis centres for people with mental health crisis, but there are also youth crisis centres and safe houses for women. 

Run-away houses and asylums

Run-away houses and asylums are places for provisional, temporary living, when the users of the service are exposed to aggravating living circumstances (the loss of home, avoiding hospitalisation, family conflicts, etc.). They are different from crisis centres, because they do not aim to deal with the crisis, they primarily offer a place, sometimes only a shelter for the night, where a person is kept warm and safe and is not exposed to harmful, dangerous or aggravating circumstances...
Coping with crisis at home

The person stays where he or she lives, but there will be support and special arrangements, so that coping with the crisis is possible at home (crisis teams, home care service or community mental health teams). These arrangements often involve relatives, friends and other volunteers.

Crisis in another family 

In some places (USA, Belgium) a model was put into practice where individuals and families accept a person in crisis. They are usually supported by the community mental health service that visits them and offer support. This proved to be a very appropriate alternative to hospitalisation.

Respite care

Respite places (time and support) are available to the people who need continuous care and support, but do not have it in a particular moment. In fact, these are more meant for the relatives, who need a break from the continuous care they offer (i.e. during vacations, relative's disease, when they are burnt out). These places can be available either in hostels, hotels or in group homes.

9.3.2. Organised Activities 

Leisure and employment
Work and employment (cooperatives, social enterprises, sheltered workshops, training programmes)

There are different forms of organised occupation and work activities. These tend to be some of the most important organised activities for the people who need continuous support and help. Their common denominator is to involve people in work. Their characteristic is to acknowledge the productive capabilities of a person by: offering support of staff (who help to involve people in the working process, to train them, etc.), stimulating employers, and offering an experience. The services range from completely sheltered work places to the training opportunities and the complete inclusion in an ordinary work place. 

Centres for social activities (Day centres, clubs, recreational and cultural activities)

These perform different functions: leisure activities (for unemployed people, most of the time is free), or social and creative activities; they also provide care for the time people do not spend in residential services, or when the relatives cannot offer day-care. Opening hours of such centres follow working hours of ordinary establishments: if the centre focuses on day-care and social activities (e.g. day centres), it is open in the morning, if it focuses on free-time or social activities (e.g. clubs), it is open in the afternoon or in the evening. Some centres have regulations about attendance and perform more structured activities, which are compulsory for the participants to attend to (day centres, adult training centres), others are more relaxed, not compulsory and people attend on the voluntary basis (social clubs, drop-ins). The centres also differ in the degree of involvement and participation of users. Some clubs have self-management structure and are user-run (e.g. Fountainhouse Club).

Education and counselling

Long-term institutionalisation, stigmatisation and marginalisation often cause the loss of everyday communication skills and lack of education. For this reason, the education programmes and the programmes of learning social skills (communication, assertiveness, etc.) are organised, but also education programmes for: strengthening contractual power either in everyday life (i.e. literacy) or to increase the degree of education or get a qualification (i.e. getting a degree in primary or secondary education), enabling a person to engage in quality leisure and creative activities (i.e. painting, dance courses and courses in flower arranging, etc.). Sometimes, they involve counselling to give a person a psychological, professional orientation or orientation in every day life activities (e.g. family and personal matters, housekeeping, social rights, etc.). Such activities are organised either as courses on the premises of clubs or day centres, or they involve a systematic support and encouragement to get involved in ordinary activities in the community (e.g. adult education, Open University, computer courses, sports clubs and associations). Partly, they are organised as special counselling services dealing with special problems (family counselling) or special groups (women, psychiatric users).

Associations and self-help

Self-help and mutual support groups
There are groups which make it possible for their members to deal with their problems of everyday life in a peer group. They may be focused on a single, special sort of problem (i.e. drinking problem, eating disorders, etc.), on a certain more or less therapeutic activity (co-counselling, assertiveness), or on problems of people, who find themselves in a particular situation (e.g.  self-help groups of people who were dismissed from psychiatric hospitals). The atmosphere in these groups is peer-like, which means that there are friendly, though quite direct relations among members as well as egalitarian ethos. The activities of groups can be focused towards wielding one's power to confront life situation by regaining confidence and skills to do that. Otherwise, the group could be meant for mutual support, extending it over the boundaries of the group’s meetings, people helping each other in everyday situations. Such groups can be led, though not necessarily, since they are about self-help. They can be either led by professionals or experts by experience, or have a more inconspicuous leadership within the group. The logical development of self groups is to develop their interests beyond sheer self-help and mutual support and gradually move on to take up outward projects (advocating for the rights, offering services) that grow into users' groups or movements.   

Relatives’ groups 
Groups of relatives nurture and undergo similar processes as mutual support groups of users, the relatives helping each other in the experience of being a relative of a person who needs continued support.  These groups are even more eager to embark on the practical action and campaigns for the rights and well-being of their relatives. 

Users’ associations

Users’ associations are the continuation of self-help groups or mutual support groups. They represent formalised (although the atmosphere is still informal) ways of associating (e.g. in registered associations, formal networks) and usually have a strong purpose. The aims of users’ associations can be different. They can address political actions: striving for users’ rights, self-advocacy and campaigns for the improvement of services and of users’ situation; they can also address cultural, entertainment and social activities, or they aim at providing and organising services (usually social clubs and drop-ins, advocacy services, independent living projects, crisis centres, retreats and employment projects).

Voluntary Associations 

There are many voluntary associations in the field of disability and mental health. Their members are usually either professionals from the field, users and relatives or other interested individuals. These may be either small local organisations or regional, national, even international associations. The main purpose of associating is a need for more intensive engagement in the field, a need for a different, more flexible and better practice or simply an intention to do something. These associations make this possible by avoiding institutional ways and paths and by fundraising which is independent of state budget. In the last decade or more, these associations assumed greater importance in providing and organising services, as the trend of pluralisation of social service providers enabled a much larger and privileged range of service offers on the part of non-governmental and non-profit organisations. The negative occurrence of this otherwise positive trend is the weakening advocacy of these organisations and associations, and the managerial mentality prevailing over friendly and associative atmosphere. In some countries (Italy) the cooperatives assume the role of service providers which enable associating for the purposes of work, but they are still cooperative and associative.  

9.3.3. Services

Personal services
Home nursing 

There are services used by physically ill and disabled (i.e. chronic diseases). Such services are usually provided by qualified nurses, but also personnel with lower qualification and to a great extent the people from the informal users’ networks (relatives, neighbours) under the supervision of professionals. Similar arrangements can be found in mental health. 

Personal assistance

Personal assistance consists of a range of different everyday services. Physically handicapped people get assistance with moving around and other physical pursuits. Mentally handicapped people also need help with pursuits of intellectual nature (e.g. shopping, public transport facilities, etc.). People with experience of mental health distress do not particularly need personal assistance in this way, but rather  companionship and escort. 
Personal assistants are usually not specially qualified, but they do get appropriate training at work. Personal assistance is often necessary, when the users take part in formal organisations (work, education).  

Companionship and escorts

This form of service is primarily intended for the people who are lonely, either because of their disability or most of all stigmatisation and social isolation, however also for the people who experience difficulties in making contacts (interaction offences: e.g. awkwardness with establishing contacts, having a quick temper). This service helps to overcome loneliness, but it also helps to make people become involved in social circuits and networks. Companions can also perform the function of an advocate and interpreter. Such services could be paid (i.e. accompanying a person on holidays), partly paid or based on voluntary contributions of the user depending on the frequency and reliability of the service needed. The payment could also be paid in kind (i.e. training, holidays, etc.).

Home help
Home help involves services such as cooking, tidying up, shopping. It is intended for the people who cannot do this, either because they are physically unable or because they are hindered by mental distress (phobias, confusion, withdrawal in someone’s own world, etc.). In the cases of mental distress, such services are usually meant to activate and encourage a person and are of rehabilitating nature, in a way they could be similar to the work performed by companions and escorts. These services can expand beyond home activities, e.g. bank and bureaucratic errands, etc. These services are usually performed by less qualified people, though such services (especially in the field of mental health) can also involve highly qualified professionals as an integral part of learning social skills and participating in psychosocial rehabilitation.
Support circles

Also called Joshua Circles. This is a support used for severely disabled persons. In fact, this is a measure taken to prevent the dissolving of a social network by organising and intensifying its function. The support circles include friends, relatives and other volunteers as well as professionals and workers of particular services. They perform the same function as crisis teams do for crisis interventions, though their support is long-term.

Outreach Work

Outreach work involves various services performed on the ground, outside the institution or office. These may be mobile services, community nursing, home visits, neighbourhood work or street work, or they may include working in some formal settings (e.g. mediation in employer/employee relations, in educational institutions, in associations of leisure-time activities). Sometimes, it is also about involving professionals and volunteers in such organisations. They may be either crisis interventions in crisis’ periods, family crisis, conflicts with the neighbours, household crisis. They may monitor or support other services (e.g. home help); they may involve regular visiting which aims at monitoring and enhancing the welfare and progress of a user and offer him or her counselling, encouragement, etc. It may also involve organising informal support or mediation between the user and his or her environment. 

Individual planning 

Individual planning provides complete, coordinated and proactive services or a services’ package that follow the users’ needs. It comprises the assessment of needs, planning coordinated response to the needs and putting them into action while coordinating the service providers. In cases of direct payment, the planning also involves drawing up costs. Different systems and different professional backgrounds have put different procedures into force.
 On the one hand, they depend on the ideology of the service providers, on the other on true differences in styles of planning, user involvement, level of coordination and task distribution. There are three functions they have to perform: planning, coordination of implementation, fundraising and budgeting. In some systems, these functions are shared among different holders (of responsibility), in other systems the functions are distributed and performed by different persons, belonging to different organisations.

Helplines

Helplines are an important aspect of community approach as it enables a democratic contact between a user and a counsellor (anonymous contact, no case files, the user has a possibility to cut off whenever he or she wants). There are different counselling services (e.g. in crisis, for lonely people, suicide prevention, for drug use, for AIDS, etc.). Some services offer a possibility of unconditional listening; others are connected with a range of other services. There are also phonelines that enable crisis interventions (e.g. for elderly people and somatic patients).

Advocacy

Professional Advocacy

Patients’ advocates work in the institutions and advocate for residents and their rights (upon admission, within the everyday life on the ward, regarding various treatments, upon release). Besides, there are also common programmes of advocacy which support the users, when enforcing their rights regarding community services or in everyday situations, where users are often discriminated (in working environment, neighbourhood, family issues, housing issues, etc.).

Lay advocacy

We refer to lay advocacy in situations, when volunteers, friends and relatives, or social service workers or workers of other services, in a more or less organised manner, assume the role of an advocate of user’s rights or interests. The function of this type of advocacy means making users’ requests, wishes and interests legitimate - as they are often overlooked. Lay advocacy is not so much about the advocacy services, it is rather about organising situations which enable it and recognise its legitimacy.

Self-advocacy and Peer- advocacy

There are three possible types of this kind of advocacy. The first one being - the empowered and assertive user pleads for his own interests, rights and desires, the second one being – the user receives support from another user, who is more experienced or skilled in this matter, the third one being – collective forms of advocacy, when several users try to influence things going on in a certain institution, service or system regarding their situation.

Citizen advocacy

Citizen advocacy is used when an advocate role is assumed by a respected citizen, who commits him or herself to the benefit of a particular person (similar to a traditional role of a godfather). This kind of advocacy is helpful for the people who do not have such figures in their personal networks. The advantage of such advocacy is that it is very personal, continued and gives a complete, but also specified support. The impact of this form of advocacy on social integration of users is also very important.

Other advocacy

The relatives or individual professionals who commit themselves to the welfare of users often assume the role of an advocate. Usually, this is not a special service, though it is stimulated by some services by remunerating it, giving training and moral support. Advocacy is also a part of a new professional attitude and approach. This is especially true for procedures, such as care planning, outreach work, etc.

9.3.4. Accompanying functions
Needs assessment and planning

Needs assessment takes place on several levels. On the level of individual users, the needs for individual services are assessed in order to respond to them (individual service planning). On the level of the local community, the needs of a community are assessed in order to plan and develop particular services, whereas on the state level they are assessed in order to establish the national framework of development.

Monitoring and evaluation

Monitoring and evaluation also take place on all levels. The subjects of monitoring are: quality of service, users’ satisfaction, costs, budgeting and attaining goals. The purpose of evaluation is redefining the aims of individual services, local and state systems, increasing the quality and effects of services. They are performed by service providers, independent researchers, evaluators, general government services. Evaluation teams have to include service users.

Supervision

Supervision is one of the services organised as – a support for workers; as a means of quality control, as a revision of individual plans. 

Training and education

Training and education represent a necessary part of a system which has to stay flexible. Involving the informal sector, the unqualified workforce, establishes the need for short courses and training regarding the basic principles of community mental health, the basic skills and knowledge of the system. Besides, retraining and additional training courses for qualification are needed in order to train the staff for the skills needed in the community as they are basically trained for the work in the institutions.

9.3.5. Organisation 

Providers

 Single type providers

Services provision can be organised either by working units or they are organised as totally independent organisations for the provision of a single type of services (e.g. group homes, etc.). These can be private organisations (service delivery), organisations within the voluntary sector (association providing services) as well as public services.

Complex service providers

In the voluntary sector, there often form organisations intended to cover greater numbers of needs of a certain group of users. They are interested in offering as many services as needed for the group in question. These organisations therefore offer different services: day activities, employment, social activities, housing and other services. Such activities are often organised separately, though they are often closely connected, not only by following the line of management, but also by exchanging staff and creating complex care for individual users and groups of users.

Community mental health centres
In many places, the community mental health centres were established as the alternative to institutions. They provide a comprehensive care to the people with mental health problems on a particular territory, geographical area (treatment, rehabilitation, counselling, outreach work, food, housing, employment, prevention, promoting mental health, etc.). They are providers and coordinators of activities in a designated locality. They are usually a part of the public sector, sometimes health services (USA, BIH), sometimes social services (Great Britain) as well as combined (Italy).

Community mental health teams
They perform a similar function to centres, though they are more diffusely organised and oriented rather towards coordination than care providing. They perform direct services in terms of crisis interventions, environment interventions, accompanying rehabilitation, etc. 

In most cases, they are interdisciplinary. As far as their organisation is concerned, they can be either situated in one institution or can be meeting points of professionals from different institutions.

Housing 

An important feature of community care provision is a (sufficient) housing for various kinds of community care. This can be provided by the state by a quota system, which means ensuring a pool of newly built flats for the vulnerable social groups (e.g. a local authority may require a certain number of flats for the purpose of the disabled when issuing the construction licence). It is necessary to provide a balanced distribution of social housing among the vulnerable groups of population – e.g. by changing the criteria for granting social housing. 

By enabling (no longer providing) the services, the state transfers the housing provision to the local authorities and special housing organisations.

Non-profit housing associations
The main activity of non-profit housing organisations is the acquisition of housing, its management and letting for non-profit rent (in Slovenia, defined in regulation acts). The activities can be funded by the local authorities (as in Great Britain) or their functioning is enabled by the state loans, which is the case of Slovenia.

Non-profit housing organisations are a consistent part of community care, if established as special organisations of providing housing to special vulnerable groups or if they, by the system of quotas, partly provide for these groups. 

9.4. APPENDIX IV: JOHARI WINDOW 

A Johari window is a psychological tool created by Joseph Luft and Harry Ingham in 1955 in the United States, used to help people better understand their interpersonal communication and relationships. It is used primarily in self-help groups and corporate settings as a heuristic exercise.

When performing the exercise, the subject is given a list of 55 adjectives and picks five or six he or she feels describe his or her own personality. Then, the peers of the subject are given the same list, and each picks five or six adjectives that describe the subject. These adjectives are then mapped onto a grid.
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The adjectives selected by both, the participant and his or her peers, are placed into the Arena quadrant. This quadrant represents traits of the participant, which both they and their peers are aware of.

The adjectives selected only by the participant, but not by any of his or her peers, are placed into the Façade quadrant, representing information about the participant, which their peers are unaware of. Then, it is up to the participant, whether he or she will disclose this information or not.

The adjectives that are not selected by the participant, but only by his or her peers are placed into the Blind Spot quadrant. These represent information of which the participant is not aware, but others are, and they can decide whether and how to inform the individual about these "blind spots".

The adjectives which were not selected by either the participant or his or her peers remain in the Unknown quadrant, representing the participant's behaviours or motives which were not recognised by anyone participating. This may be so, because they do not apply, or because there is a collective ignorance of the existence of such trait.

Johari adjectives
A Johari Window consists of 55 adjectives used to describe the participant, in alphabetical order:

	· able 
	· accepting 
	· adaptable 

	· bold 
	· brave 
	· calm 

	· caring 
	· cheerful 
	· clever 

	· complex 
	· confident 

	· dependable 

	· dignified 
	· energetic 
	· extroverted 

	· friendly 
	· giving 
	· happy 

	· helpful 
	· idealistic 
	· independent 

	· ingenious 

	· intelligent 
	· introverted 

	· kind 
	· knowledgeable 
	· logical 

	· loving 
	· mature 
	· modest 

	· nervous 
	· observant 
	· organised 


	· patient 
	· powerful 
	· proud 

	· quiet 
	· reflective 
	· relaxed 

	· religious 
	· responsive 
	· searching 

	· self-assertive 
	· self-conscious 
sensible 
	· sentimental 

	· shy 
	· silly 
	· spontaneous 

	· sympathetic 
	· tense 
	· trustworthy 

	· warm 
	· wise 
	· witty 


10. CATALOGUE OF "NEEDS" OF PEOPLE WITH LONG-TERM PSYCHOSOCIAL DISTRESS

 (UPDATED AND PROVISIONAL)  
10.1. ALTERNATIVES TO HOSPITALISATION AND INSTITUTIONALISATION

The role of large, closed institutions (total institutions) is mainly destructive and as a rule does not serve its declared purpose. The social protection and care, training or treatment can be organised outside the institutions, in more ordinary environments, in the community. As such, it is more efficient and successful. This is why we have to understand what needs are covered by placing people in an institution or hospital.

10.1.1. The need to live in the community

Being put away into an institution or hospital is still something, an event that people do not want, that they want to avoid. The majority of people see their life as quite ordinary. Usually, their wishes are modest; they just want to live a peaceful and ordinary life.  The people who have lived in an institution for a long time (i.e. several decades) find it hard to imagine life outside the institution, sort of assuming that the life outside the institution would be meaningless. However, the experience show that once they get a chance to live outside the institution, they take it, and once they experience life outside (again), they no longer want to return to the institution. Research on the quality of life of the ex-inmates proves that even though they are far from being satisfied with their life outside, they do not want to go back to the institution once they have been dismissed (Barham, Hayward, 1991; Estroff, 1981).

10.1.2. The need to make sense of life events

People are frequently put in an institution, because the situation where they live becomes unbearable. The user and his environment become strained and tense, and the situation gets crazy.  From this we can deduce the need for seeking the alternative tactics of making sense of the situations, which would otherwise lead to hospitalisation, to the desire to exclude the other. A new interpretation of the situation is needed, instead of figuring out (with help from the medical profession) that somebody is ill and therefore excluded.

10.1.3. The need to discharge the situation

With the people with long-term difficulties, it is often the case that the people from their immediate environment (relatives and other close ones) can no longer carry on: a mother can no longer go to work when taking care of the disabled member of the family, the strains between a husband and wife have reached a point where the »healthy« husband or wife cannot bear it anymore, a mother who has taken care of the disabled child all her life, can no longer nurse him because she is too old and needs care herself.

The institutional model is characterised by scaling of the drama to a point where people cannot go on any more. The situation becomes unbearable, so the alienation of the close person comes as a relief. Automatically, this gives the institution the mandate to take over the care for the person.

10.1.4. Needs for certainty

To some extent, referring a person into a hospital or any other institution has to do with the certainties we need in everyday life. Life with a person who experiences distress, often means that the matters we otherwise take for granted, as our normal, ordinary rights and duties of everyday life, shrink or become dubious (people no longer have any social life, they cannot afford holidays, they are scared about the reaction of the relative, etc.). A person's removal to a hospital takes the worries away and reestablishes the bearable life, it reestablishes a safe world with everyday certainty. 

The restoring of certainty is less true for the person who is institutionalised. His or her certainties of his or her everyday life may be broken by the institutionalisation. Whatever a person was sure of in every day life (eating breakfast at his or her table, saying hello to the neighbours, children waiting for him or her when he or she comes home), breaks with institutionalisation. These certainties are replaced by the certainties of an institutional life.

Such certainties are important and give meaningful orientation in one’s life. To some people (e.g. suffering from somatic illness, the elderly and frail feel secure in an institution: »Behind these walls there is somebody who can help me. «) People who experience mental distress can feel relief when going to a hospital, they feel less pressured or see a way of resolving some material hardship, etc. The safety an institution provides is even more important for the people who have lived there for years or even decades. This is why it is of crucial importance to provide adequate living conditions and safety to a user upon resettling from an institution.

10.1.5. A guarantee to the close ones

One of the possible ways out of crazy and strained situations is to provide a guarantee to the people close to the user, namely, that it will be possible to reconstruct everyday certainties or to find some new ones. Therefore, if somebody is in crisis, he or she will still take notice of some rules; he or she will not squander the family's fortune, etc. This category of needs also involves guarantees to the relatives, who take care of their dependent siblings or partners, that after their death or when they get too old to provide care, there will be still a decent life for their  family members.

There are people needed who will discharge and relieve the situation. During crises, the professionals and lay advocates are needed, who will mediate in the eventual conflicts, misunderstandings and tensions. They may be home crisis teams, psychosocial advocates and other similar figures. Partners need help to act adequately in times of a crisis. Putting a person up in some sort of community care, getting some home help, companions, relieve the close ones of the burden that is getting too heavy.



10.1.6. Sanctuary 

When a situation gets unbearable and cannot be discharged, relieved, settled or resolved on the spot, people need a possibility to withdraw from the situation which threatens the individual's idea of reality or his or her reality itself. The places one can withdraw to are to be secure and safe, which do not undermine the person's basic assumptions and/or which can tolerate his or her eccentricity. These can be various ways of managing crisis in the community (crisis centres, crisis in another family, sanctuaries, retreats), whereas with long-term distress the relieving capacities are offered in way of respite care (in institutions, but also in recreational centres, summer resorts, etc.).   

10.1.7. Insuring the certainty of a user.

By definition, the institution takes the individual out of his or her ordinary or civil life circuit. In cases of eventual hospitalisation, a ‘rehabilitation’ is needed in order to continue and renew the desired flows of life (e.g. studying, raising children, hobbies), which are interrupted by hospitalisation. If hospitalisation is long-term, rehabilitation will be needed in terms of support with returning back to everyday life, managing civil (bureaucratic) affairs as well as with looking for one's identity or its reconstruction (e.g. retelling one's life story, looking for one's lost relatives, regulation of one's ownership, reestablishing contacts, etc.). Community services and resettlement teams can offer the coordination of support and help with such comebacks.

On the other hand there is a need to insure the user's interests during his absence – i.e. during his or her hospitalisation as well as during the »escapes« from the usual situations (crises or other sorts of escapism). When a person is »absent«, he or she needs somebody to take care of his or her things, manage his or her affairs and look after his or her interests. This can be either his or her legal guardian, appointed for a special case by the social services or a court, or a person formally appointed and authorised for such matters by the user or just somebody who the user asks to do some things for him or her.

10.1.8. Risk

One of the purposes or functions of the institutions is to do away with the risks, the threat to certainty. At the same time, risk is the basis of human dignity. Basically, it enables the reality of free choice. Besides, risk enables the possibility of new adventures and knowledge, which is especially important for the people who live in overprotected home or institutional environment.

There are methods which enable us to assess, analyze and predict the tactics of reducing risk factors and minimise harm (Flaker, 1994). The principle of these methods is to systematically reconsider the situation of risk, separate the events from their circumstances and background, and think about how to prevent risk –how to prevent events, minimise the consequences and repair eventual harm. The aim is to reduce risk, but also enable people to take risk, do things they want to do without having fear (of their own people or the people close to them) of doing something wrong. They need to take an acceptable, reasonable risk.

10.1.9. Accepting nonsense

In order to maintain everyday certainties we need to either neglect, or contrarily, accept certain matters that are not making sense. In order to accept an unusual, out of order situation or event, we need to “domesticate” the absurd. A mother, for example, was describing her daughter as ‘always dancing around the village’, before correcting herself: ‘well, not really dancing, the way we would, but sort of dancing’; therefore stating that those were the only words she could find to describe her action the way it makes sense, to express that her daughter’s behaviour does not really make sense, but she got used to it. It’s a tactic we use when we come across unusual events that we cannot place into our conceptual frame. So, we either take them into it or reject them as pointless without having attributed them any special meaning. 

10.2. DWELLING

Dwelling is one of the basic needs articulated in our civilisation. In many ways, the service users are the last nomads of our civilisation. The lack of a dwelling place may be the consequence of one’s social distress (poverty, discrimination and stigmatisation) as well as mental distress (Flaker, 1999), though it is true that it also goes the other way around: the lack of a dwelling place can also cause or stimulate distress (both mental and social). Beside the basic function such as providing a person with a shelter against weather conditions, the dwelling also performs a wide range of other social functions.

10.2.1. The need to be somewhere

Dwelling

A flat offers a general organisation of one’s existence. It is a place where some important things in life take place. It delineates the individual space from other spaces. It establishes a certain kind of sovereignty of the individual, of the family or household as a whole over a certain space. The flat also gives a person the possibility for a personal reproduction (sleeping, feeding).
Permanent address

Having a permanent address is an important function of a “homo bureaucraticus”. Without permanent address, a man virtually (on the paper) does not exist. This may cause a lot of inconvenience (difficulties finding a job, troubles with the police, etc.). The lack of permanent address can also contribute a great deal to placing a person into an institution.

A storage 

An eviction, due to one’s hospitalisation, can cause: the selling cheaply the belongings that one has accumulated with effort throughout his life, sending a person to a long-stay institution, the loss of all memorable items, souvenirs, etc. In our civilisation, personal items and belongings represent an important basis for constructing one’s identity.

A space for organising one’s identity (visits, family, love etc.)

The flat is an important space of one’s personal social life, socialising, creating a family. The flat is necessary if we want to invite someone for a dinner, have a lover, have a party with friends, but also peace and quiet. The flat is also an important device for self-presentation, since the furniture, decoration, precious things and setting significantly speak about our life style and values, etc. The personal marking of the space is especially insufficient in the institutions. Without that, we are less respected and have little value. Without personal arrangement of a space (e.g. adjustment for physically disabled persons), we have difficulties performing everyday work, we are impeded directly and immobilised. 
A private, intimate space

The flat or a place of one’s own within the flat (e.g. one’s room) offers privacy. This need is even greater in institutions and group homes where the lack of privacy is even more substantial.

A young physically disabled woman told us that she lived in an elderly home sharing a room with three elderly ladies. One of them constantly called her during the night. This makes her nervous, since she cannot sleep.

Our houses are usually organised in a way that it allows different degrees of privacy and publicity. We receive someone at the door, someone else in the hall, personal guests we receive in the living room and the chosen ones in the bedroom.

Living together with other people
As we want privacy we also want company. Younger people mostly want to share their place with other people, because the atmosphere is more lively, people help each other, share living costs:

I would choose to live in a community of younger people. It would be a house with up to 10 residents, with a lounge, but everyone would have his or her own room with a bathroom. The house would be adjusted to our needs, there would be only volunteers working there. There would also be health service available because of my illness. It would be ideal, if I was employed and could earn enough money to pay for the care in board.
10.2.2. Tenure 

The tenure is one of the basic needs of people who need continuous care, since it considerably determines mental health and social welfare as well as contractual power of an individual.

Easy accessibility
Since people with special needs are often stigmatised and deprived, they need antidiscriminatory measures in order to make their impeded access to accommodation easier.

Stable tenure (ownership or tenants rights)

People need safe tenure status, especially people with mental distress, because they often loose their flat due to hospitalisation, being put into a long-stay institution, or because of their distress and stigma. It is of vital importance they have a firm ground as far as a place to live is concerned and all the tenants’ rights assured.

Some users own their real estate. The system of care in some countries means that one’s estate “is frozen”, which means that neither the user nor the relatives can dispose with it; it’s a sort of dead capital, because the state will claim the return of the costs upon inheritance. This is the reason why the relatives often transfer the property to some other relative, the person is bereft of his or her inheritance and the state has to pay for the services. The contractual power of an individual is therefore reduced. 

Maintaining the tenure (rent, maintenance, contacts with neighbours etc.)

Many people with long-term mental distress have problems maintaining their housing tenure. The same usually also applies to other stigmatised and marginalised groups (e.g. drug users, single mothers). That is why they often need money (there are cases known when people were put into a social institution, because they could not pay the bills and the social services did not have any legal means to subsidise, they could, however, be sent to an institution or a hospital – which by all means costs a lot of money). The landlord can similarly give a notice for not maintaining the flat in order. The problems also occur with the neighbours, as when the users become scape goats for all the problems in a neighbourhood.    

 Support in maintaining a flat

A special need is help with painting the flat, arranging new furniture, cleaning, etc. This need is emphasized with the people who use a wheelchair, are blind, etc.

Positive discrimination (when getting a divorce, when changing the use of the propriety etc.)

Users with long-term disability often get stranded when some events regarding the ownership or intended use property take place (divorce, privatisation, adaptation, moving away because of the change of the intended use, etc.) Beside the efficient legal assistance and advocacy there is also a need for positive discrimination which will additionally protect their needs. 

10.2.3. Groups in special need and groups at risk (preventing mental distress)

Some groups need more help regarding their housing problems and are because of being without a home additionally marginalised and can for this reason suffer a psychosocial distress or even fall ill somatically. Such groups are the homeless, young people and immigrants. 

10.2.4. The needs for special places

Some users, due to their contingencies: e.g. being resettled from the institution, or the need for ‘time-out’ in family conflicts or respite for burnt-out relatives, for rehabilitation or simply for their inability to live independently, need places with special features: shelters, sanctuaries, halfway flats, flats adjusted to the needs of the people on wheelchairs, of blind people or need functional adaptation of a flat because of some other need; therapeutic communities, floating support in independent flats, rehabilitation group homes, halfway group homes in one’s local community, flatmates, as well as brokers, mediators and advocates in cases of any misunderstandings among residents and their neighbours. 

10.3. EVERYDAY LIFE

10.3.1. Housework

Household and housework are two of the most neglected subjects in social sciences (Oakley, 1974; Flaker, 1993), even though the topic of housework is one of the most frequent topics among the people engaged in the community care services. Unlike institutions, the providers and community care users constantly discuss things such as tidying up, cooking, washing, cleaning up, shopping, personal hygiene, care for elderly people, bringing up children, etc. 

Besides, housework skills are probably the most important factor and predictor of one’s capabilities to live an independent life. There are many users who need help with housekeeping. Those who are physically disabled need other people to do something for them, move something, etc., those who have learning disabilities sometimes need to be taught patiently, people in mental distress need encouragement or a partner who helps them with housework. The need for help with housework and learning the skills is especially visible when people return from the institutions where they “un-learned” to take care of themselves.

10.3.2. Leisure 

The needs people have during their free time are totally diverse. Such needs are often of social nature (look under Contacts and socialising) or hobbies, sports, entertainment. Paradoxically, people who need organised help and support, have little free time even if they are unemployed. This is partly due to the lack of money, sometimes company and time. The causes for the latter are evident in the institutions where the time of the residents is available to the staff. Their time is used by others. Generally speaking, being dependent and waiting are closely interrelated. Hanging around, lingering, waiting for someone can take up all the time there is. 

10.3.3. Errands

Errands are a part of everyday life, we need to do some things in order to maintain the household (e.g. shopping, repairs, paying bills, etc.), assert our identity (hairdresser, clothing, paying a visit or other social events) and keep in touch with different services.

A special status of mental health users causes a lot of everyday complications. It is the source of all sorts of dealing with social work services, health services, social and health insurance, administrative authorities, etc. One has to write formal requests, fill in the forms and find his or her way around bureaucracy, rights, etc. Contacts with “bureaucracy” are often tiring and humiliating. Therefore, people need a great deal of help in order to deal with their civil, financial and other matters, particularly in terms of accompanying, encouragement, writing, getting information, counselling. Volunteers, neighbours, professional workers, advocates or special legal-information services can be used for this. 

10.4. EMPLOYMENT – WORK AND MONEY

Similarly, as described for housing, work fulfils various human needs (regarding the organisation of identity, status, survival, maintaining social standards, etc.). Work is a complex phenomenon and even though it constitutes the basis of the citizen status in our society and people are expected to be employed and to work, there is a great deal of the population who is exempt from work. They get a surrogate status (pupils, students, pensioners, housewives, etc.). Work provides stability in life, whereas the absence of work creates discomfort and distress. The problems at workplace often cause mental distress and sometimes even disability. For many people, men especially, work and profession represent an important identity peg. Work is an important activity of one’s everyday schedule, the feedback one gets from working is also important. 

The majority of work performed by the social and health care users takes place in sheltered workshops, adult-training centres, training programmes. In these environments people usually perform work which is traditionally undervalued. It is undervalued in terms of the products produced by a worker, activity as such and last but not least the payment. The users want to perform a meaningful work and want to be proud of their products. This is the reason they want to work in an ordinary workplace, perform real work and produce products that would be sold and which would make them proud.

10.4.1. Workplace

People with different kinds of disabilities need various work opportunities in terms of duration and complexity of tasks. They also need support in arranging all the necessary preconditions (qualification, workplace adjustment, accompanying and transport). This is the only way they can successfully and competitively appear in the labour market. They need support when working as well as information on the employment possibilities, etc.   

10.4.2. Maintaining a work position

If they do have employment, they need some tools of keeping it. One of them is certainly a sick leave. Tolerance and flexibility of the employer is also of great help to the worker. Some workers who have a hard time keeping up with the regular work pace need a more flexible and shorter working time, sometimes the change of a workplace. Since the disabilities can “disturb” the co-workers and cause the process of expulsion, it is often necessary to find allies at work, though an outside advocate can also be of help. Some workers need to be coached at a workplace or accompanied to a workplace and back home (e.g. physically disabled).

10.4.3. Longer absence from work

Due to long-term hospitalisation, sick leave, etc., some people need ways to maintain working skills and working vigour and fitness. It is also necessary they go back to work as soon as possible and be updated with the working process and keep in touch with co-workers in times of longer absence. 

10.4.4. Creating and renewing work capacities

Training

Some people, because of their handicap, stigma and exclusion remain uneducated and untrained. They need various sorts of training (at a workplace, in courses, in programmes of vocational training, knowledge workshops); they can also make use of workshops in professional orientation.

Education

People with long term difficulties have mostly low level education. This is partly due to the impeded access to education that results from their low social status, but also other reasons. The fact is that there is always a part of people with special needs whose education process is neglected, whose potentials are not stimulated, and besides, even the professionals systematically discourage them from further education, because of their presumed inability. On the other hand, there are many users that education gave an impetus and a way of personal rehabilitation, development, involvement with the peers and society in general. The responses to these needs can be different. It is necessary to make easy access to education (e.g. ramps, audio libraries, positive discrimination upon enrolment), to stimulate motivation, enable assistance and support during the education process. It is also important to offer more programmes of shorter vocational education.

Rehabilitation

Those who find themselves in a situation where they cannot perform their work for a long time due to their mental distress, illness, injury or any other incapacity need work rehabilitation. It is important it takes place in a real environment accompanied by real encouragement. It is also important that one’s work is paid even when one is in training or rehabilitation.

10.4.5. Disability

The disability status is almost irreversible in some systems and in the present economic situation. It could seem logic that the users would avoid the disability status in order to preserve the possibilities of being included in the world of work. However, the acquisition of the disability status and the disability allowance is for a great number of people almost the only way to survive. What is mostly needed, are the intermediate statuses between the sick leave and the disability status (e.g. the possibility of the suspension of disability for a transitional period of time until their complete rehabilitation). In the face of extremely low disability allowances, the possibility of additional or occasional income or earning is of utmost importance. These should be legalised, considering the low allowance.

10.4.6. Money

Needless to say, people need money. Among long-term mental health users, there is a small number of people who are able to earn it, at least sufficiently, also their other incomes are scarce (e.g. social benefits, disability allowance). The lack of money, as previously stated (leisure time, flat, socialising), clearly affects the poor quality of life, provokes people falling into a vicious circle of marginalisation and stigmatisation, while making a great number of people live in poverty or at best at its threshold. The people labelled as mentally ill often need money to survive, to pay for the services, to improve their virtual and real status, as well as to make their social life meaningful (if you cannot afford a coffee, you don’t go to a bar, if you cannot afford to buy tracking shoes, you cannot go for a trip in the mountains, etc.). 

10.4.7.  Unpaid work and other activities

The tragedy of unemployment is not just the absence of payment, the lack of having a status of an employed person, but also the feeling of being useless – lingering around. In this frame (not just in terms of surrogate and compensation, but also in terms of a way out), people in such a situation need what Illich terms useful unemployment. We are referring to the processes already taking place in the informal sector: exchange of services and work, useful work in associations and social networks, useful works for one’s well-being and last but not least housework.

10.5. RESIDUAL (INTERACTION) OFFENCES

Interaction offences are often neglected, but an extremely important aspect of the social definition of disability and construction of disabled and deviant roles, of otherness, as well as social exclusion and stigmatisation. It is about a range of offences; most of them could be termed impoliteness (e.g. distant look in the eyes, invasion into one’s personal space, extreme directness or shyness, etc.). We commit them daily and, while committing them, we mend them (by apologising, explaining, etc.). People with disabilities commit more of such offences or at least their offences are more obvious and usually have a lot to do with their stigma. This, in turn, reduces the interaction as well as contractual credibility of the individual (e.g. disabled persons who are formally adequate for a certain workplace, do not get employed when the eventual employer sees them, purely to spare the embarrassment and uneasiness of interaction. There are many ways of reducing interaction offences. The most important are: 

10.5.1.  “Dedramatisation”

Dedramatisation means that such offences are not attributed dramatic (stigmatised) meanings. In concrete interactions, it means that we focus on the “objectively” relevant perspectives of situations (e.g. it is more important that a client in the shop has money to buy than the way he speaks). In fact, we render them “banal” or “trivial”. 

10.5.2. Accepting other interaction frameworks

We can explain a certain event by a frame that avoids stigmatisation. These frameworks can be common (e.g. the outburst can be explained as everyday anger and not as a symptom of illness) or exceptional (e.g. mystics, poetics, etc.).

10.5.3.  Interest in extraordinary

Odd events, misdeeds, mishaps and other offences are attributed an aesthetic value, the extraordinary should arouse our interest, and should not be disqualified by “diagnosis”. 

10.5.4. Framing extraordinary events

into frameworks which are accessible to everyone, which are legitimate.

10.5.5. Confidants, explainers (diviners), mediators and “cultural advocates”, consorts and interpreters (the need of those who do not hear or speak) 

These activities require persons who are close enough to people, have credibility in interaction and can help them in everyday interactions.

10.5.6. Respect

Respect is the essential component and a ‘vaccine’ of interaction offences as it increases the tolerance of the co-speakers and interactees, it increases the willingness to listen and understand those perspectives of the interaction which are truly relevant.

10.6. CONTACTS AND SOCIABILITY

10.6.1. Contacts

The contacts we need, are normative (in a ghetto situation of institutions, the normative contacts among residents and staff are also those which put the residents into a devaluated role; young people in institutions often state they miss contacts with their peers, the normal people). Contacts are also informative, they enable us to gather information and they are also means of exchange, they serve us to exchange goods and services. Clearly, the people who are institutionalised, or in any other way excluded from the social flows and their networks, are consequently deprived, absent from the social networks, in which their value and identity are established, where they get access to the goods or at least information on them. A great part of the users told us about their loneliness, feelings of being strangers in their country, being alone in the crowd. 

A special kind of contacts, we attribute great significance, are fateful contacts (love, friendship, passion). These contacts are especially important when thinking about the actions and decisions which are of life’s importance; they are one of the major motors in the life of an individual. These contacts are extremely important in life improving processes, when people want to change their life-style or assume new roles. One of the kinds of fateful contacts are also contacts with peers, the people who had same experience and were driven into a similar situation. This produces the need of mutual solidarity and self-help, which, beside practical also has normative value. 

10.6.2. Sociability

Enhancing the sociability is surely a need or even a necessity in the area of organising help and support for the people with long-term mental distress and disabilities. It is necessary to expand social networks, reestablish contacts with relatives and other close people after release from the hospital, after treatment, after crisis.  To do that, people often need help initiating contacts (either direct help of escorts and facilitators of sociability, or help with organising the events and situations which enable such contacts). Users find making mutual acquaintances with professionals important and appropriate. Involvement into associations and other forms of associating (users’ associations and self-help groups, ordinary associations and voluntary organisations) can contribute to the development of contact networks.  In order to establish contacts, it is also necessary to be present in the public sphere and community. Without being there (staying at home) one cannot get to know people. Being publicly present also undermines the stereotypes and labels, since it enables the audience to domesticate the images and therefore contribute to destigmatisation. People need courage, motivation and stimulation in order to overcome loneliness.

The money for social and sports activities is also needed, escorts and companions to either stimulate contacts:  by involving users in their social networks and by creating opportunities for socialising, or as a material tool, as with physically disabled to overcome physical barriers (e.g. helping with visits to the city centre, going out for drink, to the theatre, cinema, etc., and taking the user back home, accompany him or her  on a trip, to a picnic, as well as parties, physiotherapy, etc.).  Lonely and disoriented people also need escorts.

10.6.3. Relatives and close ones

Relatives and people close to the users represent a part of network which is the most struck and damaged and needs special and adequate help and support.

Education

It is one of the things the close ones state as necessary. The want more and more diverse information on health, psychological and social perspectives of disability, they want to know more about the services, interventions and methods as well as about their rights, procedures and options. In case of a mental distress, the education of the relatives turned out to be a far more effective instrument in comparison to the effect of medicines (Leff, Vaughn, 1976). Our research confirms the same pointing to the connections between emotional bigotry and “relapse”.
Support

Relatives need a lot of support to endure with their disabled persons. First of all, they need a moral support regarding stigmatisation. This they can get through family counselling, discussions with relatives, groups of relatives and voluntary and advocacy organisations.

In the material sense, they need time-out to rest from the strains - respite, i.e. possibilities of short-term placements, the people who take over nursing, support circles and people who take over the burden of crisis, etc. Relatives often experience various kinds of deprivation due to their taking care of their family member. On account of burn-out and weariness, their chances to earn money are reduced, the quality of their social life also suffers as well as the possibility of getting a promotion, etc. That is why they need support to improve material circumstances, social life, the situation at work; but also in connecting with other relatives and people with experience. 

One of the basic and frequent worries of the relatives with users who depend on them, are about who will take care of their child once they are gone. This preoccupation is often related with placing them in an institution. The worries can be reduced by enabling the users to live an independent life, by material sustenance, life-planning, possibilities of common living and mutual support. 

10.7. INSTITUTIONAL CAREER

A great deal of life of the people with long-term distress and special needs depends on various institutions, organisations, services and their staff and professionals.

10.7.1. Hospital treatment

The users often miss the opportunity of leaving the treatment. They also report a need of increasing the choice of treatment and professionals. Many establishments have poor or even non-existent complaints procedures minimalising the possibilities of effective complaint. 
Users express the desire, need and necessity of being informed. The health service users are not informed about the medicines and side-effects. Somebody who has been in a hospital several times says: “Taking medicine and having injections is the worst thing, nobody told me why I need to take them, why they prescribed me such doses. My mum says “that’s the way it has to be.” They also do not get sufficient information on the course of treatment and the possible alternatives, or outpatient services, advocacy and rights.

Institutional environment, being isolated from the civil environment, and because of its structure of power, needs protection against violence and abuse; and in order to perform a  really caring and healing function, the punitive aspects should be abolished (net-beds, isolation rooms, disciplinary measures).

Most of these apply also to the social institutions, some even to the community services, which often follow the institutional patterns. When one is placed in a social institution, he or she is often not told where they are going to, or, they are told about the necessity of such measures (e.g. “Pure luck, there was room; there was nothing else we could do”). The breaching of house rules is sanctioned by transfer to a closed ward or withdrawal of privilege.

The institutional care is characterised by multiple deprivation and denying simple, everyday rights. People speak about the lack of privacy, erotic and love life, etc. Deprivation is a constant of the life in an institution.

10.7.2. Staff

Users of various services often state what they want and appreciate about professionals:

· if they are capable to step out of their bureaucratic roles

· if they dedicate their time to them (sometimes 5 minutes of informal talk with the users is more important than a one-hour of therapy or counselling).

· if they are able to listen to what the users are really saying (i.e. they do not interpret their words into their professional language and really get to know their situation);

· that they are more human, less bureaucratic or professional;

· that they are willing to step down from their professional pedestal and share their power with the user;

· that they pay them a visit at home, see how they are living and also, that there is an option of mutual visits.

Users often want to improve relationships between them and the staff of various institutions. This could be achieved with courses and training in which the users are involved as trainers (e.g. workshops Life-styles, EXIN).

10.7.3. Needs of the professionals

The staff also express their needs. They concentrate around three topics: training, supervision and burn out. 

Training

Many staff members, especially health care staff members, are not qualified to work in the community and are not familiar with the social approach and the background of the issue. A lot of training is also annulled in practice. Staff often report enthusiasm about the new procedures and methods, but once they return back to their working environment, they simply do not implement them, because they are hard to affirm. There are training programmes needed for particular institutions or organisations, in a way that would enable the participants to investigate their own environment, the ways of working and especially the relationships with the users.

Supervision and professional support

New community services and approaches presuppose a greater autonomy of low-qualified staff, involving them in greater risk and more complex decisions. This is a big burden for the staff. They need consultations and support on the part of their superiors as well as co-workers of their rank and those who are more experienced, but not directly involved in the situation. Beside the established supervision methods, the possibilities of consulting support should also be available, as well as coaching, counselling.

Burn-out prevention

Working with people with long-term distress is extremely tiring. Other people’s distress, irrespective of defence mechanisms we have, makes us sad and weary. This is due to the fact that this area of work involves far more “failures” than success. People therefore need a rest and recovery, they need to rethink and find new sense in their work and need to attribute new value to it. They also need feedback and evaluation of their work as well as continued analysis of the structure of their professional power.  

10.7.4. Other services

Beside core services, the users also make use of other services. It often happens that they are discriminated there as well. The users of continuous support often need special and adapted services regarding other services (e.g. a patient dentist). They would maybe, in the light of the usual discrimination, need advantage on the waiting lists in regular health services, some would also need free nursing cosmetic products, though above all they expect more support in regular health care and social work. They would also need to have more home visits.

10.7.5. Some contingencies of the career

The career of a “mental patient” is a complex social process we do not intend to go into detail here, we are only drawing a list of some contingencies which have come to the front.

Attention to transfers, release etc. (the rite of passage)

The career is a discontinued process, marked by particular turning points and events. They have a rather fateful impact on the person’s status as well as his or her concept of oneself. These events or moments should therefore be given special attention when organising continued care. Such moments include: settlement in an institution, resettlement into community, transfer, release, etc. They need to be carefully planned and given adequate and respectful significance. 

Constructing personal life-story which would be acceptable and meaningful for the user

A biography and a personal life-story of the people who need continuous support are often deformed due to professional ideology and consequently unacceptable for the users. In case records and files of different services, we usually find lists of failures, problems and missed opportunities. Life-stories thus construed are often negative and ignore positive characteristics of a user. These, in turn should be the basis for planning one’s life. Usually, such files are rationalisation and rationale of professional interventions. Besides, the institutional life is a fairly bleak and impersonal space in terms of events; therefore, the people who have lived there for a long time are often deprived of life-story. The constructing of life-stories, putting the pictures into an album, life-book, is often needed in order for someone to establish oneself as an individual with his or her own life-story that needs to be continuous. This is especially necessary when taking the person out of the institution or when drawing individual planning. 

The care for positive career promotion 

The promotion in the career reveals the effectiveness of the services. If someone’s social status and power is reduced, the input was inefficient. The career monitoring is a useful guideline of professional’s work as well as a strong evaluation tool.

Assuming various roles

One of the basic destructive elements of stigmatisation is the degrading of a person to the role of a deviant. When someone is stigmatised, he or she has a hard time performing other roles, people see him or her as stigmatised and consequently the stigmatised start to see themselves the same way. The vicious spiral of degradation, offences and interpretation places them in a position where they cannot lose anything, so the role of a deviant becomes the source of benefit. Stigma and the lack of contractual and social power is a common denominator of the majority of social service users. The counteraction of such processes is assuming as many various roles as possible; they can change the user’s self-image, his access to different means and possibilities, they also enable him or her to master new skills and go through new experiences. The possibilities of assuming new roles are available in associations and organisations as well as in formal institutions, where the users can assume roles which have been reserved to the professionals until recently (e.g. at qualifying, evaluation, managing, etc.). The possibilities need to be given in everyday life of the users (with housework, parenting, etc.).  

10.8. DISEMBEDEDNESS AND AFFILIATION

When we analyse the needs, we come across a category, which cannot be clearly defined. It involves processes, phenomena in which there is a dialectic relation between the disembededness (independence and dependence) of the users, who are excluded from the well-established social currents and courses on the one hand, and their affiliation, sometimes even symbiotic connection and dependence on the other. The results can be devastating or productive. There are processes which provoke crises, though in principle they are necessary for a full personal life.

10.8.1. Emancipation

From the family, the partner

Users are often in a relation of dependence with their closed ones. Statements, such as:

Her life has always been in the hands of other people. When she was little, she was nursed by her mother’s friend; her mum was working all the time, just to feed two hungry family members. After several years she tried to find her father, in vain.

show how dependence and the processes, which contributed to it, interpret our lives. Parents often do not believe their children could live an independent life. On the one hand, the people who depend on others, reinstate the basic interdependence between the people, but on the other hand they are always confronted with the imperative of independence as one of the leading values of contemporary society. The trick is to simultaneously acknowledge dependence and enable independence on all the relevant sectors of everyday life (decision-making and choosing, taking risks, dealing with money, etc.). In order to achieve independence, the material conditions have to be fulfilled, e.g. in order to move away from the parents, which in itself is a normal phenomenon, on the one hand, one needs a flat, but on the another, also various kinds of help with independent living and emancipation.

Paradoxically, a person who wishes to emancipate from his or her family often becomes dependent on the services:

If my legs serve me well, I shall go home. I cannot afford to be a burden to my sister for all my life, even though I have my own flat there. I haven’t got any children, I don’t want to be in the way, it’s better I am where I am now. I’ll wait here for a year to see how things turn out with my leg and then I’ll move on.

From institutions and professionals

Independence from institutions and professionals represents a second sphere of emancipation. Life in a social institution nurtures dependence. The same does the professional’s patronising attitude. However, when we talk with the users, we understand their wish to be different, separated from the institution, their own selves (within an institution, such perspectives are important – going out, being different, the clothes they wear at home, etc.). Beside changing the attitude of the professionals and users, real possibilities of such processes are needed (other choices, various professional competence). But also structurally changed relations, which attribute greater power to the user and make the professional, depend on the user, too.

Independent life

In order to live an independent life, it is necessary for some users to have several different services at hand. Extremely important services are the services of personal assistance, facilitating functional public transport for the physically disabled people, outfits for independent life (e.g. disabled people), e.g. the car adjusted to their needs, a better wheelchair, a mobile phone, etc. Mentally disabled people and people with long-term mental distress need help with organising their life and help regarding assertiveness. 

10.8.2. Affiliation

The possibilities of affiliation offer socialising with the people who are in a similar position as well as socialising with various other people from the same environment (neighbours, co-workers, etc.). The feeling of affiliation also stems from the involvement in various organisations and associations.

10.8.3. Action, subjectivity

The synthesis of affiliation and independence is possible through collective emancipation (e.g. fighting for one’s rights, against stigma, for better services, against service abolishion, etc.). Some user associations are a good example of this. 

10.8.4. Nonsense, entertainment, arts

In this category of needs, we also include such activities, since they enable subjectivity, a relatively free expression, where, in contrast to the dichotomy of independence and dependence, deeds need not be ominous and involve real consequences. In this sense, the projects which frame disability, mental distress are important in a way that represents the themes to the audience and the users, but in a way that is not binding, though still engaging (e.g. performances, parties, etc.).
10.8.5. Care for the Self

Users need the opportunities to take care of themselves. This should be encouraged and nurtured. We talk about taking care of one’s physical fitness, appearance, career, education. This should not emphasize a normalising perspective but a normative one. How to direct one’s life.

10.8.6. Financial independence from professionals

One cannot talk about independence without mentioning financial independence (from professionals, mostly). The ideas which circulate around (also among users) include, beside paid work, the introduction of annuity, universal basic income, and direct funding of the services or needs.

10.9. GENDER SPECIFIC NEEDS

Some needs are gender specific. Let us see some.

10.9.1. Women

Women are more often exposed to violence and sexual abuse, especially if their social status is low (institutional abuse, harassment in public, e.g. one of the women labelled as mentally disabled told us about the constant harassment she experiences on the bus, when she is on the way to the adult-training centre). Experience of child sexual abuse and domestic violence is connected with a long-term mental distress and also with physical health problems. Non-recognition of abuse on the part of the surroundings, close people, professionals can increase the feelings of helplessness. Women who have experienced domestic violence are also at a greater risk of suicide and make greater use of mental health services than women in the general population. 

One third of the women we talked to in a psychiatric hospital (Zaviršek, Urek, 1992-1993) said that they were raped. A woman reported that whenever she was compulsorily hospitalized and put in the net, she “re-lived” mass rape from early childhood. More than one third of women were sexually abused. Abuse was more often taking place between the ages 8 – 14, most frequently it was committed by grandfathers and neighbours. Some of them reported domestic violence. There was a woman who clearly stated that she was beaten by her husband and son and that she needed to take some time to rest by voluntarily hospitalisation.

However, the staff of the services is not sensitive to the issue – all women said that the staff in the hospital never asked them about their experience with domestic violence or sexual abuse, not even about any other events.  In no case was this the issue of their conversation with a psychiatrist, social worker and nurses. 

Violence against men, although in smaller numbers, is also to be considered seriously (especially regarding men with mental health difficulties, who are often at risk to be become victims of violence). The male social role is to be strong, dominant, in control, and these characteristics prevent them from reporting the abuse and seeking help. Whereas a part of the female social role is to be weak, a victim, which sometimes prevents professionals to recognise their report on abuse as something important or special. 

Gender inequalities in income and wealth, in combination with women’s role as mothers and carers make them vulnerable to poverty, which often leads to mental health distress. Sometimes, poverty is also related to the status of the lone parent. 

The lack of autonomy and reduced access to public spaces (due to greater control over them on the part of the relatives) sometimes prevent women with a label of mental illness to attend and contribute to initiatives organised in the community. 
Women perspective also requires women’s self-help groups and a range of specific services (such as safe houses, crisis centres and counselling services) as well as sensibility for women perspective in ordinary mental health services.

10.9.2. Men

Men’s gender specific needs are seldom discussed. However, since men’s identity is pegged to a greater extend to the formal roles and positions, they find themselves in a position of being strapped of social roles more readily. One of their vulnerable spots are parental rights which they often loose when getting a divorce, and if they are stigmatised, this happens sooner and more intensively:

He is married and has three children. The eldest daughter no longer lives at home, the youngest son is still a minor. He is the owner of a house in Ptuj, though he is not sure for how long. His wife no longer wants him, he says he feels sorry for the children, so he does not want to throw them out of the house, but he cannot support them because of his illness. He is not sure, how things will turn out. He feels sorry about the farm he put up himself. He wants his wife to understand him, so they could live there together and not fight.

The next sphere is action and work, where men are expected to perform. Among the users, there are many who have been made passive, who cannot work. In general, men have less access to the activities that could compensate, as women generally do in the area of housework and family. Men groups have not developed yet, and there is a need of an organisational framework which could enable us to solve such contradictions. 

Culture and ethnicity specific needs

Difficulties in access to, and ease of use of mental health services has been identified as an important potential source of inequality in the health experience of different ethnic and cultural groups, thus affecting both the quality and outcomes of care. People from minority ethnic communities and newly arrived asylum seekers are more likely to have negative experiences when using mental health services. These may be explained by their poverty, social exclusion or racism, but it may also be due to the fact that mental health services at times fail to understand and meet the needs of minority ethnic communities. Some needs of users related to their ethnicity and culture: better understanding of the culture from which the users from ethnic minorities are coming; better understanding of the socio-economical and political position of some groups (such as asylum seekers and migrants), effective information giving and interpreters services to be in place (including better provision of written information for users in different languages); need for more workers from ethnic minorities etc. 
10.10. Appendix VI – Evaluation of all modules

Questionnaire for course participants.   As we outlined at the beginning of the course, we are asking again for your views about the course.  This questionnaire is an opportunity to reflect on the overall aims of the course, and the areas we expected you to able to develop your skills and abilities.  

Thank you for taking time to complete this questionnaire.  Your views and opinions are vital to the success of this project.  Please tick or cross box.

1.
Background information


Your sex – (m) – (f).


Your age - …………

2.
Have you worked or are you working in mental health care, self-help or teaching now?


Since starting course  [     ]       0 – 5  years   [   ]
      5 – 10 years   [   ]
    over 10 years  [   ]

3.
Having completed the course, how much do you now agree or disagree with each of the following statements.  For each statement, please circle a score from 6 to 1.  If for example you circle 6 this means that you strongly agree.


Strongly Agree
Strongly Disagree


The course should encourage the group to talk 

about their experience




6      5      4      3      2      1


The course should develop my skills in using methods 

that enhance learning/  individual development
6      5      4      3      2      1


The course should develop my understanding 

of my own experiences            


6      5      4      3      2      1


The course should develop my skills in managing the 

learning environment (the ‘classroom’)/

social environment




6      5      4      3      2      1


The course should provide support for me to find  

employment and benefits advice


6      5      4      3      2      1


The course should help me reflect on my 

own experiences 




6      5      4      3      2      1

The course should encourage people to learn as a group6      5      4      3      2      1


The course should give me a better understanding of 

other people’s experience.



6      5      4      3      2      1


The course should help me develop my 

own learning materials



6      5      4      3      2      1

6.
How skilled do you now feel in each of these areas?




    Very skilled
          Beginner

Encouraging people to talk about their experience                                                                                                              



6      5      4      3      2      1


Using teaching methods to help individual

learning and development



6      5      4      3      2      1

Understanding my own experiences

6      5      4      3      2      1

Understanding other people’s experience.
6      5      4      3      2      1


Skills in managing the learning / social environment

                                                                                    6      5      4      3      2      1

Finding employment and benefits advice
6      5      4      3      2      1


Reflecting on my own experiences 





                                                                                     6      5      4      3      2      1


Encourage people to learn as part of a group




                                                                                    6      5      4      3      2      1


The course should give me a better understanding of 

other people’s experience.







                                                                                       6      5      4      3      2      1


Preparing my own learning materials
 




                                                                                        6      5      4      3      2      1

7.
In your opinion, which of the following aims and objectives do you now think should be priorities for this training?


Please tick all that apply


Encouraging people to talk about their experience




[   ]


Using methods that enhance learning/ individual development


[   ]


Developing understanding of own experiences



 

[   ]


Developing skills as a learner







[   ]


Focusing programmes and course on employability




[   ]


Offering opportunities for lifelong learning





[   ]

9.
Which of these words or phrases best describe your current views about what is more important to you in your learning.

Please tick all that apply


Accessible to all

[    ]


Homework


[    ]


Supportive


[    ]


Flexible assessment

[    ]


Innovative


[    ]


Task focused


[    ]


Diverse group

[    ]


Inspirational


[    ]


Challenging


[    ]


Traditional lectures

[    ]


Friendly


[    ]


Professional standards
[    ]


Research based

[    ]


Self-directed


[    ]


Group participation

[    ]


Enjoyable


[    ]

10.  And finally, is there anything else you want to add?

Once again thank you for completing this questionnaire.  Your responses will be treated anonymously.
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Status of people with mental distress











Social revalorisation of mental distress and madness











Changing of the services








Prevention of the processes that lead into distress
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� The staff take care of inmates, decide on their behalf.


� Needs are a technical term. In a way it is a normative – telling people what they should have or even what they are entitled to. To avoid this trap, we choose to talk about needs, desires and necessities in order to cover more singular instances where people need (i.e. desire or face necessity of). 


� To find out what we are talking about. In research conversations, the main orientation is toward “concrete”, searching for detailed information, asking for explanations and descriptions (if needed also observation of situation).


� Philippe Pinel is regarded by many as the father of modern � HYPERLINK "http://en.wikipedia.org/wiki/Psychiatry" \o "Psychiatry" �psychiatry�. At � HYPERLINK "http://en.wikipedia.org/wiki/Bic%C3%AAtre_Hospital" \o "Bicêtre Hospital" �Bicêtre and Salpêtrière Hospital�s, at the time housed thousands imprisoned men--criminals, petty offenders, syphilitics, pensioners and few hundred mental patients. Partly legend, partly truth is Pinel single-handedly liberating the insane from their chains. This legend has been commemorated in paintings and prints. In fact Pinel condoned the use of threats and chains when other means failed.  





� The Nobel Foundation contends that Moniz's prize should be judged in the historical context of a period when there was widespread despair about mental-health treatment. In the 1930s and 40s, patients were often beaten, choked, spat on and humiliated by attendants in state hospitals, where the average duration of confinement was 10 years. Cost was also a factor. In the mid-1930s a lobotomy cost $250 in the US, compared with tens of thousands of dollars to keep a patient incarcerated. The drawback of the operation - that it robbed patients of their personality traits - was considered a small price for emptying hospital beds.


� In the United States, such procedures are called Case management, the service is based on the case, it emphasizes service coordination and budgeting (Segal, 1999), in Great Britain, it is called Care management and it emphasizes services, whereas in Canada, a model of independent brokerage service was implemented (Independent Service Broker). Different other denominations also appear, such as: Independent Living Planning, Support Planning, Planning of individual service package, etc.
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